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ABSTRACT OF THE DISSERTATION 

 

Perceived Need for Mental Health Care Among  

Racial/Ethnic Minorities and Non-Latino Whites in the United States 

 

by 

 

Alice Paola Villatoro 

Doctor of Philosophy in Health Services 

University of California, Los Angeles, 2014 

Professor Ninez A. Ponce, Co-Chair 

Professor Vickie M. Mays, Co-Chair 

 

 

Inequalities in mental health care (MHC) access and quality are prominent and 

disproportionately affect racial/ethnic minority group members than non-Latino Whites in the 

United States.  Understanding the mechanisms that lead to these inequalities is critical to 

informing MHC policies and improving practice guidelines for treating mental conditions in 

these populations.  An unexplored area in mental health disparities research is examining how 

perceptions of need for MHC may generate a ripple effect of disparities throughout specific 

stages of the mental illness careers of racial/ethnic minority populations with a probable mental 

disorder.   

This dissertation consists of three studies examining: (1) how racial/ethnic minorities and 

non-Latino Whites come to develop a perceived need for MHC; (2) how racial/ethnic differences 

in perceived need may lead to disparities in mental health services utilization; and (3) how 
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racial/ethnic disparities in role impairment are affected by perceived need.  Data are from the 

2001–2003 Collaborative Psychiatric Epidemiology Surveys, which are comprised of large, 

probability samples of the major racial/ethnic minority groups in the United States, including 

Asians, Latinos, African Americans, Afro-Caribbeans, and non-Latino Whites.  Different 

methodological approaches were employed in each study, including logistic and probit 

regression models and selection models (i.e., Heckman sample selection and bivariate probit 

regression techniques) to treat endongeneity due to sample selection and reverse causality bias. 

Results suggest that racial/ethnic differences in perceived need may affect disparities in 

MHC.  First, racial/ethnic minorities with a probable mental disorder, in particular African 

Americans, were less likely than non-Latino Whites to recognize and perceive a need for care.  

Differences in the factors associated with perceived need also varied across groups (e.g., 

variables associated with immigrant status significantly predicted perceived need among Asians 

and Latinos whereas education was more palpable for African Americans).  Second, although a 

strong predictor of mental health service utilization overall, differences in perceived need helped 

explain why certain racial/ethnic groups, particularly Asians and African Americans, 

underutilized mental health services than non-Latino Whites.  Lastly, African Americans and 

Afro-Caribbeans were more prone to experience frequent impairment, as indexed by having 

eight or more days with role limitations in the past month, than non-Latino Whites.  These 

disparities in role limitations, however, were not affected by differences in perceived need and 

previous experiences with the MHC system. 

The findings from this dissertation research demonstrate that racial/ethnic disparities in 

mental health and MHC are not unique to one part of the mental illness career; rather, disparities 

may accumulate over the course of the illness career, manifesting as cumulative disadvantage.  
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The observed disparities might be due to limitations in mental health literacy and structural 

factors that affect access and quality of MHC among racial/ethnic minorities.  Current efforts of 

the Patient Protection and Affordable Care Act aimed at expanding health coverage and 

improving quality and the availability of culturally relevant mental health services may help 

ameliorate some of these disparities.  Nevertheless, efforts to understand how disparities move 

across subsequent stages of the mental illness career should continue in order to better inform 

policies designed to improve MHC participation, quality, and outcomes among racial/ethnic 

minorities.   
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CHAPTER 1 

 

 

INTRODUCTION 
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1.1. Introduction 

Inequalities in mental health care access and quality are prominent and disproportionately 

affect racial/ethnic minority group members.  Understanding the mechanisms that lead to these 

inequalities or disparities is critical to informing mental health care policies and improving 

practice guidelines for treating mental conditions in racial/ethnic minority populations.  An 

unexplored area in mental health disparities research is examining how differences in perceptions 

of need for mental health care (i.e., recognizing a mental health-related problem that needs 

intervention) may initiate disparities and contribute to them throughout different stages of the 

mental illness careers of racial/ethnic minorities.   

The dissertation specifically examines how racial/ethnic differences in perceived need for 

mental health care may generate a ripple effect of disparities throughout specific stages of the 

mental illness careers of racial/ethnic minority populations with a probable mental disorder.  

Divided into three separate studies, this research examines: (1) how racial/ethnic minorities come 

to develop a perceived need for mental health care; (2) how differences in perceived need lead to 

disparities in utilization of mental health services; and (3) how racial/ethnic disparities in role 

impairment are affected by perceived need.  This chapter provides an overview of the mental 

health care needs and utilization patterns of racial/ethnic minorities in the United States, 

summarizes the research on perceptions of need for mental health care, and describes the mental 

illness career framework and its application to racial/ethnic minority populations.  The chapter 

concludes with the dissertation aims and its contribution to the mental health literature. 
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1.2. Background 

1.2.1. Mental Health Needs of Racial/Ethnic Minorities 

One in two Americans will at some point in their lifetime meet diagnostic criteria for a 

mental disorder (Kessler, Berglund, et al., 2005), and one in three persons are estimated to meet 

criteria for a 12-month (i.e. current) mental disorder (Kessler, Demler, et al., 2005).  Anxiety 

disorders such as generalized anxiety disorder (GAD) and mood disorders like major depressive 

disorder are the most common class of psychiatric disorders, with roughly 20% and 10% of the 

U.S. general population, respectively, meeting 12-month diagnostic criteria.  The least prevalent 

are substance use disorders with less than 4% meeting criteria for any 12-month alcohol or drug 

abuse/dependence disorder (Kessler, Chiu, Demler, & Walters, 2005).   

For racial/ethnic minorities, the aggregate prevalence of and risk for mental disorders is 

generally lower or comparable to non-Latino Whites (Breslau et al., 2006; Grant et al., 2004); 

however, the degree of mental health need is disproportionately greater for some minority group 

members who are mentally ill than among their non-Latino Whites counterparts.  In particular, 

the burden of mental illness is considerable for racial/ethnic populations in that: Latinos and 

African Americans who are mentally ill have more persistent mental disorders than non-Latino 

Whites (Breslau, Kendler, Su, Aguilar-Gaxiola, & Kessler, 2005); certain minority groups like 

African Americans are overrepresented among the nation’s vulnerable, high-need populations 

(e.g., homeless, incarcerated persons) whom demonstrate higher prevalence of mental disorders 

than the general population (DHHS, 2001); and, most minorities have a high degree of unmet 

need than non-Latino Whites due to underutilization of mental health services, delayed care, and 

receipt of poorer quality mental health care (Alegría et al., 2002; Meyer, Zane, Cho, & Takeuchi, 
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2009; Wang et al., 2005; Wells, Klap, Koike, & Sherbourne, 2001).  Lastly, the social and 

economic disadvantages (e.g. low socio-economic status, discrimination, etc.) afflicting Latinos 

and African Americans also may place them at higher risk for poor mental health outcomes 

(Bromberger, Harlow, Avis, Kravitz, & Cordal, 2004; Gee, Ryan, Laflamme, & Holt, 2006).   

Depressive disorders are the second leading cause of disability worldwide, as indexed by 

number of years living with disability, and the largest contributor to the global burden of disease 

(Ferrari et al., 2013).  Yet, despite its higher prevalence among non-Latino Whites, there is 

evidence to suggest that major depressive disorder is of great consequence to racial/ethnic 

minority groups in the United States.  For example, Mexican Americans have earlier onset of 

major depressive disorder than African Americans (Riolo, Nguyen, Greden, & King, 2005).  This 

early onset may be particularly significant to Latina youth because of their higher risk of 

suicidality (i.e. suicide ideation, planning, or attempt) than the general U.S. population of 

adolescents (Zayas, Lester, Cabassa, & Fortuna, 2005); current estimates suggest that one in four 

Hispanic adolescent females seriously consider attempting suicide compared to one in five non-

Hispanic White females (Kann et al., 2014).  Additionally, differences in prevalence within 

racial/ethnic groups are evident: U.S. born Asian Americans and Latinos are more likely to meet 

criteria for a lifetime or 12-month mental disorder, including depression, compared to their 

immigrant counterparts (Alegría, Canino, et al., 2008; Takeuchi, Zane, et al., 2007).  Within 

Asian and Latino immigrants subpopulations, however, those who emigrated to the United States 

at a young age are more at risk of developing a disorder than those who emigrated later in life 

(Alegría, Sribney, Woo, Torres, & Guarnaccia, 2007; Takeuchi, Hong, Gile, & Alegría, 2007).  

Most problematic is the fact that often times depression in racial/ethnic minority populations is 

left untreated (Alegría, Chatterji, et al., 2008).  For Latino and African American adults, in 
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particular, untreated depression may result in higher prevalence of persistent mood disorders 

compared to non-Latino Whites, suggesting that lack of treatment may be more negative for 

Latinos and African Americans than non-Latino Whites (Breslau et al., 2005).  Furthermore, the 

chronicity of major depressive disorder assessed by the degree of impairment and persistence of 

the disorder is significantly higher among African Americans and Afro-Caribbeans than non-

Latino Whites (Williams, Gonzalez, et al., 2007).   

In general, the presence of a mental disorder can create substantial direct and indirect 

costs on the lives of individuals and society.  For example, limitations in functioning and well-

being among depressed patients are comparable with or worse than those attributed to chronic 

physical illnesses (Hays, Wells, Sherbourne, Rogers, & Spritzer, 1995; Wells et al., 2001).  

Mental disorders also negatively affect worker earnings, absenteeism, and productivity (Goetzel, 

Hawkins, Ozminkowski, & Wang, 2003; Kessler et al., 2008; Lim, Sanderson, & Andrews, 

2000), and these disorders constitute almost half of total health and productivity related 

expenditures for employers (Goetzel et al., 2003).  Outside of workplace burden, mental 

conditions such as depression and alcohol use disorders are prominent sources of premature 

death and disability in the United States and account for a substantial health burden, examined by 

disability-adjusted life years (DALYs), that is not captured by mortality alone (McKenna, 

Michaud, Murray, & Marks, 2005).  This burden of mental illness may be most profound among 

racial/ethnic minorities when we consider their high degree of unmet need as a result of their 

lower utilization of mental health services and receipt of poorer quality of care (Alegría et al., 

2002; DHHS, 2001; Wells et al., 2001).  Thus, considering the negative consequences of mental 

illness, it is critical to understand patterns of mental illness trajectories of racial/ethnic 
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minorities, including the identification of a mental health problem, its treatment (or lack thereof), 

and associated outcomes.  

1.2.2. Racial/Ethnic Disparities in Mental Health Care 

Since the 1990s, the rates of mental health service utilization have steadily increased 

across the general U.S. population (Kessler, Demler, et al., 2005); yet, despite these gains, there 

remains a substantial degree of unmet need with only one in three Americans with a need for 

mental health care receiving any form of mental health treatment (Kessler, Demler, et al., 2005).  

Racial/ethnic minorities, in particular, are significantly less likely to access and use mental health 

services than non-Latino Whites, even after accounting for differences in socioeconomic status 

(e.g. education, poverty, etc.), access (e.g., insurance status), and clinical need (e.g., meeting 

clinical criteria for a mental disorder) (Alegría et al., 2002; Chow, Jaffee, & Snowden, 2003; 

Wells et al., 2001).  Moreover, when examining utilization of mental health services by severity 

of mental illness, Asian Americans, blacks, and Hispanics with severe depression are found to 

use treatment services less often than Whites with similar severity (Lee, Xue, Spira, & Lee, 

2014).  Lastly, if mental health services are received by racial/ethnic minorities, the care 

obtained tends to be of poorer quality than that received by non-Latino Whites (Alegría et al., 

2002; Wells et al., 2001).  By closing the racial/ethnic disparity gaps in access, utilization, and 

quality of mental health care, the mental health needs of these populations can be improved 

(Wells et al., 2001; Alegría, Pescosolido, Williams & Canino, 2011).   

The high degree of unmet mental health care needs among racial/ethnic minorities is a 

function of a number of structural factors.  Lack of health care coverage is a significant deterrent 

to mental health care services for racial/ethnic minorities because of the large proportion of 
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uninsured African Americans, Latinos, and certain Asian subpopulations in the United States 

(DHHS, 2014; KFF, 2013c).  Additionally, workforce shortages of racially and culturally diverse 

providers (Alegría, Mulvaney-Day, Woo, et al., 2007) and the lack of cultural competency in the 

delivery of mental health treatments (Kouyoumdjian, Zamboanga, & Hansen, 2003) may 

dissuade racial/ethnic minorities from using formal sources of care.   

The recent implementation of the Patient Protection and Affordable Care Act (ACA; 

H.R.3590; 2010) hopes to reduce some of these structural barriers by expanding insurance 

coverage to uninsured Americans, requiring health plans to cover mental health and substance 

use disorders services, and requiring health plans to cover these services in a comparable manner 

to medical and surgical benefits (Beronio, Glied, & Frank, 2014; KFF, 2013e).  Furthermore, the 

ACA provides new opportunities to improve mental health care services and their utilization by: 

improving training and development of a diverse workforce, and promoting cultural competence 

training of health care professionals; providing incentives to implement evidence-based mental 

health delivery models to improve care (e.g., collaborative care models, integration of behavioral 

health services in primary care and health homes); and enhancing patient education as part of the 

collaborative care model (Beronio et al., 2014; Katon & Unützer, 2013).  Previous health reform 

efforts in states like Massachusetts may help shed some light on the possible positive effects the 

ACA may have on mental health.  For example, since the implementation of the Massachusetts 

health reform law in 2006, which expanded health coverage among the state’s uninsured, there 

has been a significant increase in health coverage within the state and improvement in mental 

health status (by 1.5%) among its residents when compared to individuals living in other New 

England states (Van Der Wees, Zaslavsky, & Ayanian, 2013).  These improvements also 

appeared to equally impact the mental health of racial/ethnic minorities and non-Latino Whites.  
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There are similar expectations of the ACA given one study projects the ACA to increase access 

to mental health services and reduce mental health disparities for some racial/ethnic minority 

groups (e.g., Latinos) (Alegría et al., 2012).   

While the ACA will likely help diminish some of these structural barriers, the health care 

law may not help resolve other barriers to care.  Several studies suggest that racial/ethnic 

minorities conceptualize mental illness differently than non-Latino Whites and may in certain 

cases misinterpret the signs of mental illness as general distress caused by their immediate social 

environment (Cauce et al., 2002).  How individuals conceptualize mental illness is key to 

recognizing when formal mental health care is needed.  Furthermore, negative beliefs and 

attitudes about mental disorders and their treatment prevent minorities from seeking mental 

health care (Alvidrez, 1999; Cabassa, Lester, & Zayas, 2007).  Lastly, stigma about having a 

mental health problem is especially problematic for African American and Asian populations 

because the label of mental illness is thought to bring shame and demonstrate a weakness in the 

person (Gary, 2005).  

1.2.3. What Constitutes a Disparity? 

The previous sections provided a discussion of racial/ethnic disparities in mental health 

and mental health care in the United States.  This research has helped uncover the gravity of 

racial/ethnic disparities in mental health that not only require the attention of investigators in 

order to identify the mechanisms leading to these disparities, but also the consideration of policy 

makers and practitioners to help establish policies and delivery models aimed at eliminating 

these disparities.  It is important to note, however, that not all observed differences between 
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racial/ethnic minorities and non-Latino Whites are considered disparities.  If that is the case, 

what actually constitutes a disparity? 

The Institute of Medicine (IOM) defines a disparity as a difference in treatment or quality 

provided to members of different racial/ethnic groups that are not due to differences in health 

status or clinical needs, patient preferences, and appropriateness of intervention (See Figure 1.1) 

(IOM, 2002).  The IOM definition further recognizes the role of socioeconomic factors 

associated with race/ethnicity like income and education as mediators of health disparities.  

Thus, in the IOM perspective, health disparities result from systematic sources relating to the 

operation of health care systems (e.g., provider practice patterns, insurance status), legal and 

regulatory climate (e.g., health care policies), and discriminatory practices and factors within 

health care systems (e.g., provider biases).   

Figure 1.1.  Differences, Disparities, and Discrimination: Populations with Equal Access to 

Health Care 

 

Source: Gomes & McGuire, 2001. 



 

 

 10 

Much of the mental health literature previously discussed embraces the IOM definition of 

disparities and do not exclude patient preferences and beliefs as an allowable explanation for 

disparities.  However, Alegría and colleagues (2011) argue that patient preferences and beliefs 

may in fact cause racial/ethnic disparities because these preferences/beliefs are shaped by the 

same social structures and dynamics that create disparities along different points in the mental 

illness careers of individuals.  For example, differences in the endorsement or acceptability of the 

mental health care system may result, in part, from the availability of services that people have 

and from the shared experiences of patients or previous users of mental health services with 

specific providers, practices, and facilities.  Thus, Alegría and associates (2011) redefine 

disparities as consisting of “racial and ethnic differences in access, health care quality, or health 

care outcomes that are not due to clinical needs or the appropriateness of treatment” (p. 364), 

excluding patient preferences as a potential allowable explanation for disparities.  This 

dissertation research adopts their definition of disparities to assess how perceptions of need for 

mental health may generate racial/ethnic disparities in mental health and mental health care. 

1.2.4.  Perceived Need for Mental Health Care 

Knowing the high degree of unmet mental health need among racial/ethnic minorities and 

the associated barriers to care raises questions about the factors that facilitate entry into mental 

health care.  Specifically, what factors motivate individuals, especially racial/ethnic minorities, 

to seek help for a mental health problem?  Although objective need measures like the presence or 

severity of mental illness that are independently identified by a clinician or other standardized 

instrument are strong indicators of mental health service use, subjective need measures like self-

perceptions of need for mental health care play a key role in initiating help-seeking behaviors 

(Codony, Alonso, Almansa et al., 2009; Katz et al., 1997; Mackenzie, Pagura, & Sareen, 2010; 
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Mojtabai et al., 2002; Mojtabai et al., 2011).  Perceived need for mental health care (MHC) 

reflects an individual’s subjective awareness of a mental health-related problem that requires 

some form of medical or social intervention.  Studies on perceived need demonstrate that it is not 

only a positive and significant predictor of mental health services use among individuals with 

and without a mental illness, but also lacking a perceived need is one of the strongest barriers to 

help-seeking and maintaining continuity of care (Bauer, Chen, & Alegría, 2012; Meadows, 

Burgess, Fossey, & Harvey, 2000; Mojtabai, Olfson, & Mechanic, 2002; Mojtabai et al., 2011).    

Few studies have explored the determinants of perceived need in racial/ethnic minorities, 

with existing research providing inconsistent results.  On the one hand, there are studies that 

suggest racial/ethnic minorities are at a disadvantage in perceiving mental health needs.  As 

compared to Whites, Chinese and South Asians in Canada are significantly less likely to perceive 

a need for MHC (Sareen, Cox, Afifi, Clara et al., 2005).  A recent report using data from the 

California Health Interview Survey examined the prevalence of perceived need among 

California’s adult population (Grant et al., 2010).   In this study, small and significant differences 

in perceived need were observed across racial/ethnic groups.  After adjusting for income and 

educational attainment, non-Latino Whites (21%) were significantly more likely than African 

Americans (17%), Latino immigrants (16%), U.S.-born Asians (15%), and Asian immigrants 

(14%) to acknowledge a need for MHC.  Another study examining perceived need in low-

income, depressed women also found that minorities were significantly less likely than U.S. born 

White women to perceive a need for MHC (Nadeem, Lange, & Miranda, 2009).  On the other 

hand, other studies indicate that racial/ethnic minorities are more likely to perceive a need for 

care than Whites (Falck, Wang, Carlson, et al., 2007) while others find no differences between 

groups (Mojtabai et al., 2002; Mackenzie, Pagura, & Sareen, 2010).   
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Similarly, only a few studies allude to how racial/ethnic differences in perceived need 

may explain disparities in mental health service utilization.  Though not an ideal measure of 

perceived need, self-rated mental health status, for example, has been found to mediate the 

relationship between psychiatric morbidity and service utilization (Zuvekas & Fleishman, 2008).  

However, this mediated effect varies by race/ethnicity with such mechanism appearing to be 

strongest among Whites than among Blacks or Hispanics.  Additionally, poor self-rated mental 

health has been observed to increase the probability of using mental health treatment, but this 

relationship is weaker among racial/ethnic minorities than Whites (Zuvekas & Fleishman, 2008).  

Other studies have found that among individuals with a perceived need for care, Latino and 

Asian immigrants are significantly less likely to report visiting a mental health professional for 

treatment than Blacks, U.S. born Asians and Latinos, and Non-Latino Whites (Grant et al., 

2010).  In addition, U.S. born Latinos with a perceived need report significantly lower rates of 

mental health service use than Non-Latino Whites (28% vs. 42%, respectively) (Grant et al., 

2010).  

Perceived need may also affect MHC outcomes.  Aside from initiating treatment-seeking 

behaviors, perceived need also may be important in retaining people in treatment and influencing 

their outcomes post-treatment.  For example, users of mental health services who report a 

perceived need for care are more successful at improving their mental health (Elbogen, Mustillo, 

Dorn, Swanson, & Swartz, 2007; Shen, McLellan, & Merrill, 2000).  Among users of alcohol 

and drug treatment services, having a perceived need for care at admission results in a reduction 

in the number of days with drug problems six months after initial treatment intake (Shen et al., 

2000).  Similarly, individuals with serious mental illness such as psychotic or major mood 

disorders receiving treatment are shown to be at lower risk of arrests and violence post treatment 
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when there is an initial perceived need for care (Elbogen et al., 2007).  In contrast, those who 

denied needing psychiatric treatment at the start of treatment were more likely to report having 

been both arrested and participated in violent acts in the past year compared to those neither 

violent nor arrested.  All together, these studies show that perceived need is not limited to help-

seeking behaviors, but can be regarded as a risk management strategy.  Current treatment 

modalities acknowledge the importance of targeting perceived need in treatment through 

compliance therapy and motivational interviewing, both of which have been shown to be 

effective at improving outcomes for people with serious mental illness (Rüsch & Corrigan, 

2002).  Yet despite these findings on the positive effects of perceived need post-treatment, no 

study to date has assessed how racial/ethnic differences in perceived need affect disparities in 

outcomes.  

1.3. Perceived Need in the Mental Illness Career Framework 

The mental illness career framework identifies perceived need as an important factor in 

the mental health experiences and trajectories of individuals.  Recognition of a mental illness and 

need for MHC helps bring meaning to an individual’s distress, influences help-seeking 

behaviors, and may even help influence improved outcomes.  However, the pathways that 

connect perceived need to different phases of the mental illness career are influenced by the 

context of mental illness and by the cumulative exposures and unmet needs of racial/ethnic 

minorities.   

The concept of a career has traditionally examined how individuals move in and out of 

work-related positions and statuses throughout the life course (Bendix, Lipset, & Malm, 1954; 

Russel, 2001).  However, the career paradigm also has been applied to health-related domains as 
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a way to help explain the shared illness experiences and role transitions of individuals suffering 

from chronic physical illnesses (Bury, 1982; Diederiks & Bal, 1997; Price, 1996) and mental 

health problems (Aneshensel, 1999; Jones et al., 2009; Karp, 1996; Pavalko, Harding, & 

Pescosolido, 2007).  The mental illness career model is a broad and comprehensive sociological 

framework that describes the course of mental illness and how individuals transform their role 

identities as a result of the onset and course of mental illness (Aneshensel, 1999, 2012; Karp, 

1996).  The model involves a progression of definable stages that move individuals toward a 

recognizable goal, in the case of mental illness, recovery.  The framework describes the onset of 

mental illness, its manifestation and recognition, management and treatment of the illness (i.e., 

help-seeking behaviors), and recovery/relapse.  The model further recognizes that throughout the 

course of mental illness individuals go through a series of identity transformations that constitute 

their acceptance of their sick role and incorporation of their role as a patient to their own identity 

and self-stigma (Aneshensel, 2012). 

Figure 1.2 illustrates an adapted model of Aneshensel’s (1999, 2012) mental illness 

career framework.  The model highlights four key phases, represented by the boxes with dashed 

borders located on the left of Figure 1.2.  The first phase of the model begins with the rise of 

mental health-related symptoms.  Throughout the life course, individuals deal with stressful life 

experiences that can lead to mental illness.
1
  For some individuals, the consequences of stress 

can wane with time and without any formal mental health treatment, leading to normalcy and 

short-lived careers; hence the dashed line leading back to normality.  For others, however, this 

distress can further develop into a debilitating mental disorder that may require attention by a 

                                                 
1
 Stress is not the only mechanism that leads to mental illness.  Though the mental illness career 

model illustrates the causal relationship between stress and mental illness, the model would also 

fit other etiological models.  For example, individuals that are socially isolated or lack social 

support may also be at risk of developing mental disorders and progressing into an illness career. 
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mental health professional.  This “feeling, thinking, and acting badly” stage represents feelings 

of distress that are not immediately identified as signs of an underlying mental health problem.  

Individuals try to make sense of these symptoms to gain some understanding of their cause, but 

either the distress goes away on its own and normality resumes, or additional action is taken to 

resolve the issue.  In some cases, the model suggests that these feelings may lead to help-seeking 

behaviors without individuals fully realizing or understanding their need for care.   

The second phase relates to the development of perceptions of need for MHC.  The 

illness onset stage or illness recognition stage is a time when the individual recognizes their 

symptoms or distress as part of a problem that necessitates some form of intervention.  During 

this stage, there is a developing awareness that help-seeking, whether formal or informal, is 

needed to minimize or resolve the problem.  These perceptions of need usually precede and help 

initiate treatment-seeking behaviors, however, as illustrated in the model, can also emerge during 

later stages of the illness career as part of treatment.  Not everyone who enters treatment may 

enter voluntarily, but instead may be forced to enroll in treatment as part of a court-ordered 

mandate, for example.  Furthermore, the model suggests that the recognition of a problem may 

sometimes help individuals lead back to normality, perhaps by engaging in specific coping 

mechanisms (e.g., prayer, meditation, etc.) that help abate the degree of distress. 

The third phase, known as the help-seeking and treatment phase, involves a transition 

into formal (e.g., specialty mental health or medical services) or informal (e.g., friends, family, 

clergy) treatment that may be self-initiated or imposed by outside forces like family, friends, or 

the judicial system.  Lastly, the final phase highlights the outcomes of help-seeking.  Remission 

or recovery may follow as a result of treatment for some individuals while others may continue 

to deal with mental illness despite initiation of treatment.  It is also important to note the 
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connection between perceived need and this particular phase.  Although illness recognition (i.e. 

perceived need) directly influences help-seeking behaviors, the model further suggests that 

perceived need may affect recovery of mental illness.  As previously discussed, there are some 

studies that demonstrate the influential role of perceived need in treatment adherence and 

improving mental health outcomes (Elbogen et al., 2007; Rüsch & Corrigan, 2002; Shen et al., 

2000).  This last phase also recognizes that relapse or recurrence is a probable reality for those 

dealing with mental illness.  The risk of relapse or having relapsed may then further prompt 

individuals to develop adaptive skills that may help manage their mental illness in the future.   

Figure 1.2.  Representation of mental illness careers of racial/ethnic minorities. 
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 The pathways that lead to these phases of the career are further influenced by the context 

of mental illness.  In particular, the experiences throughout the career are shared in common 

among people with similar type and severity of mental illness (Aneshensel, 1999, 2012).  For 

example, individuals afflicted by anxiety disorders will generate specific illness careers that are 

different in some essential feature from the experiences of individuals suffering from a different 

mental illness such as major depression.  Particularly, because depressive disorders are generally 

more severe and disabling than anxiety disorders (Kessler, Chiu, et al., 2005), individuals may 

engage in treatment differently.  For example, individuals with depression are associated with 

substantial risk of noncompliance with medical treatment than individuals with anxiety disorders 

for whom risk of noncompliance is small and non-significant (DiMatteo, Lepper, & Croghan, 

2000).  Differences in illness experiences are also observed among individuals with psychotic 

disorders.  For instance, mental health service users with psychotic disorders are found to have 

twice as much contact with service providers than individuals with non-psychotic disorders 

(Jones et al., 2009).  Additionally, service users with psychotic disorders are more likely to be 

negatively affected by disruptions in the delivery of care such as repeated staff turnover than 

users with non-psychotic disorders.  Thus, MHC patterns and experiences throughout the specific 

career junctures tend to be disorder specific (Aneshensel, 2012). 

A similar argument can also be said about mental illness careers and race/ethnicity. 

Throughout the course of mental illness, racial/ethnic minorities face specific social, cultural, 

and economic challenges that shape disparities in how mental illness is manifested, perceived, 

and eventually treated and that set them apart from the mental illness experiences of non-Latino 

Whites.  These factors contribute to MHC disparities and can create a ripple effect throughout 

the career that can affect the pathways they embark on at each phase of the career.  Previous 
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conceptualizations of the mental illness career framework have not explicitly addressed 

racial/ethnic disparities in mental health and mental health care, but one way of doing so is by 

applying cumulative disadvantage theory and the life course perspective to the paradigm.  

Cumulative disadvantage theory helps characterize how disparities may come to be 

throughout the mental illness careers of racial/ethnic minorities.  This is captured at the top of 

Figure 1.2.  Specifically, cumulative disadvantage theory describes the mechanisms through 

which life advantages or disadvantages accumulate and create heterogeneity across groups over 

the life course (DiPrete & Eirich, 2006; Ferraro & Kelley-Moore, 2003; Sampson & Laub, 1997; 

Shuey & Wilson, 2008).  In particular, the social forces and structures that create inequities in 

mental health and mental health care among racial/ethnic minorities (e.g., low socioeconomic 

status, higher rates of uninsurance, the organization of health care systems, etc.) are not solely 

located in one unique part of the career; rather, these inequities become reinforced and magnified 

throughout the career (Alegría et al., 2011).  As Alegría et al. (2011) state, “an initial favorable 

or unfavorable position sets in motion a process that produces further gains or losses” (p. 366).  

Within the framework of perceived need for MHC, an important factor in the mental illness 

career of individuals, cumulative disadvantage theory would suggest that the lack of perceived 

need among racial/ethnic minorities may help generate cumulative unmet need that not only 

affect their access to MHC services, but also their outcomes.  Thus, in accordance with their 

definition of racial/ethnic disparities (Alegría et al., 2011), lack of perceived need for MHC 

among racial/ethnic minorities may cause disparities because of its cumulative impact on latter 

stages of the career. 

Moreover, cumulative disadvantage theory suggests that the social and environmental 

context of the illness career, including that from the larger social community and mental health 
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treatment systems (e.g., health care policies and regulations, lack of culturally relevant mental 

health services, community perceptions of mental health services, etc.)—represented by the 

Social Environment and Mental Health Care Systems domain in Figure 1.2—create opportunities 

and place limits on the access, quality, and outcomes of MHC for racial/ethnic groups (Alegría et 

al., 2011).  Therefore, the mental illness career is not strictly fixated on how the individual 

progresses through the different phases of the career, but is also concerned with how the social 

community and MHC environments interact with the individual to shape the course of mental 

illness.  

Although the cumulative disadvantage argument is thought to be less applicable to Asian 

Americans because of their higher than average incomes and educational attainment than other 

racial/ethnic groups (Hoeffel, Rastogi, Kim, & Hasan, 2012), Asian Americans may still 

experience cumulative disadvantage in unmet MHC need.  With respect to mental health, the 

stereotype of “model minority” suggests that Asians have low rates of psychopathology.  While 

lower aggregate prevalence of disorders may be the case, Asian mental patients display more 

severe and chronic mental conditions than other racial/ethnic groups and require intensive 

treatment and longer care because of significant delays in seeking treatment (Lin & Cheung, 

1999).  There is also considerable heterogeneity within the Asian population that may affect their 

mental illness careers.  For example, Asians in the United States have origins from a variety of 

countries in the Far East, Southeast Asia, and Indian Subcontinent.  With these differences in 

origins, there also come differences in culture, language, religious traditions, and immigration 

history, which can influence definitions of mental illness and help-seeking behaviors.  In a 

nationally representative sample of Asians in the United States, rates of mental health service 

utilization and satisfaction with care have been observed to vary by birthplace and generational 
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status (Abe-Kim et al., 2007).  Additionally, there are wide variations in educational levels, 

family income, and levels of acculturation across Asian subgroups (Lin & Cheung, 1999).  

Moreover, high stigma and Eastern beliefs about mental health negatively affect reporting of 

psychiatric symptoms and help-seeking behaviors by Asians (Lin & Cheung, 1999).  While the 

cumulative disadvantage theory may not fit the aggregate profile of Asian Americans, the 

heterogeneity of Asians is associated with differences in mental health needs, utilization, and 

outcomes (Leong & Lau, 2001).   

Lastly, both Karp (1996) and Aneshensel (1999, 2012) further acknowledge the temporal 

quality of mental illness careers and integrate the life course perspective into their models.  Each 

stage of the career is seen as part of a series of interconnected junctures in a linear and 

nonlinear—that is, not following a sequential order—fashion that take shape over the life course 

or over the course of the career.  In the context of illness careers, the life course perspective 

suggests that experiences early in the career have both long-term effects throughout the course of 

the career.  For example, limited English-language proficiency (LEP) has been observed to be a 

significant barrier to care for immigrant communities like Latinos and Asians (Sentell, 

Shumway, & Snowden, 2007).  Lack of linguistically competent mental health services creates 

barriers to mental health care and limits access to care for non-English speaking communities.  

Furthermore, unmet mental health need as a result of LEP may lead these individuals on a career 

path that exacerbates the negative impact of mental illness because mental health care is not 

actively sought (Bauer, Chen, & Alegría, 2010).  Alternatively, if mental health care is sought, 

communication complexities between the provider and LEP client make it difficult to understand 

and adhere to treatment recommendations (Diaz, Woods, & Rosenheck, 2005).  Similarly, 

culture-specific thresholds or definitions to what constitutes mental illness may affect whether 
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individuals perceive a need for care, which in turn can influence whether they engage in help-

seeking behaviors (Cauce et al., 2002).  Hence, for racial/ethnic minorities, a disparity that 

occurs early in the career, such as not perceiving a need for MHC, may create ripple effects and 

affect latter stages of the mental illness career, further establishing cumulative unmet need. 

1.4.  Dissertation Aims 

The dissertation examines how perceptions of need for MHC may generate racial/ethnic 

disparities at different stages of the mental illness career.  Based on cumulative disadvantage 

theory and the life course perspective, early career differences in perceived need between 

racial/ethnic minorities and non-Latino Whites may generate cumulative unmet need.  Grounded 

on this assumption, non-Latino Whites who perceive a need for mental health care early in the 

career may experience an illness career characterized by higher use of mental health services, 

better adherence to care, and overall improved outcomes; whereas racial/ethnic minorities who 

do not perceive a need may have an illness career typified by disadvantage (e.g., higher unmet, 

poor mental health outcomes, etc.).  Furthermore, the structural inequities that afflict 

racial/ethnic minorities can create and reinforce these disparities throughout the mental illness 

career.  Thus, not only would a lack of perceived need affect the course of the career for 

racial/ethnic minorities, but inequities that lead to insufficient perceptions of need would lead to 

further disadvantage throughout the rest of the career, facing additional risks to health (Ferraro & 

Kelley-Moore, 2003).   

To examine how perceived need may affect racial/ethnic disparities in mental health and 

MHC, the dissertation looks at snapshots of different pathways informed by the mental illness 

career model and other conceptual frameworks prominent in the mental health services literature.  
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In particular, the dissertation explores the following research questions: (1) How are perceptions 

of need for mental health care developed among racial/ethnic minorities? (i.e., relating to “Phase 

II: Perceiving a Need for Mental Health Care” in Figure 1.2); (2) How does perceived need 

contribute to racial/ethnic disparities in the utilization of mental health services? (i.e., relating to 

“Phase III: Seeking Mental Health Services and Treatment for a Current Mental Health Problem” 

in Figure 1.2); and, (3) How does perceived need for mental health care affect role impairments 

in the latter stages of the career? (i.e., relating to “Phase IV: Physical and Mental Health 

Outcomes and Overall Well-Being” in Figure 1.2).  

The Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe, Merinkangas, 

Cuthbert, & Courdon, 2004), a national household probability sample of the general U.S. 

population that provides data on the distribution, correlates, and risk factors of probable mental 

disorders, mental health services utilization, and outcomes among U.S. adults 18 years and older, 

were used to address these research questions.  The CPES includes large probability samples of 

the major racial/ethnic groups in the United States including, Asians, Latinos, African Americans, 

Afro-Caribbeans, and Non-Latino Whites. 

The primary analyses focused on the subsample of persons that meet diagnostic criteria 

for a lifetime psychiatric mood, anxiety, or substance uses disorder in order to gauge a general 

understanding of how perceived need affects racial/ethnic disparities among individuals with a 

probable mental illness.  Moreover, because mental illness careers are influenced by the type of 

disorder (Aneshensel, 1999, 2012), additional sensitivity analyses were performed on the 

subsample of persons that met diagnostic criteria for a lifetime major depressive disorder 

(MDD).  The sensitivity analyses focused on individuals with a probable lifetime MDD for the 

following reasons: (1) the prevalence of MDD is common across all racial/ethnic groups 
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(Alegría, Mulvaney-Day, Torres, et al., 2007; Kalibatseva & Leong, 2011; Kessler, Chiu, et al., 

2005; Williams, Gonzalez, et al., 2007); among certain racial/ethnic minority groups, MDD is 

more persistent, chronic, and disabling than non-Latino Whites (Breslau et al., 2006; Williams, 

Gonzalez, et al., 2007); as a single diagnostic category depression is one of the leading causes of 

disability worldwide (Ferrari et al., 2013); and lastly, depression in racial/ethnic minority 

populations is most often left untreated (Alegría, Chatterji, et al., 2008; Lee et al., 2014).  

1.4.1. Study 1: Racial/Ethnic Differences in Correlates of Perceived Need  

Study 1 examines racial/ethnic variation in perceptions of need for MHC and whether the 

determinants of perceived need operate differently across racial/ethnic groups.  The variables 

used for the analyses are drawn from three conceptual frameworks: the Mental Illness Career 

model (Aneshensel, 1999, 2012; Karp, 1996), the Health Belief Model (HBM) (Janz & Becker, 

1984; Rosenstock, 1974), and the Theory of Planned Behavior (TPB) (Ajzen, 1991, 2012).  

These frameworks identify perceived need for MHC as a critical step in the help-seeking process 

and suggest that these perceptions are influenced by perceptions and beliefs about mental illness 

and treatment (i.e., HBM), attitudes and subjective norms (i.e., TPB), as well as social and 

contextual factors (i.e., Mental Illness Career model).  The study specifically examines the 

following hypotheses: 

Hypothesis 1.1:  In general, racial/ethnic minorities will be less likely than non-Latino 

Whites to perceive a need for mental health care.  

Hypothesis 1.2:  Because race and social factors such as socioeconomic status (SES) are 

intertwined in U.S. society, the relationship between SES and perceived need is expected to 

function differently across racial/ethnic groups.   
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Hypothesis 1.3:  Lastly, the factors that influence perceptions of need for mental health 

care are expected to vary across race/ethnicity, suggesting certain factors (e.g., acculturation) to 

have more of an impact among racial/ethnic minorities than non-Latino Whites.   

1.4.2. Study 2: Understanding the Role of Perceived Need in Mental Health Care 

Disparities 

The purpose of Study 2 is to examine how perceived need for MHC contributes to 

racial/ethnic disparities in the utilization of mental health services.  In particular, Study 2 uses 

the Behavioral Model for Vulnerable Populations framework (Gelberg, Andersen, & Leake, 

2000) to evaluate whether perceived need for care mediates racial/ethnic disparities in mental 

health services utilization and whether socioeconomic status indicators modify these pathways 

into specific service sectors, including any service, specialty mental health services, general 

medical services, and alternative mental health services.  The study specifically examines the 

following hypotheses:  

Hypothesis 2.1:  Racial/ethnic minorities will be less likely than non-Latino Whites to 

utilize mental health services, and these disparities are expected to be attenuated at least in part 

by differences in perceived need for mental health care.  

Hypothesis 2.2:  Socioeconomic status indicators such as education and income will 

modify the pathway between perceived need and utilization as follows: (a) higher educational 

attainment compared to lower educational attainment will amplify the effect of perceived need 

on utilization; and, (b) the influence of perceived need will be strengthened with better income. 

Hypothesis 2.3:  The moderating relationships posited in Hypothesis 2.2 further suggest 

that the mediated effect of race/ethnicity through perceived need is moderated by socioeconomic 
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status.  In other words, the indirect effects of race/ethnicity on use of services will differ by 

educational attainment and income.  

1.4.3. Study 3: Race/Ethnicity, Perceived Need for Mental Health Care, and Role 

Impairments 

The last study draws on Cumulative Disadvantage Theory (DiPrete & Eirich, 2006; 

Sampson & Laub, 1997) and the Socio-Cultural Framework for Health Services Disparities 

(Alegría et al., 2011) to evaluate racial/ethnic disparities in role impairments.  Each of these 

frameworks suggests that disparities in role impairments are due to societal (e.g., health care 

policies, environmental context), organizational (e.g., operation of health care systems and 

provider organizations), and individual level factors (e.g., provider and patient characteristics).  

However, in this study, we further argue that disparities in role impairment also may be due to 

cumulative unmet need resulting in part by the lower perceived need observed among 

racial/ethnic minorities.  Therefore, the study explores the association between perceived need 

and role impairment and examines whether this relationship is operationalized differently for 

racial/ethnic minorities than non-Latino Whites.  The study tests the following hypotheses: 

Hypothesis 3.1:  Racial/ethnic minorities will have worse role impairments than non-

Latino Whites. 

Hypothesis 3.2:  Perceived need for mental health care will be negatively associated 

with role impairments; however, this relationship will be attenuated by previous experiences 

with the mental health care system.  In other words, perceived need is associated with fewer role 

impairments that are mediated at least in part by mental health services utilization, which in turn 

is predicted to reduce role impairments. 
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Hypothesis 3.3:  The indirect effects of perceived need on role impairments will 

operationalize differently for racial/ethnic minorities than non-Latino Whites, with the indirect 

effects of perceived need on role impairments expected to be weaker among racial/ethnic 

minorities than non-Latino Whites because of cumulative unmet need.  

1.5. Contribution of Dissertation Research 

This dissertation contributes to the field of mental health services research in several 

ways.  First, perceptions of need for mental health care have not received much attention in the 

mental health disparities literature.  By focusing on perceived need, this research is able to 

examine its determinants and role in generating racial/ethnic disparities throughout different 

stages of the illness career.  Understanding how racial/ethnic minorities conceptualize perceived 

need for mental health care and how it affects different stages of their mental illness careers have 

important implications towards the development of targeted interventions that aim to enhance 

mental health literacy, increase mental health services utilization, promote continuity of 

treatment, and improve mental health outcomes in these groups  

Second, the dissertation research addresses shortcomings in mental health disparities 

research.  Unlike previous studies that examine racial/ethnic disparities in MHC using the IOM 

disparities framework, each study of this dissertation draws from the Alegría and colleagues 

(2011) classification of disparities by considering preferences and beliefs, specifically those 

related to perceived need for MHC, as possible mechanisms for generating mental health and 

MHC disparities.  Perceptions of need may not only be shaped by the same social structures that 

create disparities in access to and quality of MHC (e.g., socioeconomic status, insurance status, 

etc.), but racial/ethnic disparities in perceived need may also generate disparities along the 
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mental illness career, which may further result in cumulative unmet need and poor mental health 

outcomes among racial/ethnic minorities. 

Third, this research offers a broad conceptualization of racial/ethnic disparities in mental 

health care and integrates various conceptual frameworks including the Mental Illness Career 

model, Cumulative Disadvantage Theory, the Health Belief Model, the Behavioral Model for 

Vulnerable Populations, and the Socio-cultural Framework for Health Services Disparities to 

examine disparities in mental health and MHC.  Additionally, the Mental Illness Career model 

recognizes that although individuals with the same mental illness share common experiences 

throughout the course of their illness career, these shared experiences are also contextualized and 

vary by race/ethnicity, the social environment, and the mental health care system.  Thus, the 

these frameworks offer the opportunity for us to understand how certain stages or experiences 

shape the illness career pathways of racial/ethnic minorities.   

Lastly, this dissertation addresses several important methodological limitations of 

existing research.  Of the few studies that have examined perceptions of need in racial/ethnic 

populations, most have relied on unrepresentative national samples (Mojtabai et al., 2002—used 

the National Comorbidity Survey-Replication which only sampled English speaking minorities) 

or have focused on specific groups of racial/ethnic minorities (e.g. older adult populations—

Nguyen et al., 2011 and Garrido et al., 2009; only Latinos subgroups—Bauer et al., 2012; 

California’s population of ethnic minorities—Grant et al., 2010).  In fact, most studies on 

perceived need have been conducted using non-U.S. samples (Codony et al., 2009; Fassaert, De 

Wit, Tuinebreijer et al., 2009; Meadows et al., 2000; Meadows, Burgess, Fossey, Harvey et al., 

2002; Prins, Meadows, Bobevski et al., 2011; Sareen et al., 2005).  This study not only focuses 

on nationally representative samples of the major racial/ethnic groups in the United States (based 
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on the 2000 U.S. Census), but also includes others groups that have been traditionally 

underrepresented in mental health research (e.g., Asians and Afro-Caribbeans).  Moreover, the 

empirical approaches used to examine each study help address endogeneity bias due to possible 

reverse causality between perceived need, utilization of mental health services, and role 

impairment and sample selection. 
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RACIAL/ETHNIC DIFFERENCES IN THE CORRELATES OF  

PERCEIVED NEED FOR MENTAL HEALTH CARE  
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2.1. Abstract 

Objective:  It is critical to understand the factors that facilitate entry into mental health services 

for racial/ethnic minorities in order to improve utilization rates among those who need care the 

most.  Because of its role in influencing mental health help-seeking behaviors, this study 

examines racial/ethnic differences in perceived need for mental health care (MHC) and whether 

its correlates operate differently across racial/ethnicity.   

Methods:  Data are from the 2001–2003 Collaborative Psychiatric Epidemiology Surveys 

(CPES).  The racial/ethnic groups examined include: non-Latino Whites, Asians, Latinos, 

African Americans, and Afro-Caribbeans.  A series of multivariable logistic regression models 

were estimated on participants with any probable lifetime mental disorder and probable lifetime 

major depressive disorder (MDD), including: (1) main effects models examining racial/ethnic 

differences in perceived need; (2) models evaluating the interaction between race/ethnicity and 

SES on perceived need; and, (3) stratified models that examined predictors of perceived need for 

MHC for each racial/ethnic group.   

Results:  In general, racial/ethnic minorities with a probable lifetime mental disorder were less 

likely than non-Latino Whites to perceive a current need for MHC.  There was a significant 

interaction between race/ethnicity and education.  Overall, additional years of education 

increased the odds of perceived need, but this trend was only significant for African Americans 

in the stratified analyses.  The stratified analyses also revealed considerable differences within 

racial/ethnic groups in the determinants of perceived need.  

Conclusion:  Understanding the determinants of perceived need among racial/ethnic minorities 

command our attention in research because of its pivotal role in initiating treatment seeking 
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behaviors.  The majority of persons with a probable lifetime mental disorder fail to perceive a 

need for mental health care, most especially racial/ethnic minorities.  The study findings point to 

the importance of increasing mental health education efforts at the community level and medical 

care sector (e.g., primary care setting) as a way to improve mental health problem recognition of 

a current need.  Moreover, special outreach to specific populations such as the elderly, immigrant 

Asians, and Latinos with poor English language proficiency is necessary to improve utilization 

of mental health services among members of these groups who need MHC.   

 

2.2. Introduction 

Racial/ethnic disparities in the use of mental health services are prominent, with 

minorities demonstrating a greater unmet mental health need than non-Latino whites.  

Racial/ethnic minorities generally underutilize mental health services, even when differences in 

variables indicative of need for care are controlled (Alegría et al., 2002; Chow, Jaffee, & 

Snowden, 2003; Grant et al., 2010; Wells et al., 2001).  The implementation of the Affordable 

Care Act (ACA) is anticipated to improve access to mental health care (MHC), most especially 

among certain racial/ethnic minority groups by reducing financial barriers (Alegría et al., 2012).  

However, the ACA alone may not be able to resolve other barriers that reduce utilization of 

mental health services by these groups such as high levels of perceived stigma of mental health 

problems (Cabassa et al., 2007; Gary, 2005; Narikiyo & Kameoka, 1992).  If the ACA will not 

completely eliminate racial/ethnic disparities in MHC, it is critical to understand factors that 

facilitate entry into MHC for racial/ethnic minorities in order to increase utilization among those 

who need care the most.  This paper examines racial/ethnic differences in perceptions of need for 



 

 

 32 

MHC because of its pivotal role in mental health help-seeking behaviors and voluntary 

treatment.  

2.2.1. Conceptualizing Perceived Need for Mental Health Care  

Perceived need for MHC reflects an individual’s subjective awareness of a mental health-

related problem that necessitates intervention.  Although perceived need is an important step in 

the mental health help-seeking process, the journey to actually perceiving a need for MHC can 

be long and arduous (Karp, 1996).  The mental illness career model is one framework that has 

been used to describe the course of mental illness, including: how symptoms emerge; how 

individuals come to self-recognize a mental health problem; how persons engage in help-seeking 

behaviors; how people react to a formal diagnosis; and treatment outcomes (e.g., cure, remission, 

relapse) (Aneshensel, 2012; Diederiks & Bal, 1997; Karp, 1996).  As described by David Karp’s 

accounts of the mental illness careers of persons suffering from chronic and severe depression, 

the steps to perceiving a need for MHC and ultimately receiving care are complex.  In the 

beginning, inchoate feelings of distress may overwhelm individuals trying to understand the 

nature and cause of their distress.  These feelings may first be attributed to other immediate 

circumstances (e.g. recent loss or bereavement, stressful work or living conditions) before one 

realizes they are a result of an underlying mental health problem.  For some individuals, this 

realization may occur quickly but for others it can be a prolonged process or may never come.  In 

other cases, perceived need may not be recognized until a mental health-related crises arises (e.g. 

hospitalization, suicide ideation; Karp, 1996).  However, Karp (1996) stipulates that in order for 

an individual to perceive a need for treatment the person must accept their condition as a 

psychiatric illness that necessitates professional intervention; in other words, the individual must 

agree with the biomedical model of the etiology of mental illness. 
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The Health Belief Model (HBM) provides another framework for explaining the role of 

perceived need in mental health help-seeking.  This psychosocial model is predicated on the 

premise that health is highly valued (Janz & Becker, 1984; Rosenstock, 1974).  The HBM posits 

that health-related decision making is determined by perceptions about one’s susceptibility to 

and severity of the illness, perceived benefits of treatment, perceived barriers to seeking care, 

and cues to action (e.g., enablers to help-seeking like social networks or providers) (Janz & 

Becker, 1984; Rosenstock, 1974).  In other words, illness behaviors such as help-seeking are 

decidedly driven by perceptions of needing care, which can materialize before an illness 

develops and accounts for why some individuals seek out preventive care services (Champion & 

Skinner, 2008).  For mental illness, these perceptions are important for adopting the sick role and 

the patient role when signs and symptoms of mental illness surface.  Therefore, perceived need 

for MHC is a significant precursor to mental health help-seeking (Katz, Kessler, Frank et al., 

1997; Mojtabai, Olfson, & Mechanic, 2002), whereas the lack of perceived need has been shown 

to be one of the strongest barriers to accessing MHC (Bauer, Chen, & Alegría, 2012; Meadows, 

Burgess, Fossey, & Harvey, 2000; Mojtabai et al., 2002; Mojtabai et al., 2011). 

Similar to the HBM, there are other frameworks in social psychology that highlight the 

cognitive factors and perceptions that influence behavior change that may be applicable to how 

individuals perceive a need for MHC and engage in help-seeking behaviors.  These models 

include Social Cognitive Theory (SCT; Bandura, 1977, 1998; Rosenstock, Strecher, & Becker, 

1988), also known as Social Learning Theory, and the Theory of Planned Behavior (TPB; Ajzen, 

1991, 2012).  From the perspective of SCT, health behaviors are determined by incentives (i.e., 

motivation to change) and expectancies relating to: (1) environmental cues (i.e., beliefs about 

how events are connected); (2) outcomes (i.e., expectation that specific behaviors will lead to 
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improved outcomes); and (3) self-efficacy (i.e., the belief that one can successfully organize and 

execute these behavior changes to produce positive outcomes) (Bandura, 1977, 1998).  In 

contrast, the TPB suggests that behaviors are a joint function of intentions and behavioral control 

(i.e., the notion that people should be able to act on their intentions to the extent that they have 

the knowledge and skills to change their behaviors and overcome external barriers) (Ajzen, 

2012).  Intentions are considered the driving force for instituting behavior change in TPB and are 

assumed to be determined by: attitudes towards the specific behavior, subjective norms (i.e., 

perceived social pressures to engage in certain behaviors), and perceived behavioral control (i.e., 

extent to which people believe they can perform certain behaviors—similar to SCT’s concept of 

self-efficacy) (Ajzen, 1991).   

What these cognitive/motivational theories have common with the mental illness career 

framework and HBM is that they underscore the importance of perceptions and beliefs in 

promoting behavior change, including those associated with improving physical and emotional 

well-being.  Some of these models, however, do not explicitly address how these 

perceptions/beliefs, particularly those related to perceived need, may be affected by the same 

structural and cultural factors that create barriers to MHC for racial/ethnic minorities.  For 

example, culture-specific thresholds or definitions of what constitutes mental illness affect how 

different racial/ethnic minorities recognize mental illness, which in turn influence whether they 

engage in help-seeking behaviors (Cauce et al., 2002).  Additionally, the social and economic 

context in which mental illness manifests (e.g., interpersonal conflict, living in poverty, etc.) may 

predispose certain racial/ethnic minority groups, such as African Americans and Latinos, to think 

that their symptoms are consequences of their immediate environment and not a mental disorder, 

resulting in nonuse of mental health services.  The HBM and TPB highlight some of these 



 

 

 35 

factors that may affect how racial/ethnic minorities develop a perceived need for MHC.  In 

particular, the HBM acknowledges race/ethnicity and socioeconomic status as modifying factors 

that influence perceptions and health behaviors (Champion & Skinner, 2008).  The TPB also 

includes constructs relating to attitudes and subjective norms that may be relevant to how 

racial/ethnic minorities perceive a need.  For example, negative attitudes about the efficacy of 

mental health treatments that are common among racial/ethnic minorities (Alvidrez, 1999; 

Givens, Houston, Voorhees, Ford, & Cooper, 2007) and perceptions of what is culturally 

“acceptable” treatment (Moreno & Cardemil, 2013; Villatoro, Morales, & Mays, 2014) may 

deter minorities from realizing a need for care and seeking mental health services.  Thus, this 

study draws from each of these frameworks (i.e., mental illness career model, HBM, TPB) to 

examine how racial/ethnic minorities perceive a need for MHC.  

2.2.2. Perceptions of Need for MHC among Racial/Ethnic Minorities 

Only a few studies have explored perceived need among racial/ethnic minorities, and 

these studies provide inconsistent results.  On the one hand, some studies suggest that 

racial/ethnic minorities are less likely to perceive a need for MHC.  For example, unadjusted 

estimates of California’s adult population reveal small, yet statistically significant, racial/ethnic 

differences in perceived need with higher proportions of non-Latinos Whites (21%) than African 

Americans (17%), Latino immigrants (16%), and Asians (15% U.S. born, 14% immigrant) (D. 

Grant et al., 2010).  Also, a study on low-income, depressed women found that minority women 

were significantly less likely than U.S. born White women to perceive a need for MHC (Nadeem 

et al., 2009).  On the other hand, one study reports that racial/ethnic minorities are more likely to 

perceive a need for MHC than non-Latino Whites (Falck et al., 2007), while other studies find no 

racial/ethnic differences (Mackenzie, Pagura, & Sareen, 2010; Mojtabai et al., 2002).  
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The determinants of perceived need are also not well understood, especially among 

racial/ethnic minorities.  Only one third of individuals with a 12-month mental disorder perceive 

a need for MHC, with the lowest rates among those with substance use disorders (Edlund, 

Unützer, & Curran, 2006).  While perceived need for MHC is strongly determined by the degree 

of psychiatric morbidity (Garrido, Kane, Kaas, & Kane, 2009; Katz et al., 1997; Mojtabai et al., 

2002), the signs and symptoms of mental illness may not be readily perceived as a mental illness 

by racial/ethnic minorities.  For example, Whites are more likely than racial/ethnic minorities to 

interpret specific mental health symptoms, such as emotional symptoms on the SF-12, to be 

associated with an underlying mental health problem (Zuvekas & Fleishman, 2008).  Similarly, 

older Asian immigrants are more likely to overlook their psychological needs and attribute 

mental health-related symptoms to physical causes (Nguyen, 2011).  Thus, somatization of 

symptoms and the presence of physical health comorbidities may make it difficult for 

racial/ethnic minorities to differentiate physical and mental health problems.  

Among those with a diagnosed mental disorder, several features and experiences 

associated with the specific disorder are likely to contribute to a perceived need for treatment.  

First, previous episodes of the disorder or previous mental health-related crises (e.g., 

hospitalizations, suicidal thoughts or attempts) may provide a baseline for comparison among 

individuals who are currently symptomatic and increase the likelihood that current problems will 

be interpreted as a mental health problem that requires treatment.  Second, the severity of the 

disorder also is likely to interfere with an individual’s daily functioning and influence their 

perceived need for mental health care.  Finally, the subjective awareness of feeling in poor 

mental health is likely to increase the chance that treatment is seen as necessary. 
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In addition to psychiatric and physical morbidity, the context within which mental illness 

occurs may not only create opportunities or place limits on access to and quality of care, and 

hence mental health outcomes (Alegría et al., 2011), but may also differentially affect whether 

specific racial/ethnic groups come to perceive a need for MHC.  Instead of linking psychiatric 

symptoms to a mental illness, often times these symptoms are initially believed to be caused by 

immediate stressful life circumstances (Hines-Martin, Malone, Kim, & Brown-Piper, 2003; 

Karp, 1996).  As Karp asserts, “why would we expect a [person] without secure work struggling 

to support a family while living in a dangerous housing project, to define [their] distressing 

feelings as [an] illness?“ (pg. 76).  The individual may attribute the psychological distress to 

stressful economic and social living conditions rather than an underlying mental condition.  For 

example, a qualitative study finds that low-income African Americans believe their mental 

illness to be normal responses to stressful life situations (Hines-Martin et al., 2003).  Thus, the 

social and economic context in which the mental illness unfolds may divert people from 

perceiving signs of mental illness, reducing the likelihood of seeking MHC. 

The association between socioeconomic status (SES) and perceived need also is 

complicated by the strong relationship of SES with race/ethnicity.  On average, African 

Americans and Latinos have lower SES than non-Latino Whites, whereas Asians have the 

highest SES, although there is considerable variation within ethnic groups (National Center for 

Health Statistics, 2012).  Low incomes may place financial constraints on seeking and obtaining 

treatment, although this may not be the case among those who qualify for low-income medical 

care.  Equally important, limited educational attainment may interfere with recognition of mental 

health problems by restricting exposure to information about mental health (e.g., health 

education programs in schools).  Moreover, racial/ethnic minorities tend to interact with people 
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of similar SES so that low SES persons may have fewer role models of people who have 

obtained treatment and, therefore, may not see treatment as an option when they experience signs 

and symptoms of a mental disorder.  Thus, the effect of SES on perceived need may operate 

differently for racial/ethnic minorities than non-Latino Whites. 

Lastly, cultural factors can also influence how mental illness is conceptualized and 

whether mental health symptoms are interpreted by racial/ethnic minorities (Alegría et al., 2011; 

Cauce et al., 2002).  For example, racial/ethnic minorities are less likely than non-Latino Whites 

to attribute depression to biological changes and less likely to believe pharmacological 

interventions are effective forms of mental health treatment making them less likely to use such 

care (Givens et al., 2007).  Other characteristics like acculturation also might affect perceptions 

of need for MHC, but evidence for this relationship is inconclusive.  For example, compared to 

native-born Canadians, immigrants are less likely to perceive a need for MHC (Sareen, Cox, 

Afifi, Clara, & Yu, 2005).  Results from the California Health Interview Survey also demonstrate 

that older Asian immigrants with poor English language proficiency (ELP) are three times more 

likely to perceive a mental health need than those with good to excellent ELP (Nguyen, 2011).  

However, a study using representative samples of Latinos and Asians in the U.S. found no 

relationship between ELP and perceived need for MHC (Bauer et al., 2012).  Thus, the factors 

that influence perceived need may differ across racial/ethnic groups, most especially when the 

Asian and Latino immigrant populations are considered. 

2.2.3. Study Aims 

The purpose of the current study is to examine racial/ethnic variation in perceptions of 

need for MHC among individuals with a current or previously demonstrated need for care, i.e. 
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persons meeting probable lifetime diagnostic criteria for one or more mental disorders.  The 

study specifically examines the following hypotheses: 

Hypothesis 1:  In general, racial/ethnic minorities will be less likely than non-Latino 

Whites to perceive a need for mental health care.  

Hypothesis 2:  Because race and social factors such as socioeconomic status (SES) are 

intertwined in U.S. society, the relationship between SES and perceived need is expected to 

function differently across racial/ethnic groups.   

Hypothesis 3:  Lastly, the factors that influence perceptions of need for mental health 

care are expected to vary across race/ethnicity, suggesting certain factors (e.g., acculturation) to 

have more of an impact among racial/ethnic minorities than non-Latino Whites. 

This study is based on nationally representative samples of racial/ethnic minorities in the 

United States, including adults of Asian, African American, Afro-Caribbean, Latino and non-

Latino White decent.  Prior studies have limited generalizability because they have either 

focused on specific subpopulations (e.g., elderly community-dwelling adults—Garrido et al., 

2009; Nguyen, 2011) or racial/ethnic minorities who live in specific locations across the United 

States (e.g., California, Washington D.C.— D. Grant et al., 2010; Nadeem et al., 2009).  

Perceived need is examined among those suffering from mental illness with varying degrees of 

psychiatric morbidity, providing good opportunity to understand how persons with mental illness 

come to assess a need for care.  As asserted by Aneshensel (1999, 2012), the mental illness 

careers of persons and how they come to perceive a need for care is highly dependent on the type 

of mental disorder.  While the primary analyses of the current study focus on persons with any 

lifetime psychiatric disorder and control for current need, including the type of disorder, 



 

 

 40 

additional analyses were conducted among individuals with a lifetime major depressive disorder 

(MDD) in order to determine whether the relationship between race/ethnicity and perceived need 

is sensitive to the type of disorder.  Individuals with lifetime MDD were selected because of its 

common prevalence across all racial/ethnic groups and because of the disorder’s persistent, 

chronic, and disabling nature (e.g., Breslau et al., 2006).   

2.3. Methods 

2.3.1. Data and Sample 

Data are from the Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe et al., 

2004), a national household probability sample of the general U.S. population that merges data 

from three epidemiological studies: the National Comorbidity Survey Replication (NCS-R; 

Kessler & Merikangas, 2004), the National Survey of American Life (NSAL; Jackson et al., 

2004), and the National Latino and Asian American Study (NLAAS; Alegría et al., 2004).  

Together, these surveys provide data on the distribution, correlates, and risk factors of probable 

mental disorders and mental health services utilization among adults 18 years and older living in 

the United States (Colpe et al., 2004).  The NLAAS and NSAL targeted Latinos and Asians 

(NLAAS) and African American and Afro-Caribbean populations (NSAL) within the United 

States, while the NCS-R targeted individuals of all racial/ethnic backgrounds.  All surveys use 

the same instrumentation in their measurement of mental health symptoms and assessment of 

utilization of mental health services.  Table 2.1 summarizes the key features of each study.  

The data collection for each of the studies comprising the CPES was based on a four-

stage national area probability sampling design that included unique features intended to 

optimize the cost and error properties of each study-specific sample.  The sampling approach 



 

 

 41 

allowed for the creation of design-based analysis weights that enable the three datasets to be 

combined as though they are a single, nationally representative study.  In total, the full CPES 

data has 20,013 respondents, including: 9,282 from the NCS-R (70.9% response rate); 6,082 

from the NSAL (70.9% response rate); and 4,649 from the NLAAS (73.2% response rate).
2
  

Respondents of the NCS-R were randomly selected to participate in Part 1 or Part 2 of that study.  

Part 1 respondents only completed a subset of the interview modules, including a shortened 

version of the demographics questionnaire, whereas the Part 2 participants completed the full 

interview protocol.  Further details on each study’s sampling design have been published 

elsewhere (Heeringa et al., 2004).  This study uses all NLAAS and NSAL participants and only 

the Part 2 participants of the NCS-R (total n = 16,423).  Table 2.2 provides a breakdown of the 

sample sizes for each racial/ethnic group by CPES survey. 

Most respondents were interviewed face-to-face (some by telephone—14% of NSAL 

participants) using a computer-assisted structured questionnaire.  Trained lay interviewers 

collected information regarding mental disorders, impairments associated with these disorders, 

mental health treatment patterns, and other factors relevant to racial/ethnic minorities (e.g., 

discrimination, assimilation, support systems, etc.).  Psychiatric disorders were evaluated using 

the World Mental Health Survey Initiative version of the Composite International Diagnostic 

Interview (CIDI; Kessler & Merikangas, 2004).  Diagnoses were based on criteria from the 

Diagnostic Manual of Mental Health Disorders, Fourth Edition (DSM-IV; American Psychiatric 

Association, 2000).  Clinical reappraisal studies of the CIDI using the CPES have been 

conducted and find moderate to good concordance between the CIDI and independent clinical 

                                                 
2
 Response rates were computed using the American Association of Public Opinion Research 

(AAPOR, 2004) formula for response rate 3 (RR3), which estimates the proportion of cases of 

unknown eligibility that are actually eligible.  
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diagnoses by assessing the area under the ROC curve, which measures classification accuracy 

that is not influenced by the prevalence of mental disorders (values range from .62 to .93 for 

individual disorders) (Alegría et al., 2009; Haro et al., 2006).  A similar reappraisal was 

independently conducted using the NLAAS data and found that CIDI and clinical diagnosis 

concordance at the aggregate disorder level (e.g., mood disorders, anxiety disorders, etc.) was 

comparable, albeit slightly lower, to other published studies (Alegría et al., 2009).  Data 

collection occurred between February 2001 and November 2003. 

Meeting diagnostic criteria for a current mental disorder is not always a good indicator of 

need for MHC because the absence of disorder does not necessarily mean that care is not needed 

(Mechanic, 2003).  In fact, symptomatic persons not meeting diagnostic criteria for a mental 

disorder may still experience substantial distress, perceive a need for MHC, and engage in help-

seeking behaviors (e.g., Meadows, Burgess, et al., 2000).  For this reason, the study sample is 

restricted to the subsample of CPES respondents that have a previous or current demonstrated 

need for MHC (N = 7,404).
3
  Respondents who met research-based DSM-IV lifetime diagnostic 

criteria for one or more common mental disorders were selected.  This selection criterion assured 

the inclusion of respondents who have a history of diagnostic mental health problems but that 

may be currently symptomatic without meeting diagnostic criteria for a current episode.  

However, this selection criterion excludes persons who may be symptomatic, but do not meet 

diagnostic criteria for a disorder.  Diagnostic categories included: mood disorders (i.e., major 

depression and dysthymia); anxiety disorders (i.e., generalized anxiety, agoraphobia, social 

phobia, panic attack, and panic disorder); and substance use disorders (i.e., alcohol or drug 

                                                 
3
 The total number of eligible CPES cases for this study was determined by three criteria: (1) 

respondent must meet diagnostic criteria for any DSM-IV lifetime mood, anxiety, or substance 

use disorder; (2) NCS-R respondents must have participated in Part 2 of the study, and (3) 

respondents did not self-report their race/ethnicity as “Other Race/Ethnicity.” 
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abuse/dependence).  After dropping respondents with missing data (7.2%), the complete study 

sample reduced to 6,871 respondents.  For the sensitivity analyses, CPES respondents with a 

probable lifetime DSM-IV major depressive disorder (MDD; N = 2,529) were selected, as 

previously described.  

2.3.2. Measures 

Perceived Need for MHC.  Two criteria were used to measure perceived need for MHC.  

First, for respondents who did not seek MHC in the past 12 months, perceived need was defined 

as a positive response to the question: “Was there ever a time during the past 12 months when 

you felt that you might need to see a professional because of problems with your emotions or 

nerves or your use of alcohol or drugs?”  Unfortunately, this question was not asked among 

CPES respondents, with the exception of NLAAS participants, who reported using mental health 

services in the past year (i.e., saw any formal provider—psychiatrist, psychologist, counselor, 

social worker, general practitioner, other physician—or informal provider—religious leader, 

herbalist).  For these respondents, perceived need was assumed if care was voluntarily sought.  

Respondents who met either criterion were scored 1; those who did not perceive a need or were 

pressured to seek MHC were scored 0.  All NLAAS respondents were asked additional, parallel 

questions about their perceived need for MHC, assessed over their lifetime and past 12 months.  

NLAAS respondents who answered in the affirmative for the last 12 months were presumed to 

perceive a current need for MHC and scored 1; else were scored 0. 

 Race/Ethnicity.  Respondents self-reported their race/ethnicity, which included the 

following groups: non-Latino White—referent group, Asian (includes Chinese, Filipino, 

Vietnamese, and all other Asian origins), Latino (includes Puerto Ricans, Cubans, Mexicans, and 
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other Latino origins), African American, and Afro-Caribbean.  Due to the small sample size (n = 

162) and extreme diversity of the group, respondents in the “Other Race/Ethnicity” category 

were excluded. 

 Mental and Physical Health Characteristics.  The analyses control for a variety of mental 

health-related problems.  Because the presence of a current mental illness can influence an 

individual’s self-assessments for needing mental health care, measures concerning the type (i.e., 

mood, anxiety, or substance use disorder) and recency of psychiatric disorder (i.e., meeting 

DSM-IV criteria for a past-year diagnosis) were included.  As a proxy measure for severity of 

mental illness, the number of concurrent DSM-IV past-year psychiatric diagnoses was counted.  

Other variables capturing mental health-related need and crises controlled for in the analysis 

included having a history of mental health-related hospitalizations (i.e., ever been hospitalized = 

1; else = 0) and lifetime suicidality (i.e., ever having any suicidal ideation, plan, or attempt = 1; 

else 0).  Hospitalizations for physical conditions were not counted.  Lastly, self-rated mental 

health (“How would you rate your overall mental health?”) was included in the analysis (scored 

1 = Excellent to 5 = Poor; those with missing values were scored as 0). 

Self-rated physical health was assessed by the following question: “How would you rate 

your overall physical health?”, which was similarly scored as self-rated mental health.  Both 

variables were available for all NSAL and NLAAS participants, and a subset of NCS-R 

participants.  To help preserve the study sample size and absorb the effect of those with missing 

values on the self-rated mental and physical health variables (i.e. those scored as 0), an additional 

indicator variable that flagged those with missing values on either variable was included in all 

analyses.  Although not presented in the results section or tables, this indicator variable was 

found to be associated with perceived need: respondents with missing values on the self-rated 
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mental health and physical health variables were more likely to perceive a need for MHC than 

those with observed values on these variables. 

Socioeconomic Status (SES).  Socioeconomic status variables include employment status 

(three categories: employed, unemployed, and not in labor force) and a poverty index, which is 

an income-to-poverty ratio based on the 2001 U.S. Census and was calculated by dividing 

household income by the poverty threshold (Proctor & Dalaker, 2002).  Ratios below the value 

of 1 suggest an income below the official definition of poverty in 2001, whereas a ratio of 1 

indicates income at the federal poverty level.  Ratios greater than 1 reflect the number of times 

an individual lives above the poverty line.  Because education is closely tied to social mobility 

and health literacy, it was included as a categorical variable: less than high school (< 12 years)—

referent group; high school graduate (12 years); some college (13-15 years); and college 

graduate and beyond (16 or more years).   

Other Covariates.  Acculturation, the extent to which immigrants acquire the values, 

practices, and beliefs of their host country, is another important factor relevant to immigrants of 

all racial backgrounds that influences health and illness behaviors.  Although temporal variables 

such as time living in the U.S. or age of migration are strongly associated with increased 

acculturation (e.g., Bharmal, Hays, & McCarthy, 2013), these temporal measures of 

acculturation are limited in the CPES dataset because of inconsistent measurement or 

instrumentation between the surveys comprising the CPES.  For that reason, a nativity indicator 

variable (foreign-born versus U.S. born) was used as a proxy for acculturation in all analyses.  

Other variables relevant to the Latino and Asian samples include information about the Latino 

and Asian subgroups, as previously described, and English language proficiency (ELP).  ELP 

was only assessed in the Latino and Asian samples from the NLAAS; Latino and Asian 
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respondents from the NCS-R were assumed to be proficient in English because that was a 

requirement for participation in the survey. 

Demographic characteristics assessed included age (four categories: 18-29 years, 30-44, 

45-64, and 65 and over); gender (0 = Female, 1 = Male); and marital status (three categories: 

married—reference group; previously married—i.e., divorced, separated, or widowed; and never 

married).  Insurance status is whether the respondent currently has health coverage.  

2.3.3. Statistical Analysis 

Main Analyses.  A series of multivariable logistic regressions were performed on the two 

study samples, respondents with any probable DSM-IV lifetime mental disorder and lifetime 

MDD.  The models estimated include: (1) a set of main effects models that examined 

racial/ethnic differences in perceived need after adjusting for all covariates previously described 

(excludes ELP and the Asian and Latino subgroup variables); (2) a set of models that tested the 

interaction of socioeconomic status (SES) with race/ethnicity to examine how the effect of SES 

varies across race/ethnicity; and, (3) a set of stratified models that identified differences in the set 

of predictors that influence perceived need for MHC for each racial/ethnic group.  Product 

interaction terms were tested as a set by comparing the interaction and main effect models using 

a Wald test; if significant, the marginal effects of the interaction were calculated in order to 

assess the direction and magnitude of the effects (Norton, Wang, & Ai, 2003).  The interaction 

model is presented if the interaction terms are statistically significant; otherwise the main effects 

model is presented.   

The purpose of the stratified models was to examine differences within racial/ethnic 

groups and identify the set of factors specific to each racial/ethnic group that influence a 
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perceived need for MHC.  Unlike the main effects and interaction models, the stratified models 

also include the ELP and Asian and Latino subgroup variables for those respective groups.  Fully 

interacted models were not considered because these additional variables were only applicable to 

the Asian and Latino samples of the CPES.   

When conducting analysis with nonlinear models such as logistic regressions, direct 

comparisons of coefficients across groups in stratified analyses are difficult to make because the 

variance of the underlying latent index (Y
*
) is unknown for each group.  In effect, the logistic 

model incorrectly assumes the error or residual variances are the same between groups 

(Williams, 2009).  Because of these shortcomings, racial/ethnic differences in the stratified 

analyses were not possible to be formally tested (only in the overall model); thus, the direction 

and significance of the effects across groups were only compared.  Despite these statistical 

shortcomings, the models provide some valuable insight towards the group-specific factors that 

influence perceived need for MHC.  Due to insufficient sample sizes for certain racial/ethnic 

groups in the lifetime MDD sample, these analyses were only conducted for the subsample with 

any lifetime mental disorder.    

Sensitivity Analyses.  Multiple imputation of the missing data for specific variables (i.e., 

foreign born nativity, income-to-poverty index, lifetime hospitalization, lifetime suicidality, and 

self-rated mental and physical health) was not considered because the majority of the dropped 

cases had missing values on the dependent variable (i.e., perceived need).  Those missing from 

the analysis were more likely to be non-Latino White and older than 64 years old.  There were no 

differences between missing and complete cases with respect to gender, education, and insurance 

status. 
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Sensitivity analyses were performed to re-examine the main and interaction effects, 

including: (1) standard probit regressions as a base model; and (2) Heckman probit sample 

selection models to determine the degree of bias caused by the dropped participants with missing 

values on the dependent variable (see Appendices 2.1, 2.2, and 2.3).  Because previous help-

seeking behaviors may be systematically correlated with unobservable factors that are related to 

perceived need, using only the sample of individuals with complete data in the standard logistic 

regression might produce biased coefficients and inferences not generalizable to the populations 

of interest.  Heckman sample selection models adjust for this selection problem by estimating a 

two-stage regression: (1) the selection equation estimates the probability of having an observed 

value on the outcome (see Eq.1a); and (2) the outcome equation estimates the effect of the 

covariates on the outcome adjusting for the selection from the first stage (see Eq.1b) (Heckman, 

1979).  Both equations are jointly distributed, (η, ε) ~ bivariate normal (0, 0, 1, 1, ρ), where ρ is 

the correlation between the error terms of both models. 

Selection Equation: Z* = Wβ + η,       (Eq.1a) 

estimated via a probit model where W is a set of covariates that predict the 

probability of having an observed value on the outcome.  

Outcome Equation: Y* = Xα + τλ + ε,       (Eq.1b) 

estimated via a probit model where X is a set of covariates that are 

associated with the outcome (Y), and τ
4
 is the coefficient of λ (a non-

hazard function known as the inverse mills ratio that adjusts for the sample 

selection problem).  The model is estimated among observations where 

                                                 
4
 τ = ρ*σ, where σ is the standard deviation of the error term from the outcome equation.  

Because σ is equal to 1 in a probit regression, τ is actually equal to ρ, the correlation of the error 

terms from the selection and outcome equations. 
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Z*>0. 

In order to identify the sample selection problem, the selection equation must include at 

least one covariate in W, not included in the outcome equation, that significantly predicts 

selection, but does not predict the outcome (known as the exclusion restriction).  For this 

analysis, a measure of the propensity to use informal services (e.g., healer, religious leader) for a 

mental health problem in the past year was used as the instrument in the selection equation.  

Examination of this instrument suggests the variable meets the exclusion restriction—i.e., a 

higher propensity to use informal services was significantly associated with selection in the first 

stage equation, but not with actual perceived need in the second stage equation (not shown).   

Although coefficients from the standard probit and Heckman probit regressions cannot be 

directly compared, the Heckman model results produce an estimate of ρ, which helps identify the 

presence of sample selection bias.  The results of the sensitivity analyses suggest a statistically 

significant sample selection bias for both the any lifetime disorder and lifetime MDD samples 

(see Appendix 2.1).  To examine the magnitude of the race/ethnicity effects across the models, 

predictive margins were estimated.  These margins reflect the difference in the probability of 

perceiving a need for MHC between racial/ethnic minorities and non-Latino Whites (referent 

group).  Upon inspection of these post-estimates from the main and interaction effects models, 

the standard logistic, standard probit, and Heckman probit models, which adjust for selection, 

produce very similar results suggesting the sample selection bias due to the missing values on the 

dependent variable is minimal (see Appendices 2.2 and 2.3). Therefore, the results discussed in 

the following section only focus on those from the standard logistic models. 

Sample design variables and sampling weights provided in the public use dataset by 
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Heeringa et al. (2004) were used in all models to correct for stratification, clustering within 

stratum, unequal selection probabilities, and nonresponse.  STATA SE 12 survey procedures 

were used to calculate descriptive statistics and estimate all statistical models (StataCorp, 2011). 

2.4. Results 

2.4.1. Sample Characteristics  

Table 2.3 provides the sample distribution of variables for the full CPES sample and each 

of the study samples examined.  In general, respondents of the CPES were middle aged (M = 

44.8, SD = 17.6), female, married or cohabiting, of Non-Latino White descent, and a little over 

50% had at least some college education.  The mean income-to-poverty index was 4.33, 

indicating that on average CPES respondents had incomes four times above the poverty line.  

Over 65% were employed at the time of interview, while 28% reported not being in the labor 

force (i.e., not actively seeking for work).  These patterns of characteristics were consistent 

across the subsamples that met DSM-IV diagnostic criteria for a probable lifetime mental 

disorder (including mood, anxiety, or substance use disorder) and a probable lifetime major 

depressive disorder (MDD); the only major distinction was that there were considerably more 

women than men in the MDD sample (63%) than the full (53%) and any probable lifetime 

mental disorder (55%) samples.  In general, the overwhelming majority of respondents (over 

80%) had some form of health insurance. 

Where the study samples most differed from the full CPES sample was in their mental 

health profiles.  In general, the majority of CPES respondents had no current history of mental 

illness; only 23% met diagnostic criteria for one or more past-year psychiatric disorders.  On the 

other hand, respondents with any lifetime mental disorder had on average one study-assessed 
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past-year DSM-IV mood, anxiety, or substance use disorder while those with a lifetime MDD 

diagnosis had two current diagnoses, on average (about 50% met past-year criteria for two or 

more disorders).  With regard to type of disorder, nearly 40% of the any lifetime disorder sample 

had a past-year anxiety disorder, whereas past-year mood disorders were most common among 

those with a lifetime MDD.  Past-year substance use disorders were least prevalent for the two 

study samples.  Lifetime hospitalization and suicidality rates also varied with those who met 

lifetime criteria for a MDD having substantially higher rates than the any lifetime disorder and 

full CPES samples.   

Rates of perceived need for MHC were most prevalent among persons with a history of 

mental illness. One third of persons with any lifetime disorder and two in five of persons with a 

lifetime MDD perceived a need for MHC whereas less than 20% of the full CPES sample 

perceived a need for MHC.  Despite these rate differences, the majority of respondents fail to 

perceive a need for care, a crucial step in the mental health help-seeking process.  Failure to 

perceive a need for MHC, especially among persons who may benefit from treatment such as 

those with any lifetime disorder, raises concerns about their willingness to seek MHC for a 

current problem and the prospect of improving their mental health outcomes. 

2.4.2. Race/Ethnicity and Perceived Need for MHC  

Any Lifetime Mental Disorder.  While the majority of minorities and non-minorities alike 

did not perceive a need for a mental health care, the unadjusted rates of perceived need across 

race/ethnicity demonstrate a significant disparity.  As expected, racial/ethnic minorities with any 

lifetime mental disorder, in general, (Asians—22%; African Americans—27%; and Afro-

Caribbeans—23%) were significantly less likely than non-Latino Whites (35%) to perceive a 

need for MHC, with the exception of Latinos (33%; not shown in Table 2.3).  However, the 
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effect of race/ethnicity on perceived need was more complex than what the bivariate relationship 

suggested because of the strong association of race/ethnicity with SES.  

Racial/ethnic minorities, on average, were more impacted by lower SES status and higher 

rates of uninsurance than non-Latino Whites, with the exception of Asian Americans.  About 

one-third of Latinos did not have any form of health insurance.  Race/ethnicity was interacted 

with SES to determine whether its effect on perceived need was strongest among minorities.  

Interactions between socioeconomic characteristics (i.e. education, work status, and income-to-

poverty index variables) and race/ethnicity were added into the model for the any lifetime 

disorder sample.  After controlling for mental health, physical health, and demographic 

characteristics, only one statistically significant interaction emerged (see “Interaction Effects” 

model in Table 2.4).  An omnibus test of the full interaction term reveals the interaction between 

education and race/ethnicity to be statistically significant (p = .05).
5
   

In an interactive model, the effects of education and race/ethnicity are no longer main 

effects but simple effects.  In other words, the odds ratios (ORs) in Table 2.4 for years of 

education describe the effect of education for the reference group of race/ethnicity (i.e., non-

Latino Whites).  The ORs for race/ethnicity, in contrast, describe the effect of each racial/ethnic 

group for the reference category of years of education (i.e., those with less than 12 years of 

education).  However, it is important to note that the ORs for the interaction term in logistic 

regression models do not reflect the OR of having a perceived need for each racial/ethnic group 

across years of education, but rather represent the ratio of the odds ratio.  For example, the 

estimate for Asians with 12 years of education (i.e., 2.10) is in fact equal to the ratio of the OR 

                                                 
5
 The results of the Heckman probit sample selection model suggest this interaction to be only 

marginally significant (p = .06; see Appendix 2.1). 
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for Asians with 12 years of educations versus the OR for non-Latino Whites in that same 

education category (i.e., 0.96).  Thus, the interaction estimates presented in Table 2.4 cannot be 

interpreted as traditional ORs.  To better understand the direction and magnitude of the 

interaction effects, the predicted probabilities of perceiving a need for MHC were calculated 

across all educational attainment categories and by race/ethnicity.  When calculating these 

probabilities, all other covariates in the model were set at their observed values.  The computed 

predictions were then plotted (see Figures 2.1a and 2.1b).   

Overall, the predicted probability of perceived need for MHC in the past year was highest 

among non-Latino Whites (ranging from 33-39%) and lowest among Asians (ranging from 13-

24%) across all education categories.  The exception was Afro-Caribbean adults, with those who 

had 13 to 15 years of education having the lowest overall probability of perceiving a need for 

that category (13%).  The predicted probabilities of Latinos were relatively consistent with those 

of non-Latino Whites, but the gap in the probability to perceive a need for MHC between the 

groups widened after 12 years of education.
6
   

For all racial/ethnic groups, the probability of perceiving a need for MHC increases as 

years of education increase; however, education was only statistically significant for African 

Americans.  In particular, African Americans with 13 to 15 years of education (p < .05) or 16 or 

more years of education (p < .01) were significantly more likely to perceive a need for MHC 

than African Americans with a less than high school education.  The education effect also 

appears to be strongest among African Americans as compared to non-Latino Whites because the 

                                                 
6
 Using the estimates from the Heckman probit model, Appendix 2.3 plots the predicted 

probabilities of perceived need by race/ethnicity and years of education.  The pattern of results is 

very similar to those seen in Figures 2.1a and 2.1b.  However, the Latinos versus Non-Latino 

White gap in the probability to perceive a need for MHC is wider.  Across all levels of education, 

Latinos had lower probabilities of perceiving a need for MHC than non-Latino Whites. 
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probability of perceived need accelerates faster for African Americans than non-Latino Whites as 

years of education increase, particularly after 12 years (see Figure 2.1b).   

In contrast to African Americans, education appears to be weakest among Asians 

considering the education trend remains relatively flat after 12 years (predicted probabilities 

ranging from 20 to 24%; see Figure 2.1a).  An unusual pattern emerges for Afro-Caribbeans.  

Similar to the other groups, the effect of education increases as education goes from less than 12 

years to 12 years, but drops almost 10 percentage points at 13-15 years of education.  The 

probability of perceived need dramatically increases again thereafter. 

Lifetime Major Depressive Disorder (MDD).  The effect of race/ethnicity on perceived 

need among individuals with a lifetime MDD was further examined.  The patterns of perceived 

need across race/ethnicity were consistent with the any lifetime disorder sample, yet were 

generally higher in the lifetime MDD sample.  Overall, non-Latino Whites (45%) had the highest 

rates of perceived need, while racial/ethnic minorities (Asians—33%, African Americans—38%, 

and Afro-Caribbean—38%) had the lowest, with the exception of Latinos (41%; not shown in 

Table 2.3).  Net of the control variables, the odds of perceived need were generally lower among 

racial/ethnic minorities compared to non-Latino Whites (see Table 2.4).  However, this effect 

was statistically significant only for African Americans with a lifetime MDD.  Few Asians (n = 

207) and Afro-Caribbeans (n = 128) met DSM-IV diagnostic criteria for a lifetime MDD, which 

may likely explain the non-significant result for these groups in the main effects model.   

No significant interactions with SES were observed.  The education by race/ethnicity 

interaction was not testable in the lifetime MDD sample because of small cell sizes across the 

education categories for the Asian and Afro-Caribbean groups.   
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2.4.3. Other Predictors of Perceived Need 

 Past and current indicators of mental health characteristics were strong predictors of 

perceived need for both study samples (see Table 2.4).  Controlling for other covariates in the 

model, the odds of perceived need for MHC increased among those with multiple mental 

comorbidities.  The type of past-year mental disorder did not have a significant impact among 

those with any lifetime mental disorder; however, those with a probable current mood or anxiety 

disorder had almost twice the odds of perceiving a need for MHC if they met diagnostic criteria 

for a lifetime MDD.  Ever being hospitalized for a mental health-related problem, lifetime 

suicidality, and poorer self-rated mental health were associated with perceived need.  Physical 

health ratings were not statistically significant.  

Socioeconomic characteristics have a circumscribed impact on the odds of perceiving a 

need for MHC, limited to higher education relative to less than high school education (for the 

lifetime MDD sample) and not being in the labor force compared to being employed (for the any 

lifetime disorder sample only).  The income-to-poverty index was not associated with 

perceptions of need in any of the models.   

Other significant factors associated with lower odds of perceiving a need for MHC in the 

past year included: age, particularly those in the higher age categories versus the lowest; males; 

and foreign-born nativity (for the lifetime MDD sample only).  Individuals previously married as 

compared to their married/cohabiting counterparts were more likely to perceive a need for care.  

2.4.4. Racial/Ethnic Differences in the Correlates of Perceived Need 

 Differences within racial/ethnic groups in the correlates of perceived need were also 

examined by estimating stratified logistic regression models among the any lifetime disorder 
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sample only.  While there were similarities across race/ethnicity, there were notable differences 

between groups (see Table 2.5).  Similar to the analyses shown in Table 2.4, age was 

significantly related to perceived need, in distinct and opposite directions for the non-Latino 

White and African American groups.  Net of other covariates, non-Latino Whites who were 65 

years of age and over were significantly less likely than those in the lowest age category to 

perceive a need for MHC in the past year.  African Americans, on the other hand, who were in 

the middle age groups, had greater odds of perceived need than those who were in the youngest 

age group.  Males were generally less likely to perceived a need, yet this effect was only 

significant among non-Latino Whites and African Americans.  The effect of the previously 

married group seen in Table 2.4 was only apparent among non-Latino Whites.  In fact, the effect 

seems to operate in the opposite direction (i.e. negative) for racial/ethnic minorities, but was not 

statistically significant. 

 Past and current indicators of mental health characteristics were important predictors of a 

current perceived need in the stratified models.  However, these effects were not always 

consistent across racial/ethnic groups.  Positive and significant predictors of perceived need 

included: meeting DSM-IV diagnostic criteria for a past-year mood disorder (for non-Latino 

Whites and African Americans only) or past-year anxiety disorder (for all groups except Asians 

and Afro-Caribbeans); ever being hospitalized for a mental health-related problem (for Asians, 

Latinos, and African Americans only); and lifetime suicidality (for all groups except Asians and 

Afro-Caribbeans).  Poorer mental health ratings resulted in increased odds of perceived need 

among all racial/ethnic groups.  No statistically significant results were observed for self-rated 

physical health. 
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 With regard to SES, education (for African Americans only—as previously described), 

the income-to-poverty ratio (for Asians only), and employment status (for non-Latino Whites 

only) were statistically significant.  For example, non-Latino Whites who were not currently in 

the labor force were significantly less likely to perceive a need for care than employed 

respondents.  Additionally, the income-to-poverty ratio, which was not significant in the main 

analysis, was statistically significant in the Asian sample, with a higher index (i.e. higher 

income) indicative of higher odds of perceived need.  Unexpectedly, insurance status (not 

significant in the results presented in Table 2.4) emerged as statistically significant in the Latino 

sample, with the insured having 1.5 times greater odds in perceiving a need for MHC than the 

uninsured.  

 Lastly, with the exception of nativity, the Asian and Latino models also included group-

specific characteristics, particularly English language proficiency (ELP) and nationality.  

Although Latinos represent the largest population of immigrants in the United States, foreign-

born nativity was only statistically significant among Asians and Afro-Caribbeans, suggesting 

foreign-born Asians and Afro-Caribbeans with any lifetime DSM-IV mental disorder were less 

likely than their U.S. born counterparts to perceive a need for MHC.  ELP also was associated 

with increased odds of perceived need, but was only significant in the Latino sample.  In other 

words, Latinos who were English language proficient were more likely to perceive a need for 

MHC than those with poor proficiency.  No significant Asian and Latino subgroup differences 

were observed.    
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2.5. Discussion 

 Using a nationally representative sample of adults with a current or previous need for 

mental health treatment, the study examined racial/ethnic differences in perceived need for 

mental health care and its determinants.  In general, racial/ethnic minorities were less likely than 

non-Latino Whites to perceive a current need for MHC after adjusting for SES, mental and 

physical health, and other demographic characteristics.  The effect of education also varied by 

race/ethnicity with education being a significant indicator of perceived need only for African 

Americans with any probable DSM-IV lifetime mental disorder.  These racial/ethnic differences 

in perceived need may be partly attributed to distinctions in the determinants of perceived need 

across racial/ethnic groups as detected in the stratified analyses.  Together, these results provide 

some insight as to why some racial/ethnic minorities in need of MHC may not use mental health 

services as frequently as non-Latino Whites. 

 Like prior studies, perceived need for MHC was considerably lower among racial/ethnic 

minorities than non-Latino Whites (D. Grant et al., 2010; Nadeem et al., 2009).  Cultural 

influences such as cultural beliefs about the causes and expressions of mental illness may help 

explain why some racial/ethnic minorities fail to perceive a need for MHC in the presence of an 

actualized need (Cauce et al., 2002; Hwang, Myers, Abe-Kim, & Ting, 2008).  Racial/ethnic 

differences in beliefs about the etiology of mental illness and attitudes about mental health 

services, in particular, affect whether and what types of mental health services are sought by 

racial/ethnic minorities (Alvidrez, 1999; Aoun, Pennebaker, & Wood, 2004; Givens et al., 2007; 

Jimenez, Bartels, Cardenas, Dhaliwal, & Alegría, 2012).  In general, racial/ethnic minorities are 

less likely to believe mental disorders are biologically based (Alvidrez, 1999; Givens et al., 

2007).  For example, Latinos perceive depression as a condition that is linked to the 
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accumulation of interpersonal turmoil and social stressors (Cabassa, Hansen, Palinkas, & Ell, 

2008; Cabassa et al., 2007), such as the loss of family/friends and the stress of migration 

(Jimenez et al., 2012).  Similar to Latinos, Asians are more likely to attribute mental illness to 

social stressors like family issues, in addition to medical illness, when compared to non-Latino 

Whites (Jimenez et al., 2012; Narikiyo & Kameoka, 1992).  In contrast, African Americans are 

likely to relate the causes of depression to religious/supernatural factors, stress and loss, having a 

weak mind, excessive worries about life circumstances, and self-pity (Alvidrez, 1999; Egede, 

2002; Jimenez et al., 2012; Ward & Heidrich, 2009).   

Aside from influencing mental health service utilization, these beliefs also influence 

preferences for specific types of mental health services and impact how mental illness is 

addressed and managed by racial/ethnic groups (Jimenez et al., 2012).  For example, the lower 

rate of perceived need for MHC among African Americans observed in this study may be due to 

their preference to seek spiritual advice and speak to a family members for help with a mental 

health problem than a mental health professional (Jimenez et al., 2012).  So it may not be that 

they do not perceive a need for MHC, but rather that their perceived need is displaced to other 

types of services that may be more culturally aligned or accepted, rather than formal mental 

health services. 

Acculturation also plays a significant role in shaping the way Asians, Afro-Caribbeans, 

and Latinos think about their mental health needs.  First, despite having an actualized need for 

MHC, foreign-born Asians and Afro-Caribbeans were less likely to perceive a need for MHC.  

These results mirror other studies that find low utilization of mental health services among 

immigrant Asian and Afro-Caribbean populations compared to those individuals who are U.S. 

born (Abe-Kim et al., 2007; Jackson et al., 2007).  The inability of immigrants to perceive a need 
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for care may stem from cultural definitions of the etiology of mental illness (as previously 

discussed), which can lead to misunderstandings in the efficacy of mental health treatments.  

Additionally, although some immigrants may recognize the signs of mental illness, formal 

mental health treatments (e.g., psychotherapy, psychiatric medications, etc.) may not be highly 

valued and preferred in these populations, making it difficult to perceive a need for formal 

mental health services.  When compared to non-Latino Whites, for example, Asians are less 

likely to endorse seeking out a psychiatrist, medical doctor, and psychologist for a mental health 

problem; instead, Asians are more likely to prefer the help of family and friends (Jimenez et al., 

2012).  Foreign-born nativity was not significant among Latinos.  Second, although extensive 

literature exists on how language barriers make it difficult for monolingual Latinos and Asians to 

navigate the mental health care systems (Bauer et al., 2010; Sentell et al., 2007), the study 

findings also suggest that language barriers can impede Latinos with poor ELP from perceiving 

mental health needs.  The significance of foreign-born nativity and ELP in understanding mental 

health needs illustrates that there is considerable heterogeneity within racial/ethnic groups that 

cannot be ignored.   

The effect of SES on perceived need also varies across racial/ethnic groups given the 

statistically significant interaction between education and race/ethnicity.  However, the 

interaction of education is likely at best a weak effect.  The Heckman probit sensitivity analyses, 

which correct for sample selection bias due to missing values on the dependent variable, revealed 

this interaction to only be marginally significant (p = .06; see Appendix 2.1). 

The stratified analyses, however, showed that education was only a significant predictor 

of perceived need for African Americans.  With better education, African Americans may gain 

more knowledge about mental illness and treatments as well as gain better access to services 
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when necessary.  Furthermore, although education is linked to better physical and mental health, 

a study by Grzywacz and associates (2004) suggests that individuals with high education 

experience more daily stressors than individuals with low educational attainment (although those 

with low education were found to experience more severe stressors).  This increase in exposure 

to stressors may be particularly relevant for African Americans because of the high proportion of 

African Americans living in racially segregated neighborhoods irrespective of socioeconomic 

status (Iceland & Wilkes, 2006; Massey, 2004).  Residential segregation is a fundamental cause 

of racial/ethnic disparities in health that arise from increased exposure to stressful social and 

physical environments (Williams & Collins, 2001; Williams & Jackson, 2005).  Thus, education 

may increase the likelihood of perceiving a need for MHC among African Americans because it 

may increase exposure to stressors and demand for MHC.  The effect of education for Non-

Latino Whites and Asians may be non-significant because of the favorable distribution of high 

SES observed for these groups.  Moreover, Asians had the lowest overall predicted perceived 

need (see Figure 2.1a), suggesting poor recognition of mental health needs irrespective of 

educational attainment.  High stigma and Eastern beliefs about mental health may have a 

stronger and negative effect on Asians developing perceptions of need for MHC and initiating 

help-seeking behaviors despite changes in educational status (Lin & Cheung, 1999).  It is not 

clear why the relationship between education and perceived need does not hold true for Latinos 

and Afro-Caribbeans.  Although, it is important to note that for all levels of education Latinos 

were generally on par with non-Latino Whites.  

Another important socioeconomic characteristic in influencing help-seeking is income.  

Akin to health insurance, income is thought to facilitate entry into formal mental health services 

by providing the necessary financial resources to afford care.  Karp (1996) suggests that lower 
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income and SES deters individuals from perceiving a need for MHC because mental health 

symptoms may be attributed to stress due to financial hardships rather than an underlying mental 

health problem.  However, no significant income effect was found in this study.  Income may not 

influence perceptions of need for MHC because of differences in mental health need across 

income levels.  For example, low socioeconomic status is associated with increased risk of 

mental illness (Grzywacz et al., 2004; Hudson, 2005) and among those with a mental illness, low 

SES is associated with more severe mental conditions (McAlpine & Mechanic, 2000).  Thus, 

despite experiencing financial hardships that may limit access to MHC, individuals with low 

incomes may still be able to recognize and perceive a need for care because of higher prevalence 

of mental disorders among low-income groups than high-income groups.  In a bivariate analysis 

of the income-to-poverty ratio and perceived need, income was found to significantly predict 

perceived need in the opposite direction, with those with higher income being less likely to 

perceive a need for MHC.  However, the significant effect of income disappeared when current 

need for mental health (e.g., meeting 12-month criteria for a psychiatric disorder, number of 

concurrent diagnoses) was controlled in the multivariable model. 

In contrast to the main analysis, the stratified analyses revealed a statistically significant 

income effect for Asians, even after controlling for current mental health needs: higher income 

was associated with increased odds of perceiving a need for MHC.  The increased odds of 

perceived need may be resultant of increased willingness to access to mental health services 

among high-income Asian groups.  In other words, Asians with high incomes may be more 

inclined to recognize a need for care if they have the means to access mental health services.  For 

example, one study found no disparity in the use of outpatient mental health services among 

Asians and Whites living in low poverty areas (i.e., zip codes where less than 20% of households 
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live below the poverty line) (Chow et al., 2003).  Furthermore, the stigma of mental illness may 

be less common among those with higher socioeconomic status (Ng, 1997), making it possible 

for these individuals to realize a need for MHC. 

Lastly, physical and mental health comorbidities may also create competing demands 

influencing mentally ill individuals to believe their mental health problems to be caused by a 

physical ailment.  As a result, these individuals may be more likely to seek medical care for their 

physical health problems, ignoring the mental health side of these conditions.  Prior studies 

suggest that somatization of mental health symptoms may help explain why certain racial/ethnic 

minorities may not recognize a mental illness and need for mental health care (Bauer et al., 2012; 

Nadeem et al., 2009; Skapinakis & Araya, 2011).  However, findings from the current study do 

not suggest this.  Since the 1990s, there have been considerable improvements in mental health 

literacy, especially among certain racial/ethnic minority groups (Mojtabai, 2007), that may have 

helped individuals better understand the linkages between physical and mental health and 

distinguish symptoms of mental illness from symptoms of physical ailments.  Additionally, 

somatization of mental health symptoms may depend on generational status.  One study found 

that number of physical symptoms was positively associated with perceived need and mental 

health service utilization, but this relationship is most pronounced among first-generation Asians 

and Latinos (i.e., respondents born outside the U.S.) while no effect is found among the third 

generation (i.e., respondents who were born in the U.S. and have U.S. born parents) (Bauer et al., 

2012).  Despite no significant effects between physical health and perceived need for Asians and 

Latinos, the somatization hypothesis appears to be relevant for Afro-Caribbeans.  As an 

understudied group, better outreach and more research is necessary to understand and improve 

the mental health needs of Afro-Caribbeans. 
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Several limitations merit mention.  First, endogeneity bias exists in that there are two 

competing hypotheses for the relationship between SES and mental health, which can affect how 

SES factors relate to perceived need.  Theories regarding the mechanism between SES and 

mental illness are broadly divided into two camps: the social causation hypothesis and the social 

selection or social drift hypothesis (Hudson, 2005; Yu & Williams, 1999).  The social causation 

hypothesis suggests that the conditions as caused by structural inequities (e.g. increased stress, 

negative life events, etc.) lead to poor mental health.  In contrast, the social selection or social 

drift hypothesis suggests that mental illness causes individuals to drift into, or remain in, 

conditions of poverty, as a result of increased health expenditures, reduced productivity and 

income, and lost employment.  However, prior research suggests that social causation is likely 

more applicable to common mental disorders like those examined in this study, while social drift 

theory may be more applicable towards serious mental illnesses like schizophrenia 

(Dohrenwend, Levav, Shrout, & Schwartz, 1992; Hudson, 2005; Lund et al., 2010; Miech, Caspi, 

Moffitt, Wright, & Silva, 1999; Saraceno, Levav, & Kohn, 2005). 

Second, the analysis does not control for social influences.  A current study of mental 

health service utilization among African Americans suggests that family history of mental illness 

and treatment differentially affect how self-rated mental health influences an individual’s own 

help-seeking behaviors (Villatoro & Aneshensel, 2014).  Similarly, social perceptions of need 

(i.e. having a friend, family member, etc. believe the individual needs MHC) can also influence 

an individual’s own perceived need and use of services (Villatoro et al., 2014).  Future studies 

should assess how social and family networks can shape perceptions of need within these groups.   

Third, analyses were conducted using a sample of CPES respondents who met lifetime 

DSM-IV diagnostic criteria for any mood, anxiety, or substance use disorder.  Given the recent 
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release of the DSM-V, it is uncertain how changes to the diagnostic criteria and disorder 

categories will affect the study results (e.g., omission of the bereavement exclusion in diagnosing 

a major depressive episode).  Despite these revisions, similar results are likely to be expected 

because the study focused on individuals with common mental disorders, many of which did not 

significantly change in this latest revision of the DSM-V manual.  Lastly, unlike other studies 

(Meadows, Burgess, et al., 2000; Prins et al., 2011), perceptions of need for MHC were 

examined in general terms, not specific to certain types of providers.  Racial/ethnic differences in 

perceived need may be more disparate for specific types of mental health services providers 

(e.g., psychiatric care) than others (e.g., seeing a physician, folk healer).  

These limitations notwithstanding, the current study has a number of notable strengths, 

including the large probability sample of racial/ethnic minorities that permit generalization to the 

general U.S. population.  The large sample also enables analysis of the factors that influence 

perceptions of need for mental health care within each population, whereas existing quantitative 

research have mostly emphasized between group differences.  Additionally, the CPES includes 

representative samples of understudied racial/ethnic minorities, particularly Asian and Afro-

Caribbeans.  

2.6. Conclusion 

As we wait to see how the Patient Protection and Affordable Care Act (ACA; 2010) will 

change MHC for racial/ethnic minorities in the United States, it is important to continue to 

conduct research that examines the factors, not related to access, that facilitate entry into care.  

Patient preferences and beliefs are often overlooked when trying to understand the mechanisms 

that lead to MHC disparities, and results from the current study suggest that the lack of perceived 
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need among racial/ethnic minorities may be a significant contributor to MHC disparities.  

Increasing health coverage and instituting provider and system level changes to improve MHC 

access and quality are important to ensuring equity in mental health services.  Nevertheless, the 

lack of perceived need among racial/ethnic minorities may continue to obfuscate entry into MHC 

irrespective of improvements in access. 

The study findings point to the benefits of increasing mental health education as a way to 

improve mental health problem recognition, especially among African Americans.  Moreover, 

outreach to specific populations such as the elderly, immigrant Asians, and Latinos with poor 

English language proficiency, is necessary to improve utilization of mental health services 

among members of these groups who need care.  Implementing mental health educational 

campaigns at the community level using lay community health workers may help provide 

targeted interventions to specific vulnerable populations as those previously mentioned.  

However, as the delivery of mental health services changes as a result of the ACA, expanding 

these campaigns in other settings will be vital.  In particular, the medical settings such as the 

primary care system and/or patient-centered medical home will be an important provider of 

mental health services in this era of health reform.  Increased integration of MHC services in the 

primary care setting and medical homes is expected to increase screening of mental disorders, 

improve identification of these conditions by health professionals, and improve mental health 

treatment referrals.  Addressing the lack of perceived need common among racial/ethnic 

minorities in the medical setting will be important in order to ensure individuals who screen 

positive for a mental disorder in primary care follow through with their referrals and continue to 

engage in treatment services. 
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While this study offers valuable insight on the factors that influence perceived need for 

MHC among racial/ethnic minorities, there remains a need to assess how cultural factors and 

culturally defined thresholds come into play in shaping perceived need.  Both Karp (1996) and 

Aneshensel (2012) acknowledge that perceiving a need for MHC is a critical step in defining the 

mental illness careers of persons suffering from mental illness because it influences the adoption 

of the patient role and influences voluntary treatment seeking.  Future research aimed at 

understanding how racial/ethnic minorities define perceived need is needed to better inform 

policies aimed at eliminating racial/ethnic disparities in mental health and mental health care.  



 

 

 68 

2.7. Tables and Figures 

 

Table 2.1. Key features of the Collaborative Psychiatric Epidemiology Studies (CPES) and their 

sample designs 

Sample Design 

Feature 

National Comorbidity Survey 

Replication (NCS-R) 

National Survey of  

American Life (NSAL) 

National Latino and Asian 

American Study (NLAAS) 

Survey Population Adults, age 18+ residing in 

households in contiguous 

United States.  Exclusions 

include institutionalized 

persons, those living on 

military bases, and non-

English speakers. 

African-American, Afro-

Caribbean, and non-Hispanic 

White adults, age 18+ 

residing in households in the 

contiguous United States. 

The same sample exclusions 

as the NCS-R apply.   

 

Latino and Asian American 

adults, age 18+ residing in 

households in the 

contiguous United States, 

Alaska, and Hawaii.  

Excludes institutionalized 

persons and those living on 

military bases. 

 

 Sample Frame Four-stage national area 

probability sample. 

 

Four-stage national area 

probability sample with 

special supplement for Afro-

Caribbean adults. 

Four-stage national area 

probability sample with 

special supplements for 

adults of Puerto Rican, 

Cuban, Chinese, Filipino, 

and Vietnamese national 

origin. 

 

Sample Size Total sample of 13,054 

housing units were screened 

for eligible adults.  Among 

those screened, 10,622 were 

eligible and 9,282 completed 

the interviews. 

 

Total sample of 26,495 

housing units screened for 

eligible adults.  Among those 

screened, 7,933 were eligible 

and 6,199 completed the 

interviews. 

Total sample of 27,026 

housing units screened for 

eligible adults.  Among 

those screened, 5,579 were 

eligible and 4,649 

completed the interviews. 

Special Features Selection of two adult 

respondents in a subsample of 

households.  One eligible adult 

was then randomly selected as 

a participant.  Special study of 

main survey nonresponse. 

Respondents were randomly 

selected to participate in Part 1 

or Part 2 of that study, where 

Part 1 respondents only 

completed a subset of the 

interview modules, including a 

shortened version of the 

demographics questionnaire.   

 

Two-phase sample design to 

control survey costs in final 

stages of data collection. 

Sample linked to NCS-R for 

statistical comparisons with 

non-Latino Whites living in 

areas geographically 

contiguous to Asian and 

Latino respondents of the 

NLAAS.  Selection of two 

adult respondents in a 

subsample of households.  

One eligible adult was then 

randomly selected as a 

participant.  Two-phase 

sample design to control 

survey costs in final stages 

of data collection. 

 

Data Collection 

Period 

 

February 2001 to April 2003 February 2001 to June 2003 May 2002 to November 

2003 
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Table 1.1 Continued… 

Sample Design 

Feature 

National Comorbidity Survey 

Replication (NCS-R) 

National Survey of 

American Life (NSAL) 

National Latino and Asian 

American Study (NLAAS) 

Language of 

Interview 

 

English only. English only. Interviews conducted in five 

languages: English, Spanish, 

Vietnamese, Tagalog, and 

Chinese. 

Source:  Heeringa, S.G., Wagner, J., Torres, M., Duan, N., Adams, T., & Berglund, P.  (2004).  Sample Designs and 

Sampling Methods for the Collaborative Psychiatric Epidemiology Studies (CPES). International Journal of 

Methods in Psychiatric Research, 13(4), 221-240. 
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Table 2.2.  Summary of racial/ethnic breakdown for each survey comprising the CPES 

 

Race/Ethnicity 

Total 

Sample 

Size
a
 

National Comorbidity 

Survey Replication 

(NCS-R) 

Sample (N)
a 

National Survey of 

American Life 

(NSAL) 

Sample (N) 

National Latino and 

Asian American Study 

(NLAAS) 

Sample (N) 

Non-Latino White 

 

5,071 4,180 891 --- 

Asian  

(i.e. Chinese, Filipino, 

Vietnamese, & all other 

Asian) 

 

2,178 83 --- 2,095 

Afro-Caribbean  

 

1,476 38 1,438 --- 

African American 

 

4,249 679 3,570 --- 

Latino 

(i.e. Cuban, Mexican, 

Puerto Rican, & other 

Latino subgroups) 

 

3,264 527 183 2,554 

Other Race/Ethnicity 185 185 --- --- 

Total 16,423 5,692 6,082 4,649 

 

a
 The sample size only includes Part 2 participants of the National Comorbidity Survey, 

Replication (NCS-R). 
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Table 2.3.  Sample Characteristics: CPES
a,b

, 2001 – 2003 

  

Full CPES Sample               

(N = 16,423)
b
 

Any Lifetime  

Mental Disorder                                 

(N = 6,871)
d
 

Lifetime Major 

Depressive Disorder                               

(N = 2,529)
d
 

  N or Mean (SD) or %
c
 N or Mean (SD) or %

c
 N or Mean (SD) or %

c
 

Age 44.85 (17.62) 42.41 (15.83) 42.64 (15.59) 

Male 6,793 47.4% 2,686 45.3% 800 36.2% 

Marital Status
e 

      Married/Cohabiting 8,649 58.2% 3,430 55.5% 1,214 53.0% 

Previously Married 3,736 20.2% 1,670 21.2% 673 24.8% 

Never Married 4,028 21.6% 1,771 23.3% 642 22.2% 

missing 10      

Race/Ethnicity 

      Asian 2,178 4.3% 539 2.6% 207 2.7% 

Latino 3,264 11.8% 1,359 10.7% 555 11.2% 

African American 4,249 10.6% 1,746 9.6% 491 7.2% 

Afro-Caribbean 1,476 0.7% 432 0.6% 128 0.6% 

Non-Latino White 5,071 70.8% 2,795 76.5% 1,148 78.4% 

Other 185 1.8% 

    Foreign Born Nativity
e
 4,918 12.8% 1,389 8.6% 524 9.0% 

missing 69 

     Years of Education 

      < 12 yrs 3,534 18.2% 1,420 16.8% 464 16.1% 

12 yrs 4,853 31.1% 1,995 30.5% 712 28.5% 

13 - 15 yrs 4,273 26.9% 1,940 28.2% 726 29.5% 

16 or more yrs 3,763 23.9% 1,516 24.5% 627 25.9% 

Income-to-Poverty Index  

(1 to 17) 4.33 (3.74) 4.41 (3.79) 4.54 (4.04) 

Employment Status
e 

      Employed 10,832 65.7% 4,499 68.5% 1,633 67.3% 

Unemployed 1,173 5.8% 505 4.9% 174 4.5% 

Not in Labor Force 4,391 28.5% 1,867 26.6% 722 28.2% 

missing 27 

     Any Insurance
e
 13,305 86.1% 5,677 85.0% 2,097 85.6% 

missing 191 

     No. of Past-Yr Disorders
e
 0.51 (1.22) 1.11 (1.62) 1.73 (2.06) 

missing 191 

     Past-Yr Mood Disorder
e
 1,561 8.5% 1,419 18.3% 1,159 42.0% 

missing 191 

     Past-Yr Anxiety Disorder
e
 3,156 18.2% 2,865 39.0% 1,001 39.0% 

missing 195 
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Table 2.3 Continued…       

 

Full CPES Sample               

(N = 16,423)
b
 

Any Lifetime  

Mental Disorder                                 

(N = 6,871)
b
 

Lifetime Major 

Depressive Disorder                               

(N = 2,529)
b
 

 N or Mean (SD) or %
c
 N or Mean (SD) or %

c
 N or Mean (SD) or %

c
 

Past-Yr Sub. Use Disorder
e
 503 3.6% 481 7.8% 144 6.3% 

missing 1,075 

     Lifetime MH Hospitalization
e
 1,378 8.2% 1,090 14.9% 448 18.3% 

missing 860 

     Lifetime Suicidality
e
 2,662 16.9% 2,008 28.9% 1,036 43.2% 

missing 881 

     Perceived Need for MHC
e,f

 2,811 18.7% 2,258 33.4% 1,031 43.2% 

missing 1,265           

 

a
  CPES = Collaborative Psychiatric Epidemiology Surveys 

b
  The full CPES sample in the table represents all National Latino and Asian American Study 

(NLAAS; n = 4,649) and National Survey of American Life (NSAL; n = 6,082) participants, and 

the Part 2 participants of the NCS-R (n = 5,692). 

c
  Weighted mean, SD, and percentage; unweighted N. 

d
  Descriptive statistics calculated among cases with no missing data on all covariates used in the 

statistical models. 

e
  The statistics presented are based only among CPES respondents with available information 

for that specific variable. 

f
  MHC = Mental health care.
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Table 2.4. Past-Year Perceived Need for Mental Health Care on Race/Ethnicity, Psychiatric and 

Physical Health, Socioeconomic, and Demographic Characteristics: CPES, 2001-2003 

  

Any Lifetime Mental Disorder 

(N = 6,871) 

Lifetime Major  

Depressive Disorder                               

(N = 2,529) 

 Main Effects Interaction Effects Main Effects 

  OR 95% CI OR 95% CI OR 95% CI 

Age Categories   

    18 - 29 yrs old 1.00  1.00 

 

1.00 

 30 - 44 yrs old 1.01 [0.76,1.34] 1.02 [0.77,1.34] 1.29 [0.89,1.88] 

45 - 64 yrs old 0.79 [0.61,1.03] 0.79 [0.61,1.03] 0.84 [0.52,1.35] 

65 and over 0.41
*** 

[0.27,0.64] 0.42
***

 [0.27,0.64] 0.42
**

 [0.22,0.80] 

Male 0.59
*** 

[0.52,0.68] 0.59
***

 [0.52,0.68] 0.74
*
 [0.57,0.96] 

Race/Ethnicity   

    Non-Latino White 1.00  1.00 

 

1.00 

 Asian 0.41
*** 

[0.26,0.64] 0.22
*
 [0.06,0.77] 0.62 [0.35,1.10] 

Latino 0.88 [0.67,1.14] 0.92 [0.55,1.54] 1.01 [0.65,1.57] 

African American 0.60
*** 

[0.48,0.75] 0.55
*
 [0.35,0.87] 0.64

*
 [0.44,0.94] 

Afro-Caribbean 0.41
** 

[0.23,0.74] 0.27
**

 [0.10,0.68] 0.60 [0.16,2.24] 

Marital Status   

    Married/Cohabiting 1.00  1.00 

 

1.00 

 Previously Married 1.51
**

 [1.18,1.94] 1.51
**

 [1.18,1.94] 1.54
*
 [1.05,2.25] 

Never Married 0.99 [0.80,1.24] 1.00 [0.80,1.25] 0.74 [0.53,1.04] 

Foreign Born Nativity 0.93 [0.65,1.33] 0.93 [0.64,1.33] 0.59
**

 [0.41,0.86] 

Years of Education   

    < 12 yrs 1.00  1.00 

 

1.00 

 12 yrs 0.96 [0.73,1.27] 0.96 [0.64,1.43] 1.19 [0.81,1.76] 

13 - 15 yrs 1.14 [0.82,1.60] 1.14 [0.71,1.82] 1.32 [0.96,1.83] 

16 or more yrs 1.48
*
 [1.07,2.04] 1.45 [0.93,2.26] 2.02

**
 [1.30,3.13] 

Income-to-Poverty Index  

(1 to 17) 1.01 [0.99,1.04] 1.01 [0.99,1.04] 1.02 [0.97,1.06] 

Employment Status   

    Employed 1.00  1.00 

 

1.00 

 Unemployed 1.11 [0.81,1.52] 1.12 [0.81,1.53] 1.04 [0.61,1.78] 

Not in Labor Force 1.35
**

 [1.09,1.68] 1.35
**

 [1.09,1.68] 1.18 [0.84,1.66] 

Any Insurance 1.17 [0.88,1.56] 1.18 [0.89,1.56] 1.16 [0.75,1.80] 

No. of Past-Yr Disorders   

    None 1.00  1.00 

 

1.00 

 One 2.44
** 

[1.34,4.45] 2.45
**

 [1.35,4.47] 1.52 [0.73,3.19] 

Two 4.29
*** 

[2.66,6.92] 4.32
***

 [2.68,6.95] 2.96
**

 [1.45,6.03] 

Three or more 6.49
*** 

[3.28,12.82] 6.55
***

 [3.31,12.94] 2.45 [0.77,7.79] 

Past-Yr Mood Disorder 1.29 [0.90,1.85] 1.28 [0.90,1.84] 2.12
*
 [1.08,4.16] 

Past-Yr Anxiety Disorder 1.04 [0.66,1.64] 1.03 [0.65,1.64] 1.93
*
 [1.04,3.58] 
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Table 2.3 Continued…       

 

Any Lifetime Mental Disorder 

(N = 6,871) 

Lifetime Major 

Depressive Disorder                               

(N = 2,529) 

 Main Effects Interaction Effects Main Effects 

 OR 95% CI OR 95% CI OR 95% CI 

Past-Yr Substance Use Disorder 0.90 [0.60,1.34] 0.90 [0.60,1.34] 1.14 [0.61,2.12] 

Lifetime MH Hospitalization 1.44
** 

[1.16,1.79] 1.44
**

 [1.16,1.79] 1.74
***

 [1.32,2.29] 

Lifetime Suicidality 1.76
*** 

[1.54,2.00] 1.76
***

 [1.54,2.01] 1.80
***

 [1.40,2.30] 

Self-Rated Mental Health  

(1 = Excellent to 5 = Poor) 1.48
***

 [1.26,1.74] 1.49
***

 [1.26,1.74] 1.56
***

 [1.27,1.92] 

Self-Rated Physical Health 

(1 = Excellent to 5 = Poor) 0.92 [0.80,1.06] 0.92 [0.80,1.06] 0.87 [0.71,1.07] 

Interaction:  

Education x Race/Ethnicity   

    Asian x < 12 yrs -- -- 1.00 

 

-- -- 

Asian x 12 yrs -- -- 2.10 [0.55,8.06] -- -- 

Asian x 13-15 yrs -- -- 2.17 [0.59,8.01] -- -- 

Asian x 16 or more yrs -- -- 1.82 [0.46,7.13] -- -- 

Latino x < 12 yrs -- -- 1.00 

 

-- -- 

Latino x 12 yrs -- -- 1.05 [0.59,1.90] -- -- 

Latino x 13-15 yrs -- -- 0.77 [0.40,1.49] -- -- 

Latino x 16 or more yrs -- -- 0.92 [0.47,1.81] -- -- 

Af. Amer. x < 12 yrs -- -- 1.00 

 

-- -- 

Af. Amer. x 12 yrs -- -- 0.90 [0.55,1.49] -- -- 

Af. Amer. x 13-15 yrs -- -- 1.31 [0.74,2.33] -- -- 

Af. Amer. x 16 or more yrs -- -- 1.38 [0.75,2.55] -- -- 

Af. Carib. x < 12 yrs -- -- 1.00 

 

-- -- 

Af. Carib. x 12 yrs -- -- 2.15 [0.79,5.90] -- -- 

Af. Carib. x 13-15 yrs -- -- 0.77 [0.25,2.38] -- -- 

Af. Carib. x 16 or more yrs -- -- 2.78 [0.58,13.41] -- -- 

Omnibus test of interaction (df)   F(12, 154) = 1.90
*
     

 

Note: The models presented are weighted logistic regressions.  All models include a covariate 

indicating whether respondents had missing values on the self-rated mental health and/or self-

rated physical health variables (excluded from table).  

*
p < .05, 

**
p<.01, 

***
p<.001 
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Table 2.5.  Stratified Logistic Regressions of Past-Year Perceived Need for Mental Health Care among Adults with a Probable 

Lifetime Mood, Anxiety, or Substance Use Disorder, CPES, 2001-2003 

  With Any Lifetime Mental Disorder 

 

Non-Latino Whites            

(N = 2,795) 

Asians                              

(N = 537) 

Latinos                               

(N = 1,355) 

African Americans                        

(N = 1,746) 

Afro-Caribbeans              

(N = 432) 

  OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

Age Categories 

          18 - 29 yrs old 1.00 

 

1.00 

 

1.00 

 

1.00 

 

1.00 

 30 - 44 yrs old 0.91 [0.61,1.36] 0.70 [0.29,1.71] 0.98 [0.61,1.56] 1.85
***

 [1.30,2.65] 0.68 [0.28,1.63] 

45 - 64 yrs old 0.71 [0.50,1.01] 0.96 [0.35,2.64] 0.62 [0.36,1.06] 1.52 [0.94,2.46] 0.91
a
 [0.37,2.26] 

65 and over 0.35
***

 [0.21,0.59] 1.27 [0.45,3.53] 0.54 [0.27,1.07] 0.91 [0.46,1.81] -- -- 

Male 0.55
***

 [0.47,0.65] 0.74 [0.37,1.46] 0.78 [0.57,1.08] 0.68
*
 [0.50,0.93] 0.75 [0.37,1.53] 

Asian Subgroups 

          Chinese -- -- 1.00 

 

-- -- -- -- -- -- 

Vietnamese -- -- 2.30 [0.91,5.84] -- -- -- -- -- -- 

Filipino -- -- 0.94 [0.49,1.82] -- -- -- -- -- -- 

Other Asian -- -- 0.88 [0.41,1.88] -- -- -- -- -- -- 

Latino Subgroups 

          Mexican -- -- -- -- 1.00 

 

-- -- -- -- 

Cuban -- -- -- -- 1.26 [0.61,2.59] -- -- -- -- 

Puerto Rican -- -- -- -- 1.36 [0.67,2.77] -- -- -- -- 

Other Latino -- -- -- -- 1.47 [0.84,2.55] -- -- -- -- 

Marital Status 

          Married/cohabiting 1.00 

 

1.00 

 

1.00 

 

1.00 

 

1.00 

 Previously married 1.73
***

 [1.28,2.34] 0.81 [0.33,2.01] 0.87 [0.50,1.52] 0.93 [0.69,1.24] 0.95 [0.38,2.40] 

Never married 1.08 [0.79,1.48] 0.95 [0.37,2.42] 0.62 [0.35,1.10] 0.75 [0.53,1.08] 0.92 [0.35,2.40] 

Foreign Born Nativity 1.28 [0.61,2.71] 0.38
**

 [0.20,0.72] 1.04 [0.63,1.72] 0.41 [0.14,1.17] 0.37
**

 [0.20,0.68] 

English Language Proficient -- -- 1.63 [0.79,3.34] 1.52
*
 [1.04,2.21] -- -- -- -- 
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Table 2.5 Continued…           

  With Any Lifetime Mental Disorder 

 

Non-Latino Whites            

(N = 2,795) 

Asians                              

(N = 537) 

Latinos                               

(N = 1,355) 

African Americans                        

(N = 1,746) 

Afro-Caribbeans              

(N = 432) 

  OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

Years of Education 

          < 12 yrs 1.00 

 

1.00 

 

1.00 

 

1.00 

 

1.00
b
 

 12 yrs 0.95 [0.62,1.45] 1.43 [0.32,6.34] 0.89 [0.56,1.43] 0.91 [0.66,1.24] -- -- 

13 - 15 yrs 1.13 [0.70,1.83] 2.11 [0.49,9.13] 0.84 [0.50,1.40] 1.56
*
 [1.04,2.34] 1.60 [0.70,3.67] 

16 or more yrs 1.43 [0.91,2.25] 2.66 [0.57,12.42] 1.33 [0.79,2.26] 2.10
***

 [1.37,3.22] 2.05 [0.84,5.01] 

Income-to-Poverty Index 1.02 [0.98,1.06] 1.04
*
 [1.00,1.09] 1.00 [0.94,1.07] 0.96 [0.90,1.01] 1.05

*
 [1.00,1.09] 

Employment Status 

          Employed 1.00 

 

1.00 

 

1.00 

 

1.00 

 

1.00 

 Unemployed 1.16 [0.69,1.95] 1.07 [0.21,5.48] 0.84 [0.46,1.54] 1.34 [0.85,2.10] 1.16
c
 [0.52,2.60] 

Not in Labor Force 1.37
*
 [1.04,1.82] 1.14 [0.56,2.33] 1.22 [0.82,1.82] 1.01 [0.67,1.53] -- -- 

Any Insurance 1.09 [0.75,1.59] 0.78 [0.37,1.63] 1.51
*
 [1.07,2.12] 1.11 [0.75,1.66] 0.85 [0.43,1.69] 

No. of Past Yr Disorders 1.37
**

 [1.10,1.69] 1.39 [0.87,2.22] 1.32
*
 [1.06,1.65] 1.08 [0.93,1.27] 1.40 [0.86,2.29] 

Past Yr Mood Disorder 1.87
*
 [1.09,3.19] 1.82 [0.55,5.97] 1.56 [0.85,2.87] 2.79

***
 [1.67,4.67] 1.69 [0.51,5.64] 

Past Yr Anxiety Disorder 1.51
*
 [1.02,2.21] 1.48 [0.64,3.43] 2.10

**
 [1.21,3.64] 2.75

***
 [1.79,4.22] 1.42 [0.61,3.30] 

Past Yr Substance Use Disorder 1.11 [0.62,1.98] 1.44 [0.35,5.90] 1.51 [0.50,4.59] 1.47 [0.65,3.35] 1.43 [0.33,6.15] 

Lifetime MH Hospitalization 1.24 [0.92,1.67] 4.98
**

 [1.62,15.33] 2.19
**

 [1.33,3.62] 1.46 [0.98,2.16] 4.48
**

 [1.51,13.30] 

Lifetime Suicidality 1.73
***

 [1.49,2.02] 1.61 [0.83,3.13] 1.58
*
 [1.12,2.24] 1.81

***
 [1.33,2.48] 1.64 [0.85,3.19] 

Self-Rated Mental Health 1.45
*
 [1.02,2.07] 1.54

*
 [1.06,2.24] 1.61

***
 [1.32,1.96] 1.40

***
 [1.17,1.68] 1.59

*
 [1.10,2.30] 

Self-Rated Physical Health 0.89 [0.69,1.16] 0.85 [0.62,1.17] 1.09 [0.87,1.36] 0.91 [0.74,1.11] 0.84 [0.61,1.15] 
 

*
p < .05, 

**
p < .01, 

***
p < .001 

Note: All models include a covariate indicating whether respondents had missing values on the self-rated mental health and/or self-

rated physical health variables (excluded from table).  

a
  The last two age categories were collapsed because of the small cell sizes of the 65 and over category. 
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b
  The reference category for the education variable represents individuals with 12 or less years of education.  The first two categories 

were collapsed due to small sizes of the lowest education category.
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Figure 2.1.  Probability of Past-Year Perceived Need by Race/Ethnicity and Years of Education 

among Adults with a Probable Lifetime Mood, Anxiety, or Substance Use (n = 6,871), CPES, 

2001 – 2003 

  

  

Note: Logistic regression model controls for psychiatric and physical health and 

sociodemographic characteristics.  The model also includes a covariate indicating whether 

respondents had missing values on the self-rated mental health and/or self-rated physical health 

variables.  The interaction between education and race/ethnicity is presented in two figures to 

clearly illustrate the patterns for each group.  
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*
 Education trend is statistically significant. 
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2.8. APPENDIX 

Appendix 2.1.  Probit and Heckman Probit Regressions of Past-Year Perceived Need for Mental Health Care on Race/Ethnicity, 

Psychiatric and Physical Health, Socioeconomic, and Demographic Characteristics: CPES, 2001-2003 

   Any Lifetime Mental Disorder Lifetime Major Depressive Disorder 

 

Standard Probit  

(N = 6,871) 

Heckman Probit  

(N = 7,381) 

Standard Probit  

(N = 2,529) 

Heckman Probit               

(N = 2,738) 

  b 95% CI b 95% CI b 95% CI b 95% CI 

Age Categories 

        18 - 29 yrs old 0.00 

 

0.00 

 

0.00 

 

0.00 

 30 - 44 yrs old 0.02 [-0.15,0.18] 0.02 [-0.14,0.18] 0.15 [-0.07,0.38] 0.13 [-0.06,0.32] 

45 - 64 yrs old -0.14 [-0.30,0.02] -0.10 [-0.25,0.05] -0.11 [-0.39,0.17] -0.16 [-0.39,0.07] 

65 and over -0.50
***

 [-0.75,-0.25] -0.40
**

 [-0.65,-0.14] -0.50
**

 [-0.88,-0.13] -0.58
***

 [-0.90,-0.26] 

Male -0.30
***

 [-0.38,-0.22] -0.28
***

 [-0.36,-0.21] -0.17
*
 [-0.32,-0.02] -0.19

**
 [-0.32,-0.05] 

Race/Ethnicity 

        Non-Latino White 0.00 

 

0.00 

 

0.00 

 

0.00 

 Asian -0.86
**

 [-1.49,-0.22] -1.05
**

 [-1.69,-0.40] -0.28 [-0.61,0.06] -0.23 [-0.53,0.07] 

Latino -0.06 [-0.36,0.24] -0.22 [-0.56,0.11] 0.01 [-0.25,0.27] 0.05 [-0.19,0.28] 

African American -0.34
*
 [-0.60,-0.07] -0.47

**
 [-0.75,-0.19] -0.26

*
 [-0.48,-0.03] -0.21

*
 [-0.41,-0.02] 

Afro-Caribbean -0.74
*
 [-1.29,-0.18] -0.83

**
 [-1.36,-0.30] -0.28 [-1.00,0.44] -0.35 [-0.92,0.22] 

Marital Status 

        Married/Cohabiting 0.00 

 

0.00 

 

0.00 

 

0.00 

 Previously Married 0.24
***

 [0.10,0.39] 0.19
**

 [0.06,0.32] 0.26
*
 [0.03,0.48] 0.29

**
 [0.08,0.49] 

Never Married 0.00 [-0.13,0.13] 0.01 [-0.12,0.13] -0.17 [-0.38,0.03] -0.17 [-0.34,0.01] 

Foreign Born Nativity -0.04 [-0.25,0.17] -0.03 [-0.24,0.18] -0.31
**

 [-0.53,-0.08] -0.28
**

 [-0.49,-0.08] 

Years of Education 

        < 12 yrs 0.00 

 

0.00 

 

0.00 

 

0.00 

 12 yrs -0.03 [-0.26,0.20] -0.02 [-0.25,0.20] 0.09 [-0.13,0.32] 0.01 [-0.20,0.23] 

13 - 15 yrs 0.07 [-0.20,0.34] 0.06 [-0.20,0.31] 0.16 [-0.03,0.36] 0.09 [-0.10,0.28] 

16 or more yrs 0.22 [-0.03,0.48] 0.20 [-0.05,0.45] 0.41
**

 [0.15,0.67] 0.30
*
 [0.05,0.56] 
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Appendix 2.1 Continued…         

 Any Lifetime Mental Disorder Lifetime Major Depressive Disorder 

 

Standard Probit 

(N = 6,871) 

Heckman Probit 

(N = 7,381) 

Standard Probit 

(N = 2,529) 

Heckman Probit               

(N = 2,738) 

 b 95% CI b 95% CI b 95% CI b 95% CI 

Income-to-Poverty Index 0.01 [-0.01,0.03] 0.01 [-0.01,0.02] 0.01 [-0.02,0.04] 0.01 [-0.01,0.04] 

Employment Status 

        Employed 0.00 

 

0.00 

 

0.00 

 

0.00 

 Unemployed 0.06 [-0.12,0.24] 0.06 [-0.11,0.23] 0.03 [-0.28,0.34] 0.03 [-0.24,0.30] 

Not in Labor Force 0.18
**

 [0.06,0.31] 0.16
**

 [0.04,0.28] 0.11 [-0.09,0.31] 0.11 [-0.07,0.28] 

Any Insurance 0.09 [-0.07,0.26] 0.08 [-0.08,0.24] 0.10 [-0.16,0.36] 0.11 [-0.12,0.33] 

No. of Past Yr Disorders 

        None 0.00 

 

0.00 

 

0.00 

 

0.00 

 One 0.52
**

 [0.15,0.88] 0.51
**

 [0.17,0.85] 0.24 [-0.20,0.68] 0.23 [-0.15,0.61] 

Two 0.86
***

 [0.58,1.15] 0.79
***

 [0.53,1.05] 0.65
**

 [0.23,1.07] 0.64
***

 [0.27,1.00] 

Three or more 1.11
***

 [0.70,1.52] 1.02
***

 [0.65,1.39] 0.53 [-0.15,1.21] 0.61
*
 [0.01,1.20] 

Past Yr Mood Disorder 0.16 [-0.05,0.38] 0.15 [-0.06,0.37] 0.45
*
 [0.05,0.85] 0.38

*
 [0.02,0.73] 

Past Yr Anxiety Disorder 0.03 [-0.25,0.31] 0.02 [-0.25,0.29] 0.40
*
 [0.04,0.76] 0.31 [-0.00,0.63] 

Past Yr Substance Use Disorder -0.06 [-0.30,0.18] -0.06 [-0.29,0.17] 0.07 [-0.29,0.44] 0.03 [-0.26,0.32] 

Lifetime MH Hospitalization 0.21
**

 [0.08,0.34] 0.19
**

 [0.07,0.32] 0.32
***

 [0.16,0.48] 0.26
***

 [0.13,0.39] 

Lifetime Suicidality 0.33
***

 [0.26,0.41] 0.31
***

 [0.23,0.39] 0.34
***

 [0.20,0.49] 0.31
***

 [0.18,0.44] 

Self-Rated Mental Health 0.22
***

 [0.13,0.32] 0.22
***

 [0.13,0.30] 0.25
***

 [0.13,0.37] 0.22
***

 [0.11,0.32] 

Self-Rated Physical Health -0.05 [-0.13,0.03] -0.05 [-0.13,0.03] -0.08 [-0.20,0.04] -0.06 [-0.16,0.05] 

Interaction: Education x Race/Ethnicity 

        Asian x < 12 yrs 0.00 

 

0.00 

 

-- -- -- -- 

Asian x 12 yrs 0.39 [-0.30,1.07] 0.39 [-0.26,1.05] -- -- -- -- 

Asian x 13-15 yrs 0.44 [-0.23,1.12] 0.47 [-0.16,1.11] -- -- -- -- 

Asian x 16 or more yrs 0.30 [-0.41,1.02] 0.33 [-0.35,1.00] -- -- -- -- 

Latino x < 12 yrs 0.00 

 

0.00 

 

-- -- -- -- 

Latino x 12 yrs 0.04 [-0.30,0.39] 0.03 [-0.30,0.36] -- -- -- -- 
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Latino x 13-15 yrs -0.13 [-0.51,0.25] -0.11 [-0.49,0.26] -- -- -- -- 

Latino x 16 or more yrs -0.04 [-0.45,0.36] -0.03 [-0.42,0.35] -- -- -- -- 

Af. Amer. x < 12 yrs 0.00 

 

0.00 

 

-- -- -- -- 

Af. Amer. x 12 yrs -0.07 [-0.36,0.23] -0.07 [-0.35,0.20] -- -- -- -- 

Af. Amer. x 13-15 yrs 0.14 [-0.19,0.48] 0.15 [-0.17,0.46] -- -- -- -- 

Af. Amer. x 16 or more yrs 0.15 [-0.21,0.52] 0.14 [-0.20,0.49] -- -- -- -- 

Af. Carib. x < 12 yrs 0.00 

 

0.00 

 

-- -- -- -- 

Af. Carib. x 12 yrs 0.41 [-0.20,1.01] 0.37 [-0.18,0.92] -- -- -- -- 

Af. Carib. x 13-15 yrs -0.15 [-0.82,0.51] -0.15 [-0.76,0.46] -- -- -- -- 

Af. Carib. x 16 or more yrs 0.53 [-0.41,1.48] 0.49 [-0.41,1.39] -- -- -- -- 

Omnibus test of interaction (df) F(12, 154) = 1.72
†
 F(12, 154) = 1.74

†
         

Test of ρ [95% CI] -- [-0.93, -0.01] -- [0.88, 0.99] 

 

†
p = .06, 

*
p < .05, 

**
p <.01, 

***
p < .001 
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Appendix 2.2.  Predictive Margins of Perceived Need by Race/Ethnicity for Each Estimated Main Effects Model: CPES, 2001-2003 

  Any Lifetime Mental Disorder 

 

Logistic Model Probit Model Heckman Probit Model 

  dy/dx
a
 95% CI dy/dx

a
 95% CI dy/dx

a
 95% CI 

Race/Ethnicity 

      Non-Latino White
(Ref)

 -- -- -- -- -- -- 

Asian -0.14
***

 [-0.20, -0.08] -0.14
***

 [-0.20, -0.08] -0.14
***

 [-0.21, -0.08] 

Latino -0.02 [-0.07, 0.02] -0.02 [-0.07, 0.02] -0.03 [-0.07, 0.02] 

African American -0.08
***

 [-0.12, -0.05] -0.08
***

 [-0.12, -0.05] -0.08
***

 [-0.12, -0.05] 

Afro-Caribbean -0.14
**

 [-0.22, -0.06] -0.14
***

 [-0.21, -0.06] -0.13
**

 [-0.21, -0.06] 

  Lifetime Major Depressive Disorder 

 

Logistic Model Probit Model Heckman Probit Model 

  dy/dx
a
 95% CI dy/dx

a
 95% CI dy/dx

a
 95% CI 

Race/Ethnicity 

      Non-Latino White
(Ref)

 -- -- -- -- -- -- 

Asian -0.08 [-0.18, 0.01] -0.08 [-0.18, 0.01] -0.07 [-0.15, 0.02] 

Latino  0.00 [-0.07, 0.08]  0.00 [-0.07, 0.08]  0.01 [-0.06, 0.08] 

African American -0.08
*
 [-0.14, -0.01] -0.08

*
 [-0.14, -0.01] -0.06

*
 [-0.12, -0.01] 

Afro-Caribbean -0.09 [-0.31, 0.13] -0.08 [-0.27, 0.12] -0.10 [-0.26, 0.05] 

 

*
p < .05, 

**
p < .01, 

***
p < .001 

a
  dy/dx = predictive margin.  Pr(Perceived Need = 1 | Race/Ethnicity Group) - Pr(Perceived Need = 1 | Race/Ethnicity Non-Latino White) 

Note: All models control for mental and physical health, socioeconomic, and demographic characteristics (excludes interaction 

between education and race/ethnicity). 
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Appendix 2.3.  Predicted Probabilities of Past-Year Perceived Need by Race/Ethnicity and 

Years of Education Based on the Heckman Probit Sample Selection Model: Adults with Any 

Lifetime Mental Disorder (n = 7,381), CPES, 2001 – 2003 

 

 

Note: Model controls for psychiatric/physical health and sociodemographic characteristics as 

well as adjusts for possible selection bias due to missing values on the dependent variable.  The 

model also includes a covariate indicating whether respondents had missing values on the self-

rated mental health and/or self-rated physical health variables.  The interaction between 
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education and race/ethnicity is presented in two figures to clearly illustrate the patterns for each 

group.  

* Education trend is statistically significant. 
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CHAPTER 3 

 

 

UNDERSTANDING THE ROLE OF PERCEIVED NEED IN  

MENTAL HEALTH CARE DISPARITIES 
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3.1. Abstract 

Objective:  Racial/ethnic minorities tend to underutilize mental health services compared to non-

Latino Whites despite their lower or similar prevalence of psychiatric disorders.  Because of its 

pivotal role in engaging help-seeking behaviors, the current study evaluates whether perceived 

need for MHC mediates disparities in mental health services utilization and whether 

socioeconomic status (SES) modifies these pathways into specific service sectors, including any, 

specialty mental health (e.g., psychiatrist, psychologist), general medical (e.g., family doctor), 

and alternative (e.g., religious leader, alternative healer) mental health services. 

Methods:  Data are from the 2001–2003 Collaborative Psychiatric Epidemiology Surveys.  Two 

subsamples were examined: individuals with a probable lifetime mood, anxiety, or substance use 

disorder; and, individuals with a probable lifetime major depressive disorder (MDD).  The major 

racial/ethnic groups examined include: Asians, Latinos, African Americans, Afro-Caribbeans, 

and Non-Latino Whites.  SES measures evaluated include: years of education and an income-to-

poverty ratio.  Three sets of analyses were performed: (1) racial/ethnic differences in service use 

were examined using multivariable probit and bivariate probit models to address endogeneity 

bias; (2) interactions models examined the modifying effects of perceived need by SES; and, (3) 

mediation models were estimated to examine the indirect effects of race/ethnicity on service 

utilization through perceived need.  If any of the interactions were significant, then a moderated 

mediation model was performed to assess the indirect effects of race/ethnicity on utilization via 

perceived need as modified by SES.  

Results:  In general, most individuals with a probable lifetime mental disorder do not use mental 

health services; this rate is lowest among racial/ethnic minorities, except for Latinos.  After 
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adjusting for sociodemographic, mental, and physical health characteristics, and insurance status, 

racial/ethnic minorities, particularly Asians and African Americans, were significantly less likely 

than non-Latino Whites to use mental health services in the past year.  These differences in 

utilization were attenuated when perceptions of need for MHC were included in the models, 

suggesting possible mediation on the part of perceived need.  The mediation analyses revealed 

that the lower utilization of mental health services among Asians and African Americans relative 

to non-Latino Whites was partially explained by their lower rates of perceived need.  Thus, 

neglecting a perceived need for MHC has a major impact on whether or not Asians and African 

Americans seek MHC.  Despite significant interactions between perceived need and SES, the 

moderated mediation models in both study samples were not testable because of insufficient 

power to accurately estimate the indirect effects for certain racial/ethnic groups.   

Conclusion:  Perceived need for mental health care is a powerful influence in the help-seeking 

process and, in certain cases, may help explain why some racial/ethnic minority groups 

underutilize mental health services.  The Patient Protection and Affordable Care Act, a landmark 

legislation in health care reform, will help facilitate access to mental health care for many 

racial/ethnic minorities, but without changing the way individuals think about mental health 

services and perceive a need for mental health care, these services may continue to be 

underutilized by racial/ethnic minorities who need it most.  
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3.2. Introduction 

The use of mental health services has steadily increased over time among the general 

U.S. population (Kessler, Demler, et al., 2005); yet, the majority of individuals who have a 

mental disorder do not receive treatment (Wang, Lane, et al., 2005).  The underutilization of 

these services is more pronounced among minority populations than non-Latino Whites, even 

when differences in clinical need for mental health care (MHC) are accounted (e.g., Alegría et 

al., 2002; Chow et al., 2003; DHHS, 2001; Neighbors, 1988; Wells et al., 2001).  There also is 

evidence suggesting that these disparities have continued to grow over time (Cook, McGuire, & 

Miranda, 2007).  Much attention has been placed to identifying and understanding the factors 

and mechanisms that cause racial/ethnic disparities in mental health services utilization.  

However, there has been little attention on how racial/ethnic differences in perceptions of need 

for mental health care may lead to disparities in mental health help-seeking, and how these 

pathways to care may become complicated by socioeconomic status.  The purpose of this study 

is to examine the role of perceived need in explaining racial/ethnic disparities in mental health 

services utilization. 

3.2.1. Mental Health Help-Seeking 

As presented in Chapter 1, the mental illness career framework provides some insight 

into how individuals seek help for mental health problems.  Based on qualitative accounts of 

individuals with chronic and severe depression, Karp (1996) depicts the help-seeking process as 

a lengthy and difficult journey.  First, individuals experience inchoate feelings of distress and try 

to develop meanings of what these feelings are and how they are caused.  Kovandžić et al. 

(2011) refer to this process as “silent suffering,” where individuals fail to conceptualize their 
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suffering as mental illness due to a mismatch between general understandings of mental health 

problems and understanding of one’s own suffering at a particular moment.  For example, these 

feelings may be attributed to problems caused by stressful social circumstances such as financial 

hardship, marital dissolution, loss of employment, etc. rather than an underlying mental health 

problem.  These concerns may encourage individuals to make changes in their lives (e.g., seek 

new employment, reach out to loved ones for help) as a way to try and ameliorate these 

problems.  As such, the process of identifying a need for mental health care and actually seeking 

care is hindered.  Lamb and colleagues (2011) suggest that the most powerful barriers to 

accessing mental health care are related to “personal, cultural, and social beliefs about the 

appropriateness and legitimacy of addressing issues they regarded as appropriate emotional 

responses to adverse social conditions within the health care system” (p. 98). 

Karp (1996) continues to suggest that the transition from the inchoate stage to 

recognizing a mental illness occurs when the individual finally acknowledges that the persistence 

of their symptoms are independent of the actions taken to modify their immediate social 

conditions that were once believed to be the cause of distress.  In other words, mental illness is 

recognized once alternative explanations for these feelings have been exhausted.  However, there 

may be times when the persistence of stressful life conditions may make it difficult to associate 

one’s symptoms with mental illness, meaning that for some individuals recognizing a mental 

health problem can be a prolonged process.   

Once the problem is acknowledged to stem from a probable mental illness, Karp asserts 

that the condition must then be accepted as a psychiatric illness that necessitates treatment, such 

as psychotherapy or medication, in order to influence formal help seeking.  Initial contact with a 

service provider may then be self-initiated or influenced by social networks (Kovandžić et al., 
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2011; Pescosolido, Gardner, & Lubell, 1998).
7
  Nevertheless, recognizing a problem may not 

always lead to formal treatment because of stigma associated with mental illness, discrimination 

experienced in daily life, and previous negative experiences with formal care (e.g., 

communication difficulties), to name a few (Kovandžić et al., 2011; Lamb, Bower, Rogers, 

Dowrick, & Gask, 2011).  These concerns may then in turn prompt individuals to engage in self-

management and informal coping strategies, further keeping them away from formal systems of 

care (Lamb et al., 2011).   

3.2.2. Explaining Racial/Ethnic Disparities in Mental Health Care 

Lamb and associates (2011) point out that decisions to access MHC are specific to 

context and reflect an individual’s judgments about the resources available to them to relieve 

their distress.  For racial/ethnic minorities, context of and perceptions about mental illness and 

mental health services as well as structural factors that affect access and supply of mental health 

services may significantly drive their decisions to seek MHC.  The Behavioral Model for 

Vulnerable Populations developed by Gelberg, Andersen, and Leake (2000) is framework that 

helps explain how vulnerable populations (e.g., racial/ethnic minorities, undocumented 

immigrants, disabled persons, etc.) seek medical and mental health services.  Figure 3.1 

demonstrates the model by Gelberg and colleagues (2000).
8
  The model suggests that health 

behaviors such as personal health practices and health services utilization are a function of three 

primary components: (1) a predisposition by people to use services (predisposing 

                                                 
7
 Kovandžić et al. (2011) also suggest that close social networks can impede demand for 

professional help. 

 
8
 For simplicity, the figure only illustrates and describes specific parts of the model that are 

relevant to this study.  The figure excludes the health outcomes construct. 
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characteristics); (2) structural and social factors that enable or impede utilization (enabling 

factors); and (3) people’s realized (i.e. evaluative) and perceived need for care (need factors).   

Figure 3.1.  Behavioral Model for Vulnerable Populations. 

  

Within each of these main constructs, there are traditional domains and vulnerable 

domains that affect how individuals access health services.  The vulnerable domain primarily 

focuses on social structure and enabling resources whereas the traditional domain touches upon 

conventional influences.  The predisposing traditional domain includes factors connected to 

demographic characteristics, health beliefs, and social status indicators (e.g., socioeconomic 

status).  The predisposing vulnerable domain includes social structure characteristics (e.g., 

immigrant status, acculturation), childhood characteristics, residential history, living conditions, 

and psychological resources (e.g., mastery, coping, etc.).  The enabling traditional domain 
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includes personal/family and community resources like having a usual source of care, insurance 

status, income, residence, and health services resources (e.g., mental health workforce volume, 

distribution of services, process of care).  The enabling vulnerable domain includes other 

personal/family and community resources like receipt of public benefits, competing needs, 

availability and use of information sources, community crime rates, and availability of social 

services.  The need traditional domain includes self-perceptions (perceived need) and objective 

evaluations (evaluated need) of general health conditions.  Lastly, the need vulnerable domain 

includes perceived and evaluated need regarding conditions of special relevance to vulnerable 

populations (e.g., specific mental health conditions relevant to racial/ethnic minorities).   

Together, the domains of this framework help identify the factors relevant to racial/ethnic 

minority populations that influence their health behaviors, including personal health practices 

and utilization of mental health services.  In the following section, we briefly review the 

evidence of the significant factors that preclude and facilitate mental health help-seeking among 

racial/ethnic minorities.  

3.2.3. Barriers and Enablers to Mental Health Care  

Lack of access to mental health services is a prominent structural barrier to care for 

African Americans and Latinos because among the major racial/ethnic groups they represent the 

largest proportion of uninsured nonelderly adults in the United States; one in four Black adults 

and one in three Latino adults lack health coverage as compared to only roughly one in ten of 

Non-Latino Whites (KFF, 2013c).  Furthermore, Blacks and Latinos, on average, have lower 

socioeconomic status (SES) than non-Latino Whites (National Center for Health Statistics, 

2012), which may place financial constraints on seeking and obtaining mental health treatment 
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(Alegría, Mulvaney-Day, Woo, et al., 2007; McAlpine & Mechanic, 2000; Roll, Kennedy, Tran, 

& Howell, 2013), although this may not be the case among those who qualify for low-income 

medical care such as Medicaid (Snowden & Thomas, 2000).  Additionally, prior to the Mental 

Health Parity and Addiction Equity Act (2008), coverage for mental health services had been 

less generous than coverage for physical health issues.  Barriers related to health coverage and 

cost may also disproportionately affect certain Asian American subgroups because although 

aggregate statistics suggest high SES among Asians overall, disaggregated analyses suggest there 

is considerable variation within this population (Ponce, 2009).  

Social influences from families and other social networks also may either prevent or 

assist racial/ethnic minorities to transition into formal mental health care services.  For example, 

African Americans frequently turn to significant others such as family, friends, and religious 

figures to cope with mental distress (Snowden, 2001).  Findings from the National Survey of 

Black Americans suggest that most black Americans identify informal help resources as central 

figures in help-seeking, given the fact that most solely seek informal help or combine it with 

professional mental health services (Neighbors & Jackson, 1984).  Few (less than 5%) enter 

mental health care without informal consultation.  In contrast, large, supportive social networks 

are associated with decreased use of formal health care providers and decreased entry into the 

mental health sector among low-income Puerto Ricans (Pescosolido, Wright, Alegría, & Vera, 

1998).  Other studies suggest that features about social relationships such as family-related stress 

and conflict can help lead Chinese Americans and African Americans into mental health care 

(Abe-Kim, Takeuchi, & Hwang, 2002; Villatoro & Aneshensel, 2014). 

Cultural factors further help influence how mental health services are sought (Cauce et 

al., 2002).  For example, behavioral familismo, the actions and behaviors associated with 



 

 

 95 

families, influence Latinos to seek informal sources such as priests for assistance with mental 

health care needs (Villatoro et al., 2014).  Villatoro and colleagues suggest that the act of 

avoiding family conflict and bringing shame and stigma on the family from participating in 

traditional mental health services are avoided by seeking out other supportive services such as 

religiously-oriented care or community recognized alternative healers because of the strong trust 

and familiarity within the family and community of these sources of help.  Aside from cultural 

values, issues of nativity also significantly affect the help-seeking behaviors of immigrants.  In 

general, Asian, Latino, and Afro-Caribbean immigrants are less likely to use mental health 

services than their U.S. born counterparts (Abe-Kim et al., 2007; Alegría, Mulvaney-Day, Woo, 

et al., 2007; Huang, Wong, Ronzio, & Yu, 2007; Jackson et al., 2007). 

 Lastly, individual characteristics help determine whether someone seeks care.  For 

example, women are generally more likely than men to use mental health services, including 

medical services (Leaf & Bruce, 1987; Neighbors et al., 2007).  In contrast, other studies suggest 

that men are more likely to use specialty care services than women, but not general medical 

services (Temkin-Greener & Clark, 1988).  Stigma and labeling of mental illness are also 

significant deterrents to care (Clement et al., 2014; Lamb et al., 2011).  Gary (2005) suggests that 

racial/ethnic minorities endure double stigma resulting from discrimination due to their minority 

status and mental illness.  Socioeconomic status factors, such as education and income, also are 

particularly significant to the help-seeking behaviors of racial/ethnic minorities because these 

groups on average have lower SES than non-Latino Whites, as previously described.  Education 

is thought to foster knowledge of mental illness and awareness of mental health treatments, 

whereas income is considered to facilitate formal help-seeking through provision of financial 

resources to afford care (Neighbors et al., 2007).   
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3.2.4. Perceived Need and Mental Health Services Utilization 

Most of the barriers previously discussed correspond to the predisposing and enabling 

constructs of the Gelberg et al. (2000) model.  An important factor that contributes to help-

seeking behaviors is perceived need for MHC.  The impact of need characteristics, such as the 

presence of mental illness, on racial/ethnic disparities in mental health services utilization have 

been examined.  Although the distribution and prevalence of psychiatric disorders tips in the 

favor of racial/ethnic minorities given their lower or similar prevalence of certain disorders to 

non-Latino Whites (e.g., Breslau et al., 2006; Williams, González, et al., 2007), studies that 

account for differences in psychiatric morbidity continue to find disparities in utilization (e.g., 

Alegría et al., 2002; Chow et al., 2003; DHHS, 2001; Wells et al., 2001).  Not well understood in 

the mental health services literature, however, is how perceptions of need for MHC help explain 

differential utilization of mental health services for racial/ethnic minorities.  Differences in how 

racial/ethnic minorities with a mental illness view their own mental health and need for care may 

be an important key to unlocking how these disparities are produced. 

The relationship between perceived need and utilization of mental health services has 

been well established in the health services literature: persons who perceive a need for MHC are 

more responsive to their mental illness and access and receive mental health services more 

frequently than persons who do not (Mojtabai et al., 2002; Mojtabai et al., 2011; Katz et al., 

1997; Mackenzie, Pagura, & Sareen, 2010; Codony, Alonso, Almansa et al., 2009).  Katz and 

colleagues (1997) suggest that help-seeking for mental health treatment can be triggered by two 

mechanisms.  First, if an individual does not perceive a need for MHC, having an objective need 

for care in the form of a mental disorder, for example, becomes the primary vehicle to entering 

care.  In this situation, symptoms of psychiatric disorders drive individuals into care by raising 
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attention or concern among their social networks.  This concern may then persuade individuals to 

seek professional help.  Secondly, when a need for care is perceived, psychiatric morbidity (e.g. 

presence of a mental disorder, disability associated with poor mental health, etc.) becomes less 

important in influencing help-seeking, as the individual requires less external motivation to seek 

care (Katz et al., 1997).  In other words, need for professional mental health services perceived 

by individuals becomes the catalyst for initiating help-seeking in the formal service sector. 

There is also reason to believe that perceiving a need for MHC may be more difficult for 

racial/ethnic minorities than non-Latino Whites (D. Grant et al., 2010; Nadeem et al., 2009).  In 

Chapter 2, nationally representative samples of Asian, African American, and Afro-Caribbean 

adults with a probable lifetime mental disorder were significantly less likely to recognize a need 

for mental health services than non-Latino Whites; no significant difference between Latinos and 

non-Latino Whites were found.  The lower rates of perceived need for mental health care among 

racial/ethnic minorities may help explain why these groups are less likely than non-Latino 

Whites to use mental health services, suggesting perceived need lies on the causal pathway 

between race/ethnicity and utilization.  Nadeem and colleagues (2009) examined the degree of 

perceived need for MHC among low-income, minority women and find that failure to perceive a 

need for care may partially account for the low rates of treatment for depression among minority 

women.  However, this assertion was not formally examined in their study and has not been 

examined in other studies using more diverse samples.  

3.2.5. Moderating Effects of Socioeconomic Status 

The barriers and disadvantages racial/ethnic minorities face in accessing MHC are not 

static.  Cumulative disadvantage theory (DiPrete & Eirich, 2006; Sampson & Laub, 1997) 
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suggests that initial disadvantages become reinforced and magnified across the mental illness 

careers of individuals, which then transform into a mechanism of inequality (Alegría et al., 

2011).  For example, the unfavorable social status and position of racial/ethnic minority groups 

like African Americans and Latinos (e.g., lower socioeconomic status, higher proportion of 

uninsured) may set in motion a progression of inequalities throughout the mental health help-

seeking process, including: lack of knowledge about mental illness and its treatment; lower 

likelihood of perceiving a need for mental health care; lower utilization of mental health services 

or delayed care; receipt of lower quality mental health services, which can further exacerbate 

mental illness, and so on.  These disadvantages accumulate across the life course and together act 

as a social penalty that create distinct and diverging mental illness careers for racial/ethnic 

minorities as compared to non-Latino Whites.  In other words, the structural forces that affect the 

social status of racial/ethnic minorities would not only affect their opportunities to access MHC 

services, but also shape their mental illness trajectories.  However, social status with respect to 

socioeconomic status (SES) may also act an enabler to mental health services and modify 

pathways to treatment entry.  Thus, access to information about mental health, social resources, 

and MHC services would also be a function of SES. 

 SES indicators such as income and education may differentially affect how perceptions of 

need engage individuals in help-seeking behaviors.  Results from the California Health Interview 

Survey (CHIS), for example, suggest that in the general California population one in four adults 

living below 100% federal poverty level (FPL) perceive a need for help for a mental or 

emotional health problem, whereas only one in five adults living in 100-300% FPL and less than 

one in six adults living above 300% FPL develop a perceived need for mental health care (D. 

Grant et al., 2010); lower poverty was linked with better perceived need because of higher rates 
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of serious psychological distress among the poor.  However, other studies that restrict the 

analysis to individuals with moderate to high psychiatric morbidity reveal the opposite.  

Individuals with higher incomes, as compared to low incomes, are more likely to recognize a 

mental health problem and perceive a need for care (Katz, Kessler, Frank, Leaf, & Lin, 1997), 

which may then disproportionately promote help-seeking behaviors among those with an 

economic advantage.  High incomes may facilitate entry into the formal mental health care 

system by providing the necessary financial means to afford MHC.  Consequently, individuals 

with a perceived need and high incomes may have better opportunities or means to access care 

than someone with a low income, despite the presence of a perceived need for MHC.  Likewise, 

limited educational attainment may modify the relationship between perceived need and 

utilization by restricting exposure to information about mental health (e.g., health education 

programs in schools, influencing lifestyles) and limiting knowledge about how and where to 

access to mental health care.  Although perceptions of need independently influence and help us 

understand racial/ethnic disparities in the use of mental health services, socioeconomic factors 

provide the opportunities and means to translate this need into actual utilization.  For this study, 

SES is conceptualized as an enabling construct that influences mental health help-seeking. 

3.2.6. Study Aims 

The purpose of the current study is to examine how perceived need for mental health care 

contributes to racial/ethnic disparities in the utilization of mental health services among 

individuals with a current or previously demonstrated need for mental health services.  Figure 3.2 

illustrates a simplified diagram of the specific relationships to be tested.  The study specifically 

examines the following hypotheses:   
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Figure 3.2.  Conceptual representation of the study hypotheses. 

 

Hypothesis 1.  Racial/ethnic minorities will be less likely than non-Latino Whites to 

utilize mental health services, and these disparities are expected to be attenuated at least in part 

by differences in perceived need for mental health care. 

Hypothesis 2.  Socioeconomic status indicators such as education and income will 

modify the pathway between perceived need and utilization as follows: (a) higher educational 

attainment compared to lower educational attainment will amplify the effect of perceived need 

on utilization; and, (b) the influence of perceived need will be strengthened with better income. 

Hypothesis 3: The moderating relationships posited in Hypothesis 2.2 further suggest 

that the mediated effect of race/ethnicity through perceived need is moderated by socioeconomic 

status.  In other words, the indirect effects of race/ethnicity on use of services will differ by 

educational attainment and income. 

To examine these hypotheses, several empirical considerations were taken into account.  

First, although perceived need is expected to directly influence use of services, it is conceivable 

for utilization of these services to influence the development of perceived need, if one does not 

already exist at the start of treatment.  Recalling the mental illness career framework presented in 
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Chapter 1, perceptions of need for mental health care can either develop prior to help-seeking or 

surface as part of the mental health treatment process, creating a bidirectional effect.  Prior 

studies have failed to acknowledge this endogeneity problem.  Therefore, we address this 

endogeneity issue in our methodological approach. 

Second, as asserted by Aneshensel (2012), the mental illness careers of persons and how 

they come to perceive a need for care is highly reliant on the type of mental disorder.  While the 

primary analyses of the current study focuses on persons with any lifetime psychiatric disorder 

and controls for current need, including the type of disorder, additional analyses were conducted 

among individuals with a lifetime major depressive disorder (MDD) for the reasons presented in 

Chapter 1.  

Lastly, we focus our analysis on different mental health service sectors, including: 

specialty mental health services, general medical services, and other informal or alternative care 

services.  Prior studies find that racial/ethnic utilization patterns vary across service sectors.  For 

example, African Americans and Latinos are more likely than non-Hispanic Whites to use 

medical services for mental health treatment and less likely to use specialty mental health 

services (Alegría et al., 2002).  Similarly, Asians use specialty mental health services less often 

than general medical services for a mental health problem (Abe-Kim et al., 2007).  These 

patterns are particularly problematic considering minorities are less likely to receive minimally 

adequate treatment in the medical than specialty mental health sector (Alegría, Chatterji, et al., 

2008; Neighbors et al., 2007).  Patterns for complementary or alternative medical services across 

groups are less consistent.  While there are studies that suggest the use of complementary and 

alternative services to be more prevalent among racial/ethnic minorities such as Asians and 

African Americans (Lin & Cheung, 1999; Woodward et al., 2009), other studies find no 
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differences by race/ethnicity (Kessler, Demler, et al., 2005) or find utilization of these services to 

be higher among non-Latino Whites than minorities (Ni, Simile, & Hardy, 2002).  Thus, we need 

to recognize and assess how these pathways to care may change by service type. 

3.3. Methods 

3.3.1. Data and Sample 

Similar to the study presented in Chapters 2, the data for the current study come from the 

2001 – 2003 Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe et al., 2004) and 

restricts the study samples to respondents with any probable lifetime mental disorder, including 

any mood, anxiety, or substance use disorders (n = 7,404), and respondents with a probable 

lifetime major depressive disorder (n = 2,747; see Chapter 2 for a full description of the study 

samples).  Mental disorders were evaluated using the World Mental Health Survey Initiative 

version of the Composite International Diagnostic Interview (CIDI; Kessler & Merikangas, 

2004).  Diagnoses were based upon criteria from the Diagnostic Manual of Mental Health 

Disorders, Fourth Edition (DSM-IV; American Psychiatric Association, 2000).  After dropping 

respondents with missing data (7.3% and 8%, respectively), the complete study sample reduced 

to 6,864 and 2,525 respondents, respectively.  Multiple imputation of the data was not considered 

for two reasons.  First, the majority of the dropped cases are missing on the perceived need 

variable.  Although perceived need is treated as an independent variable in the main analysis, the 

mediation analyses treat perceived need as a dependent variable.  Second, some scholars 

recommend imputation when missing data are more than 10% to 20% (Bennett, 2001; Little & 

Rubin, 2002; Peng, Harwell, Liou, & Ehman, 2006).  
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3.3.2. Measures 

Service Utilization. The dependent variables of mental health services utilization are 

defined as making a visit within the 12-months preceding the interview with a provider 

specifically for “problems with emotions, mental health, or use of alcohol or drugs” and/or 

positive responses to separate questions about self-help and support groups.  For each type of 

provider specified, respondents were asked a series of questions about the recency (i.e. the last 

time saw a specific type of provider) and frequency of use (i.e. number of visits in the past year 

to a specific type of provider).  To differentiate service utilization by types of service providers, 

four mental health service dichotomous dependent variables were developed using information 

on the recency and frequency these services were used.  Specialty mental health service use is 

scored 1 if the respondent saw a psychiatrist, psychologist, social worker, counselor, other 

mental health professional (e.g., psychotherapist), and/or used a mental health hotline; else = 0.  

General medical service use is scored 1 if the respondent reported seeing a medical doctor (e.g., 

general practitioner), nurse, occupational therapist, or other health professional; else = 0.  

Alternative mental health service use includes religious or spiritual advisors, online support 

groups, self-help groups, and any other healer (e.g. herbalist).  Although we were unable to 

determine whether the use of these alternative services qualified as “sufficient” treatment, this 

study was primarily interested in generally understanding what types of services are sought by 

racial/ethnic minorities for mental health-related problems.  Lastly, the any mental health service 

use variable combines all service use categories.  

Perceived Need for MHC.  Perceived need for MHC was measured in the same manner 

as described in Chapter 2.  Briefly, perceived need was constructed by the following criteria: (1) 

responding positively to questions about needing to see a professional because of problems with 
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mental health in the past year (asked among respondents who did not use mental health services 

in the past 12 months and all NLAAS participants); and, (2) perceived need was assumed if the 

respondent reported voluntarily using mental health services in the past year (among respondents 

who reported using mental health services in the past year).  Respondents who met either 

criterion were scored 1; those who did not perceive a need or were pressured to seek MHC were 

scored 0.  Although the perceived need variable is based on service utilization, the majority of 

respondents with a perceived need for MHC do not use specialty mental health (over 60%), 

general medical (over 60%), and alternative mental health (75%) services.  Less than 5% of 

respondents without a perceived need report using any type of mental health service. 

 Race/Ethnicity.  The same racial/ethnic groups were examined (i.e., Non-Latino Whites, 

Asians, Latinos, African Americans, and Afro-Caribbeans). 

 Mental and Physical Health Characteristics.  The analyses control for current and past 

mental health-related problems.  These include: the type (i.e., mood, anxiety, or substance use 

disorder) and recency of psychiatric disorder (i.e., meeting DSM-IV criteria for a past-year 

diagnosis); the number of concurrent DSM-IV past-year psychiatric diagnoses; history of mental 

health-related hospitalizations; lifetime suicidality (i.e., ever having any suicidal ideation, plan, 

or attempt); and, self-rated mental and physical health.  An additional indicator variable that 

flagged those with missing values on the self-rated mental health or self-rated physical health 

variables was included in all analyses.  For a full descriptions of these variables see Chapter 2.  

Socioeconomic Status.  The SES variables examined included: a categorical variable 

assessing years of education (less than 12 years—referent group, 12 years, 13 to 15 years, and 16 
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or more years) and an income-to-poverty index.  The index reflects the ratio of household 

income to the poverty threshold based on the 2001 U.S. census and adjusted for household size.  

Other Covariates.  The analyses also control for: nativity (i.e., foreign-born versus U.S. 

born); age (four categories: 18-29 years, 30-44, 45-64, and 65 and over); gender (0 = Female, 1 = 

Male); marital status (three categories: married—reference group; previously married—i.e., 

divorced, separated, or widowed; and never married), and employment status (three categories: 

employed, unemployed, and not in labor force).  Because the type of health coverage obtained by 

racial/ethnic minorities affect utilization of mental health services, insurance status measured 

whether at the time of interview the respondent was covered by public (i.e., Medicaid, Medicare, 

or other state insurance plans) or private (i.e., employer-sponsored or privately purchased) health 

insurance.  These insurance categories were not mutually exclusive. 

3.3.3. Statistical Analysis 

Sample design variables and sampling weights developed by Heeringa and colleagues 

(2004) were used in all analyses to correct for stratification, clustering, unequal selection 

probabilities, and nonresponse.  The STATA SE 12 survey procedures were used to calculate 

descriptive statistics and estimate the probit regression models to assess the hypotheses 

(StataCorp, 2011).  

A sequential series of multivariable probit and bivariate probit regressions were 

performed for each service utilization variable on the two study samples, respondents with any 

probable DSM-IV lifetime mental disorder and lifetime major depressive disorder (MDD).  The 

analyses include: (1) restricted models that examined racial/ethnic disparities in past-year 

utilization of each service type, controlling for the set of demographic, socioeconomic, mental 
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health, and physical health characteristics (except for perceived need); (2) full models that added 

perceived need; and (3) a set of interaction models that tested the interaction of perceived need 

with SES indicators including, (a) education and (b) the income-to-poverty index.  Product 

interaction terms were included in each model.  To determine the statistical significance of the 

interaction effects, the cross-partial derivatives (i.e. marginal effects) of E(Y) with respect to 

perceived need and SES were estimated (Norton et al., 2003).  These results also provided 

information about the direction and magnitude of the modifying effects.  The interaction models 

are presented only if the interaction terms were statistically significant (p < .05); otherwise the 

main effects models are presented. 

Mediation analyses also were conducted to determine whether perceived need helps 

explain racial/ethnic disparities in utilization of mental health services.  As outlined by Baron 

and Kenny (1986), the following procedures were performed to assess mediation.  First, the 

independent variable of interest (i.e. race/ethnicity) must significantly predict the outcome (i.e. 

mental health service utilization), prior to introducing the presumed mediator (i.e. perceived 

need) in the model.  Second, the independent variable must significantly account for variations in 

the mediator.  Third, the mediator must significantly account for variations in the outcome.  

Lastly, after controlling for the mediator, the effect of the independent variable on the outcome 

must be attenuated.  In other words, the effect of race/ethnicity in the full model should be non-

significant.   

If the aforementioned conditions were met, the mediation model was estimated using a 

probit model following MacKinnon’s (2008) recommendations for the case of a dichotomous 

mediator and a dichotomous outcome.  First, we tested whether racial/ethnic differences in 

mental health services utilization were mediated by perceived need for MHC.  Second, if any of 
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the interactions between perceived need and SES were statistically significant, a moderated 

mediation model was fitted to examine the indirect effects of race/ethnicity via perceived need as 

moderated by SES.  All mediation models were estimated using Mplus 6.1 with weighted least 

squares estimation.   

Previously published studies examining the role of perceived need on utilization of 

mental health services have neglected to take into account endogeneity bias as a possible result 

of reverse causality.  It is conceivable for someone to recognize his or her emotional distress or 

problems with substance use to be part of an underlying mental illness.  This recognition can 

then in turn help lead the person to develop a perceived need for care, and ultimately influence 

help-seeking behaviors.  Nevertheless, individuals can enter the mental health care system non-

voluntarily and without perceiving a need for care, whether that includes external pressure by 

loved ones or forced by a court-ordered ruling.  These individuals who are forced into care may 

not have an initial perceived need, but may develop such perception as a result of the treatment 

regimen.  In other words, perceived need may be a product of treatment, and not just an 

antecedent to help-seeking.  Therefore, the models examined use bivariate probit regressions to 

address this endogeneity bias. 

Bivariate probit regressions are a type of selection model used when there is a 

dichotomous dependent variable (Y) and a dichotomous endogenous regressor (T).  In particular, 

the model uses a two-stage probit regression approach to estimate the coefficients, controlling for 

endogeneity bias induced by unobserved differences of the endogenous regressor, in the case 

perceived need.  The model can be written as follows: 

Selection Equation:  T
*
 = Wβ + η ,   η~N(0,1), 
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Outcome Equation: Y
*
 = Xα + θT + ε ,   ε~N(0,1) 

pr(Y=1) = Φ(Xα + θT) 

pr(Y=0) = 1 - Φ(Xα + θT)   

In the selection equation, the probability of observing the endogenous regressor (i.e. perceived 

need for mental health care) is estimated given W, a set of exogenous variables.  At least one 

variable in W must significantly predict the endogenous regressor but not predict the outcome 

(i.e., know as the exclusion restriction).  A variable indicating whether the respondent 

participated in the NCS-R, NLAAS, or NSAL survey of the CPES met this exclusion restriction 

and was used as in the selection equation.  The outcome equation estimates the probability of 

observing the outcome (i.e. using mental health services in the past year) given X, a set of 

covariates that are associated with the outcome, and the endogenous regressor (T).   

The two stages of the bivariate probit model are assumed to be jointly distributed, (η,ε) ~ 

bivariate normal [0, 0, 1, 1, ρ].  When endogeneity bias is present, the estimate of θ (i.e. the 

effect of the endogenous regressor on the outcome) will be equal to the following: 

θunbiased = θnaive + ρ  *  [ ϕ(Wβ)  ] , 

[Φ(Wβ) * [1- Φ(Wβ)] ] 

where θnaive is the coefficient for the endogenous regressor in a standard probit model and θunbiased 

is the coefficient for the endogenous regressor in the bivariate probit model.  The estimate of ρ 

(rho) is the correlation between the selection and outcome equations.  When endogeneity bias is 

not present, ρ will be zero and the whole second term cancels out.  Thus, in the presence of no 

endogeneity bias, where θunbiased = θnaive, standard probit estimation is sufficient.  The bivariate 

probit model results are presented only for the any lifetime mental disorder sample because there 

was evidence of endogeneity bias.  For the lifetime MDD sample, there was no indication of 
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endogeneity bias, so only the standard probit regressions results are presented.  

3.4. Results 

3.4.1. Sample Characteristics  

Table 3.1 provides the sample distribution of variables for the full CPES sample and each 

of the study samples examined, (a) individuals meeting diagnostic criteria for any DSM-IV 

lifetime mental disorder and (b) individuals meeting criteria for a lifetime major depressive 

disorder (MDD).  Sample characteristics of the CPES respondents are described in Chapter 2.  

Despite the slightly smaller sample sizes of the any probable lifetime disorder and probable 

lifetime MDD samples compared to those presented in Chapters 2, the sample distributions of 

the demographic and SES variables are very similar.  A more descriptive measure of insurance is 

included in this analysis.  The majority of CPES respondents have private insurance, including 

employer-sponsored and privately purchased health coverage, whereas less than 30% have some 

form of public insurance (e.g., Medicaid) and less than 15% are uninsured.  Note that availability 

and generosity of mental health coverage could not be identified through the insurance variables.  

These patterns are consistent in the any probable lifetime disorder and lifetime MDD samples.  

Similar to Chapter 2, the study samples most differ from the full CPES sample in their 

mental health profiles.  In general, the majority of CPES respondents have no current history of 

mental illness; only 23% meet diagnostic criteria for one or more probable past-year psychiatric 

disorders.  Respondents with any lifetime mental disorder have on average one probable DSM-IV 

past-year mood, anxiety, or substance use disorder while those with a lifetime MDD diagnosis 

have, on average, two probable current diagnoses.  With regard to type of disorder, nearly 40% 

of the any lifetime disorder sample has a past-year anxiety disorder, whereas past-year mood 
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disorders are most prevalent among those with a probable lifetime MDD.  Past-year substance 

use disorders are least prevalent for the two study samples.  Lifetime hospitalization and 

suicidality rates are substantially higher among individuals with a probable lifetime MDD than 

those with any probable lifetime disorder and the full CPES sample.   

Rates of perceived need for MHC and past-year utilization of mental health services are 

most common among persons with a history of mental illness.  One third of persons with any 

lifetime disorder and two in five persons with a lifetime MDD perceive a need for MHC.  Less 

than 20% of the full CPES sample perceives a need for MHC.  Overall, less than 15% of CPES 

respondents used mental health services utilization in the past-year, including specialty, general 

medical, and alternative mental health services.  Specialty and medical services are most 

commonly sought for a mental health problem, in general, with nearly 20% of those with a 

probable lifetime MDD using these services.  Alternative mental health services such as seeing a 

healer or religious leader for a mental health problem are used least often than any other type of 

service; use of these services is highest among those meeting diagnostic criteria for a lifetime 

MDD (12%).  Despite these patterns, the majority of respondents with a history of mental illness 

fail to perceive a need for care and use mental health services.  

3.4.2. Hypothesis 1:  Race/Ethnicity and Utilization of Mental Health Services 

Any Lifetime Mental Disorder Sample.  Compared to non-Latino Whites (28%), less than 

a quarter of Latinos (24%), Asians (20%), African Americans (20%), and Afro-Caribbean (18%) 

meeting lifetime diagnostic criteria for any mental disorder used any type of mental health 

service in the past year.  Hypothesis 1 suggests that racial/ethnic disparities in mental health 

services utilization are in part mediated by perceived need for MHC.  Net of demographic, 
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socioeconomic, insurance status, and physical and mental health characteristics, this 

underutilization of mental health services remains significant among all minority groups, except 

for Latinos (see Model I in Appendix 3.1).  When perceived need is added to the model, the only 

significant difference that remains is between African Americans and non-Latino Whites (see 

Model I in Table 3.2), suggesting possible mediation of racial/ethnic disparities in service 

utilization for Asians and Afro-Caribbeans through perceived need.  More on the indirect effects 

of race/ethnicity discussed later.   

Similar patterns are seen in the specialty mental health and general medical service 

sectors.  Overall, close to 15% of non-Latino Whites used specialty or medical services; this rate 

is considerably lower among racial/ethnic minorities except for Latinos (12% for both types of 

services).  Controlling for the study covariates (excluding perceived need), Asians, Latinos, and 

African Americans are less likely to use specialty mental health services in the past year than 

non-Latino Whites (see Models II Appendix 3.1).  The only significant contrast for medical 

services is between African Americans and non-Latino Whites (see Model III in Appendix 3.1). 

The results do not change when perceived need is added in the model (see Table 3.2), except for 

the negative effect of Asians on specialty use, which becomes non-significant.  Like the results 

for the any mental health services models, these findings may be suggestive of the mediation 

hypothesis for Asians only.  There is no evidence of probable mediation in the general medical 

services sector.  For alternative mental health services such as seeing a healer or religious leader, 

the only significant effect is observed for Afro-Caribbeans in both the reduced (see Model IV in 

Appendix 3.1) and full (see Model IV in Table 3.2) models; utilization of these services is 

generally lower among this group than non-Latino Whites.  
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Lifetime MDD Sample.  Similar patterns emerge among those who meet criteria for any 

lifetime MDD.  Over one third of non-Latino Whites with a lifetime MDD used any type of 

mental health service in the past year, and this rate is generally lower for racial/ethnic minorities 

(27%—Asians, 31%—Latinos, 30%—African Americans, and 25%—Afro-Caribbeans).  Over 

and above the model covariates, with the exception of perceived need, only African Americans 

are less likely to use any mental health service than non-Latinos (see Model I in Appendix 3.2). 

When perceived need is included in the full model (see Model I in Table 3.3), the significant 

negative effect of African Americans disappears, again suggesting possible mediation.  

For specialty and medical services, the results are different.  Net of socioeconomic, 

demographic, mental health, and physical health characteristics, the probability of using specialty 

mental health services is lower among Asians and African Americans compared to non-Latino 

Whites with a probable lifetime MDD (see Model II Appendix 3.2).  Adding perceived need to 

the full model attenuates these disparities (see Model II in Table 3.3).  Parallel patterns are seen 

for African Americans in the medical services model (see Model III in Appendix 3.2 and Table 

3.3).  These results suggest possible mediation on the part of perceived need.  Similar to the any 

probable lifetime mental disorder sample, the only significant difference is between Afro-

Caribbeans and non-Latino Whites (with and without perceived need in the model).  

3.4.3. Hypothesis 2:  SES and Utilization of Mental Health Services 

 Hypothesis 2 examines whether SES moderates the effect of perceived need.  To examine 

the moderated effects of perceived need on utilization, interactions with (a) education and (b) the 

income-to-poverty ratio were included.  An omnibus test of the interaction was performed to 
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determine whether there was a statistically significant interaction effect.  Only those interactions 

that were statistically significant are discussed. 

Any Lifetime Mental Disorder Sample.  Among individuals meeting diagnostic criteria 

for any lifetime mental disorder, both interactions emerged significant for the any mental health 

services use model (see Table 3.2).  The perceived need by education interaction is significant in 

the any, specialty, and alternative mental health services models.  Figures 3.3a, 3.3b, and 3.3c 

plot the predicted probabilities of using each respective service by perceived need and years of 

education.  In general, persons who perceive a need for MHC are more likely to use services than 

those who do not perceive a need.  When there is no perceived need, the probability of using any 

of the aforementioned services is small irrespective of the level of education of the individual.  

However, the probability of using these services among those with a perceived need dramatically 

changes by the level of education.  Persons with a perceived need that have completed 16 or 

more years of schooling (i.e., have at least a 4-year college degree) are significantly more likely 

to use any, specialty, and alternative mental health service than those in the lowest education 

category (i.e., with less than high school education).  The same results emerge when comparing 

those with 13 to 15 years education and those with less than 12 years.  Differences in the 

probability of using specialty services are not significant between persons with a perceived need 

in the lowest two educational categories. 

The perceived need by the income-to-poverty index interaction is only significant in the 

any mental health services model.  Figure 3.4 plots the predicted probabilities of using any 

service by perceived need and specific values of the income-to-poverty ratio.  The specific 

values chosen have important relevance to the Patient Protection and Affordable Care Act (ACA; 

2010).  The ACA expands health coverage to the uninsured by: providing states the option to 
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expand Medicaid eligibility to non-elderly adults with incomes up to 133% of the federal poverty 

level (FPL); and providing premium credits (subsidies) to eligible individuals and families with 

incomes between 100-400% FPL to purchase insurance through the Health Insurance 

Marketplace (KFF, 2013e).  The income-to-poverty ratio represents the number of times an 

individual lives above the poverty line.  Thus, a value of 1 represents individuals living at the 

poverty line (i.e., those eligible who would be eligible for Medicaid and subsidies), a value of 2 

represents an income twice above the poverty line, and so forth. Those with a ratio of 5 or higher 

would not be eligible for the subsidies.  In the end, the results are similar to the education effects 

of perceived need.  Regardless of the ratio, those without a perceived need have the lowest 

probability of using any mental health service.  In contrast, the probability of use among those 

with a perceived need varies by the income-to-poverty ratio.  Persons with a perceived need that 

live 14 times above the poverty line are most likely to use services than those at the poverty line.  

The probability of use does not change much between those who live twice, four times, and five 

times over the poverty line. 

 Lifetime MDD Sample.  Among individuals meeting diagnostic criteria for a lifetime 

MDD, statistically significant interactions emerge only for the specialty mental health services 

model.  First, education significantly modifies the effect of perceived need (see Figure 3.5).  

Once again, the probability of using specialty services is lowest when there is no perceived need, 

irrespective of the level of completed education.  However, the probability of use among those 

with a perceived need varies by educational attainment.  In particular, persons with 13 or more 

years of education and a perceived need for MHC have the highest probability of use compared 

to persons with less than 12 years of education and a perceived need.  Second, the perceived 

need by income-to-poverty ratio interaction is also significant.  Figure 3.6 plots the predicted 
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probability of using specialty services by perceived need and across the range of the income-to-

poverty ratios previously described.  In particular, individuals with a probable lifetime MDD and 

a perceived need for MHC living 14 times above the poverty line have the highest probability of 

using specialty services compared to those living at the poverty line.  The probability of using 

specialty services does not vary between persons with a perceived need who live twice, four 

times, and five times over the poverty line. 

3.4.4. Other Predictors of Services Utilization 

 Any Lifetime Mental Disorder Sample.  For all service categories, except general medical 

services, age is negatively associated with utilization: adults 65 years or older are significantly 

less likely than young adults between 18 and 29 years old to use these services (see Table 3.2).  

The age pattern is different for general medical services where increasing age is indicative of 

increasing probability of use (for the two middle age categories).  Gender is significant for two 

service use categories: specialty and medical services.  Men are less likely to use medical 

services for a mental health-related problem than women, however, the opposite effect is found 

for specialty services.  Respondents who were previously married are generally more likely to 

use any, specialty, and alternative mental health service.  Other positive predictors of services 

utilization include: the income-to-poverty ratio (specialty services), and having public insurance 

(all service types, except alternative mental health services).  Private insurance only significantly 

predicted use of general medical services. 

 Mental health characteristics also contributed to utilization of mental health services.  

Meeting past-year diagnostic criteria for multiple mental disorders, a proxy for mental health 

severity, increases the probability of utilization of any, medical, and alternative mental health 
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service, but not specialty services.  A statistically significant effect of number of past-year 

mental disorders is observed for specialty services (see Appendix 3.1), but only when perceived 

need is excluded from the model.  This suggests that the driving force of entry into specialty 

mental health services is likely not just evaluated need, but perceived need.  Other positive 

predictors of services utilization include: meeting criteria for a past-year mood (specialty and 

medical services) or substance use (specialty services only) disorder, ever been hospitalized for a 

mental health problem, lifetime suicidality (any and alternative services), and self-rated mental 

health (specialty services only).  Meeting criteria for a past-year anxiety disorder and poorer self-

rated mental health are associated with decreased probability of using alternative mental health 

services.  Self-rated physical health is not statistically significant in any of the models.  

 Lifetime MDD Sample.  Similar results are observed for individuals who have a probable 

lifetime MDD.  Age is negatively associated with specialty service utilization while age 

positively influences use of medical services (See Table 3.3).  Men are significantly less likely 

than women to use alternative mental health services; gender is not statistically significantly for 

any of the other service categories.  Previously married individuals use specialty services more 

often than married/cohabiting individuals.  Other positive predictors of service utilization 

include: employment status (specialty services), and public and private insurance.   

 As for the mental and physical health characteristics, only lifetime hospitalization 

significantly influences use of any, specialty, medical, and alternative services.  Other 

characteristics such as the number of concurrent mental disorders, type of disorder, and self-rated 

mental and physical health are not statistically significant in any of the models.  The exception is 

past-year substance use disorders: persons meeting past-year diagnostic criteria for a substance 
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use disorder are less inclined to use medical services, controlling for the study covariates 

including perceived need.  

3.4.5. Hypothesis 3:  Pathways to Mental Health Service Utilization 

 Hypothesis 1 suggests that racial/ethnic differences in perceived need may help explain 

the underutilization of mental health services among minorities.  Using the mediation procedures 

discussed in the Methods section, there is evidence of possible mediation on the part of perceived 

need for all services sectors (except alternative mental health services) in both study samples.  

First, the restricted models (presented in Appendices 3.1 and 3.2) fulfill the first condition in that 

there are statistically significant racial/ethnic differences in utilization when controlling for the 

other covariates besides perceived need.  Second, based on the analyses presented in Chapter 2, 

race/ethnicity significantly influences perceived need, satisfying the second condition of 

mediation.  Lastly, conditions three and four are met because perceived need significantly 

influences utilization of mental health services and its addition to the models reduces differences 

in utilization between non-Latino Whites and certain racial/ethnic minority groups (see Tables 

3.2 and 3.3).  However, as discussed in the previous section, perceived need is modified by 

education and the income-to-poverty index in the any mental health service (for the any probable 

lifetime disorder sample only) and specialty service sector.  Therefore, the indirect effects of 

race/ethnicity via perceived need on service use may be moderated by these factors (Hypothesis 

3).  Mediation and moderated mediation probit models were estimated in both study samples. 

Any Lifetime Mental Disorder Sample.  The results of the mediation analysis provide 

additional insight into the impact of racial/ethnic disparities on mental health service utilization.  

Table 3.4 presents the direct and indirect effects of specific racial/ethnic groups via perceived 
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need for the any mental health service and specialty services sectors.  Because SES significantly 

modified the effect of perceived need on service utilization, moderated mediation probit models 

were fitted to examine the indirect effects of race/ethnicity through perceived need for MHC as 

moderated by SES.  However, only the simple mediation results are presented because of 

insufficient power to accurately assess the indirect effects of Asians and Afro-Caribbeans in the 

moderated mediation model.  As displayed in Table 3.4, the results show that the difference in 

utilization of any mental health specialty services among Asians and non-Latino Whites is not 

statistically significant (i.e. the direct effect), but there is a significant negative total effect as a 

result of the significant negative effect that is transmitted through perceived need (i.e., specific 

indirect effect).  Thus, the underutilization of any and specialty mental health services among 

Asians with a probable lifetime disorder relative to non-Latino Whites is in part explained by 

their lower rates of perceived need.  In contrast, the indirect effects of Afro-Caribbeans via 

perceived need are not significant.  

Lifetime MDD Sample.  Table 3.5 provides the direct and indirect effects of 

race/ethnicity for the any, specialty, and general medical service use outcomes.  Although SES 

significantly moderated perceived need in the specialty service sector, only the simple mediation 

results are presented once again because of insufficient power to test the moderated mediation 

model.  Compared to non-Latino Whites, African Americans do not have a significant direct 

effect on any, specialty, and general medical service use, but do have a significant negative 

indirect effect via perceived need.  Thus, African Americans with a probable lifetime MDD are 

less likely to use mental health services compared to non-Latino Whites because of their lack of 

perceived need.  The specific indirect effects of Asians are only marginally significant.  Taken as 
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a whole, these results suggest significant mediation of racial/ethnic differences in use of mental 

health services through perceived need.      

3.5. Discussion 

The present study demonstrates that racial/ethnic minorities have considerably lower 

utilization rates of mental health services than non-Latino Whites, over and above 

sociodemographic, physical, and mental health characteristics.  Furthermore, these racial/ethnic 

differences in utilization are mediated by differences in perceptions of need for MHC.  Although 

SES (i.e. educational attainment and income) significantly modifies the effect of perceived on 

mental health service utilization, the mediated effect of race/ethnicity through perceived need as 

moderated by SES was not testable because of insufficient power.  Overall, the study findings 

advance our understanding of disparities in mental health services utilization and point to the 

significance of perceived need in narrowing the disparity gap.  

Starting with the any probable lifetime mood, anxiety, or substance use disorder sample, 

significant racial/ethnic differences in the use of mental health services were observed in all 

service sectors, similar to findings in other published studies (Alegría et al., 2002; Chow et al., 

2003; DHHS, 2001).  However, most of these differences in utilization did not become 

attenuated when perceived need for mental health care was added to each model, suggesting 

mediation on the part of perceived need for this sample.  Aside from low levels of perceived 

need, the significant underutilization of mental health services among African Americans and 

Latinos (only for specialty services), in particular, may be associated with unmeasured barriers 

that commonly afflict these groups such as negative beliefs and attitudes about mental health 

services (Alvidrez, 1999), stigma (Gary, 2005), and the availability of culturally relevant mental 
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health services (Aguilar-Gaxiola et al., 2012; Leong & Lau, 2001; Snowden, 2001).  The only 

difference observed for Afro-Caribbeans was in the alternative mental health services sector.  

Compared to non-Latino Whites, Afro-Caribbeans had lower probabilities of using these 

services, net of other model covariates.  One study finds that the use of complementary and 

alternative therapies (e.g., acupuncture, meditation, hypnosis, prayer, etc.) for a mental health 

problem is lower among Afro-Caribbeans when compared to African Americans; however, no 

significant differences were observed between Afro-Caribbeans and non-Latino Whites 

(Woodward et al., 2009).   

Significant moderation effects between perceived need and SES were found in the any, 

specialty, and alternative mental health services models.  The interaction between perceived need 

and education as well as perceived need and the income-to-poverty index were statistically 

significant for the any services use model.  First, educational attainment modified the effect of 

perceived need on any service utilization showing that persons who have a perceived need for 

mental health care were more responsive to their awareness of a mental health problem if they 

had high education as opposed to low education (see Figure 3.3a).  This modification of 

perceived need by education was also observed in the use of specialty and alternative mental 

health services (see Figures 3.3b and 3.3c).  A similar trend was found in the specialty services 

sector for the probable lifetime MDD sample (see Figure 3.5).  Higher educational attainment 

may help increase knowledge about common mental disorders, their etiology, and their treatment 

thereby providing the opportunity to increase recognition of a mental health problem and 

knowledge on how to access professional services for its treatment.  Furthermore, lower 

socioeconomic status is associated with higher perceived stigma (Golberstein, Eisenberg, & 
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Gollust, 2008); thus, more education may help minimize stigma associated with mental illness 

and mental health care.   

The significant perceived need by income interaction also revealed a similar trend.  

Persons with a perceived need and high incomes had higher probabilities of using any mental 

health service than those with low incomes (see Figure 3.4).  Likewise, a similar significant 

interaction was found in the specialty services sector for the probable lifetime MDD sample (see 

Figure 3.6).  A reason for this trend is that perhaps persons with a perceived need for mental 

health care at the lowest level of income may have insufficient resources to access and afford 

mental health care, leaving these individuals with unmet need.  We find that in both study 

samples approximately a quarter of persons living at the poverty line were uninsured compared 

to less than 5% of persons whose incomes were at least 14 times above the poverty line.  This 

lack of health coverage and access to mental health care may help explain their lower use of 

services despite their perceived need for care.  With the ACA underway, it will be imperative to 

see what happens to these individuals who are at the poverty line.  These individuals would be 

eligible to enroll in Medicaid (if living under 138% of the federal poverty level) barring 

exclusions due to documentation status and length of stay among permanent immigrant residents.  

If everyone at the poverty line is able to obtain coverage, would individuals with a perceived 

need for care continue to use mental health services less often than the high income group? Or 

would their utilization improve as a result of their increased access?   

For both interactions, the probability of using mental health services was extremely low 

among those without a perceived need across all education categories and income-to-poverty 

ratio values.  Thus, while higher education and income may provide individuals an advantage in 

seeking services (e.g., they have more mental health literacy, lower stigma, higher financial 
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resources), the lack of perceived need is a strong enough barrier to keep them away from seeking 

mental health care.  In fact, other studies demonstrate that lacking a perceived need is the 

greatest barrier to mental health care (Bauer, Chen & Alegría, 2012; Meadows, Burgess, Fossey 

& Harvey, 2000; Mojtabai et al., 2002; Mojtabai et al., 2011).  There were no significant 

interactions between perceived need and SES in the general medical services sector for any of 

the study samples.  Differences in perceived need may not be consequential to integrated models 

of primary care, for example, because individuals typically get screened for specific mental 

disorders such as depression in the primary care visit (O'Connor, Whitlock, Beil, & Gaynes, 

2009; US Preventive Services Task Force, 2009).   

In their examination of low-income minority women with depression, Nadeem and 

colleagues (2009) conjectured that the lower rates of perceived need among Black and Latina 

women as compared to White women may result in underutilization of mental health services; 

however, this hypothesis was not formally examined.  This study was able to formally test this 

mediation hypothesis and found that perceived need significantly mediated racial/ethnic 

differences in the use of mental health services for both study samples.  Specifically, the 

statistically significant negative effects of Asians and African Americans relative to non-Latino 

Whites were attenuated by perceptions of need for MHC.  The results reported in the previous 

chapter help explain why that might be the case.  Compared to non-Latino Whites, members of 

these racial/ethnic minority groups demonstrated significantly lower rates of perceived need.  

Furthermore, high stigma (Gary, 2005; Golberstein et al., 2008; Narikiyo & Kameoka, 1992), 

history of mistrust and maltreatment in the health care setting (McLean, Campbell, & Cornish, 

2003; Whaley, 2001), and negative attitudes toward mental health services (Alvidrez, 1999) may 

influence lower perceptions of need and utilization of services among these groups.  Thus, their 
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lower perceived need may lead to lower utilization of mental health services.  Lastly, despite the 

statistically significant interactions between perceived need for MHC and SES, the moderated 

mediation models in both study samples were not testable because of insufficient power to 

accurately estimate the indirect effects of Asians and African Americans.  Future studies with 

larger sample sizes should examine whether these potential moderated mediated effects. 

As for the other covariates assessed in this study, it is interesting to note that there were 

few mental health variables that affected past-year utilization in both study samples.  The 

statistically significant effects of mental health characteristics on service utilization observed in 

the restricted models (see Appendices 3.1 and 3.2) disappeared when perceived need was added 

to the full and interaction models (see Tables 3.2 and 3.3). The only significant mental health 

characteristics were having ever been hospitalized for a mental health problem and lifetime 

suicidality.  Katz et al. (1997) suggest that perceived need is more of a dominant influence on 

help-seeking than psychiatric morbidity because with a self-perceived need there is less external 

motivation for the individual to seek care.  Self-rated physical health did not significantly predict 

utilization in any of the models or study samples.  

There were some other notable findings for the other covariates in the any lifetime 

disorder sample.  First, compared to young adults (aged 18 – 29 years old) older persons (those 

aged 45 and older) were generally less likely to use mental health services, except for medical 

services.  These findings echo other studies that suggest older adults have higher unmet mental 

health needs (L. R. Fischer, Wei, Solberg, Rush, & Heinrich, 2003; Klap, Unroe, & Unutzer, 

2003). Similar to a previous study (Temkin-Greener & Clark, 1988), men in this study were 

significantly more likely than women to use specialty mental health services; the opposite effect 

was observed for general medical services.  Having public insurance was a positive and 



 

 

 124 

significant predictor of all services, except alternative mental health services, while private 

insurance only significantly predicted use in the medical setting.  The significant effect of public 

insurance may be related to the fact that Medicaid and Medicare are the most common types of 

insurance for persons with severe mental illness, thereby increasing their probability of using 

specialty mental health services (McAlpine & Mechanic, 2000).   The ACA offers states the 

option to expand Medicaid eligibility to individuals living 138% below the federal poverty level 

(KFF, 2013e).  Thus, if states decide to expand Medicaid, public insurance may open the door to 

better access to MHC, especially among those with severe mental illness.  Lastly, few of the 

aforementioned characteristics were significant in the probable lifetime MDD sample: (1) a 

similar age trend is observed for use of specialty services, except adults between 45 and 64 years 

of age were more likely to use medical services than their younger counterparts; and, (2) gender 

was not significant in any of the models, with the exception of alternative mental health services.  

Several limitations merit mention.  First, the analysis only examines racial/ethnic 

differences at the aggregate level.  There is considerable heterogeneity within racial/ethnic 

groups that may provide further detail on how perceive need translates into service utilization.  

For example, generational differences in perceived need may lead to lower utilization of mental 

health services among Asian and Latino immigrants (Bauer et al., 2012).  Second, the analysis 

does not control for social and cultural influences (aside from nativity).  Help-seeking is a very 

social process, where individuals seek the help of family members, friends, and co-workers to 

cope or obtain information about culturally accepted mental health services.  Third, analyses 

were conducted using a sample of CPES respondents who met DSM-IV lifetime diagnostic 

criteria for a mental disorder.  Given the recent release of the DSM-V, it is uncertain how 

changes to the diagnostic criteria and disorder categories will affect the study results (e.g., 
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omission of the bereavement exclusion in diagnosing a major depressive episode).  Despite these 

revisions, similar results are likely to be expected because the study focused on individuals with 

common mental disorders, many of which did not drastically change in this latest revision of the 

DSM-V manual.  Fourth, unlike other studies (Meadows, Burgess, et al., 2000; Prins et al., 2011), 

perceptions of need for MHC were examined in general terms, not specific to certain types of 

providers.  Racial/ethnic differences in perceived need may be more disparate for specific types 

of mental health services providers (e.g., psychiatric care) than others (e.g., seeing a physician, 

folk healer).  Furthermore, the category of general medical services is broad and incorporates 

several types of medical professionals; we are unable to decipher whether these professionals 

were seen in the context of the integrated primary care setting.  Lastly, although we examine 

mediated pathways, it is difficult to make causal inferences using cross-sectional data. 

Despite these limitations, the current study has a number of notable strengths, including 

the large probability sample of racial/ethnic minorities that permit generalization to the general 

U.S. population, including representative samples of understudied racial/ethnic minorities like 

Asians and Afro-Caribbeans.  Most importantly, this is one of the first investigations, to our 

knowledge, to empirically account for endogeneity bias caused by the possible presence of 

reverse causality between perceived need and service utilization.  Failing to take this bias into 

account may overestimate the effect of perceived need on mental health service utilization, 

thereby overemphasizing its mediating role in explaining racial/ethnic disparities in utilization.  

Lastly, the findings of this study point to the importance of including measures of perceived need 

in future studies that evaluate racial/ethnic disparities in services utilization.   
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3.6. Conclusion 

The ACA is anticipated to extend health coverage among the 47 million uninsured non-

elderly adults in the United States (KFF, 2013d) by reducing financial barriers to health care.  

Although this growth in coverage is expected to positively influence uninsured Latinos and 

African Americans (Clemans-Cope, Kenney, Buettgens, Carroll, & Blavin, 2012), access to 

health and mental health care alone may be insufficient to increase their use of mental health 

services.  Perceived need for mental health care is a powerful influence in the help-seeking 

process and, in certain cases, may help explain why racial/ethnic disparities underutilize mental 

health services.  Therefore, it is of great consequence to expand mental health literacy programs 

that target racial/ethnic minorities such as Asians and African Americans in order to increase 

perceived need, minimize stigma, and improve utilization of mental health services.  

Furthermore, with MHC expected to be less about stand-alone mental health providers and more 

about integration of mental health services in the primary care setting under the ACA, it is also 

important to consider how individuals, especially racial/ethnic minorities, develop a perceived 

need for specific types of services.  Future studies should examine how racial/ethnic minorities 

come to perceive a need for mental health care for specific types of services such as integrated 

primary care and evaluate whether these specific perceived needs translate into better service 

use.  The ACA will help facilitate access to mental health care for many racial/ethnic minorities, 

but without changing the way individuals think about mental health services and perceive a need 

for mental health care, these services may continue to be underutilized by racial/ethnic minorities 

who need it most.   
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3.7. Tables and Figures 

Table 3.1.  Sample Characteristics: CPES
a,b

, 2001 – 2003 

  

Full CPES 

Sample               

(N = 16,423)
b
  

Any Lifetime 

DSM-IV            

Mental Disorder                                 

(N = 6,863)
d
  

Lifetime DSM-IV 

MDD                               

(N = 2,525)
d
 

  

N or 

Mean 

(SD) or 

%
c
  

N or 

Mean 

(SD) or 

%
c
  

N or 

Mean 

(SD) or 

%
c
 

Age 44.85 (17.62)  42.51 (15.83)  42.65 (15.58) 

Male 6,793 47.4%  2,686 45.3%  800 36.2% 

Marital Status
e
 

  
 

  

 

  Married/cohabiting 8,649 58.2%  3,425 55.5%  1,212 53.0% 

Previously married 3,736 20.2%  1,668 21.2%  672 24.8% 

Never married 4,028 21.6%  1,770 23.3%  641 22.2% 

missing 10 

 
 

  

 

  Race/Ethnicity 

  
 

  

 

  Asian 2,178 4.3%  536 2.6%  204 2.7% 

Latino 3,264 11.8%  1,357 10.7%  554 11.2% 

African American 4,249 10.6%  1,745 9.6%  491 7.2% 

Afro-Caribbean 1,476 0.7%  432 0.6%  128 0.6% 

Non-Latino White 5,071 70.8%  2,793 76.5%  1,148 78.4% 

Other 185 1.8%  -- --  -- -- 

Foreign Born Nativity
e
 4,918 12.8%  1,388 8.6%  523 8.9% 

missing 69 

 
 

  

 

  Years of Education 

  
 

  

 

  < 12 yrs 3,534 18.2%  1,418 16.8%  463 16.0% 

12 yrs 4,853 31.1%  1,995 30.5%  712 28.5% 

13 - 15 yrs 4,273 26.9%  1,936 28.2%  723 29.5% 

16 or more yrs 3,763 23.9%  1,514 24.5%  627 26.0% 

Income-to-Poverty Ratio 

(1 to 17) 4.33 (3.74)  4.41 (3.79)  4.54 (4.03) 

Employment Status
e
 

  
 

  

 

  

Employed 

10,83

2 65.7%  4,497 68.6%  1,632 67.4% 

Unemployed 1,173 5.8%  503 4.8%  173 4.5% 

Not in labor force 4,391 28.5%  1,863 26.6%  720 28.1% 

missing 27 

 
 

  

 

  Public Insurance
e
 4,408 26.5%  1,830 22.0%  663 22.9% 

missing 193 

 

 

  

 

  

Private Insurance
e
 

10,58

8 74.3%  4,430 72.30%  1,638 71.7% 

missing 191 
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Table 4.1. Continued…         

 
Full CPES 

Sample               

(N = 16,423)
b
 

 Any Lifetime 

DSM-IV            

Mental Disorder                                 

(N = 6,863)
d
 

 

Lifetime DSM-IV 

MDD                               

(N = 2,525)
d
 

  

N or 

Mean 

(SD) or 

%
c
 

 N or 

Mean 

(SD) or 

%
c
 

 N or 

Mean 

(SD) or 

%
c
 

Uninsured 2,927 13.9%  1,193 14.9%  431 14.4% 

missing 191 

 

 

  

 

  No. of Past-Yr Disorders
e
 0.51 (1.22)  1.11 (1.62)  1.72 (2.06) 

missing 191 

 

 

  

 

  Past-Yr mood disorder
e
 1,561 8.5%  1,416 18.3%  1,156 42.0% 

missing 191 

 

 

  

 

  Past-Yr anxiety disorder
e
 3,156 18.2%  2,861 39.0%  999 38.9% 

missing 195 

 

 

  

 

  Past-Yr Sub. Use Disorder
e
 503 3.1%  481 7.8%  144 6.3% 

missing 1,075 

 

 

  

 

  Lifetime MH Hospitalization
e
 1,378 8.2%  1,088 14.9%  447 18.3% 

missing 860 

 

 

  

 

  Lifetime Suicidality
e
 2,662 16.2%  2,002 28.9%  1,032 43.2% 

missing 888 

 

 

  

 

  Perceived Need for MHC
e,f

 2,811 18.7%  2,252 33.3%  1,028 43.2% 

missing 1,265 

 

 

  

 

  MHS Utilization 

  

 

  

 

  Any MH Service 2,220 14.2%  1,744 26.7%  822 35.4% 

Specialty MH Services 1,179 7.4%  968 14.6%  469 19.7% 

General Medical Services 1,080 7.2%  861 13.7%  422 18.6% 

Alternative MH Services 758 4.6%  626 9.3%  284 12.3% 

 

a
  CPES = Collaborative Psychiatric Epidemiology Surveys 

b
  The full CPES sample in the table represents all National Latino and Asian American Study 

(NLAAS; n = 4,649) and National Survey of American Life (NSAL; n = 6,082) participants, and 

the Part 2 participants of the National Comorbidity Survey-Replication (n = 5,692). 

c
  Weighted mean, SD, and percentage; unweighted N. 

d
  Descriptive statistics calculated among cases with no missing data on all covariates used in the 

statistical models. 

e
  The statistics presented are based only among CPES respondents with available information 

for that specific variable. 

f
  MHC = Mental health care 
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Table 3.2.  Past-Year Mental Health Services Utilization on Race/Ethnicity, Perceived Need, and Other Study Covariates among 

Adults with a Probable Lifetime Mood, Anxiety, or Substance Use Disorder (N = 6,863): CPES, 2001 – 2003 

  

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Age Categories 

        18 - 29 yrs old 0.00 

 

0.00 

 

0.00 

 

0.00 

 30 - 44 yrs old 0.10 [-0.06,0.25] -0.04 [-0.18,0.09] 0.33
**

 [0.13,0.53] -0.07 [-0.27,0.12] 

45 - 64 yrs old -0.02 [-0.19,0.15] -0.22
*
 [-0.42,-0.02] 0.36

**
 [0.13,0.58] -0.20

*
 [-0.35,-0.04] 

65 and over -0.50
***

 [-0.78,-0.22] -0.94
***

 [-1.35,-0.53] 0.28 [-0.05,0.61] -0.44
*
 [-0.78,-0.10] 

Male -0.10 [-0.21,0.02] 0.12
*
 [0.01,0.23] -0.22

**
 [-0.35,-0.08] -0.08 [-0.24,0.09] 

Marital Status 

        Married/cohabiting 0.00 

 

0.00 

 

0.00 

 

0.00 

 Previously married 0.32
***

 [0.19,0.45] 0.41
***

 [0.21,0.60] 0.00 [-0.17,0.17] 0.23
*
 [0.05,0.40] 

Never married 0.06 [-0.10,0.22] 0.20
**

 [0.05,0.35] -0.06 [-0.27,0.16] -0.03 [-0.21,0.14] 

Race/Ethnicity 

        Non-Latino White 0.00 

 

0.00 

 

0.00 

 

0.00 

 Asian -0.12 [-0.39,0.15] -0.27 [-0.58,0.03] 0.11 [-0.18,0.41] 0.14 [-0.17,0.45] 

Latino -0.15 [-0.33,0.02] -0.25
*
 [-0.49,-0.00] -0.07 [-0.26,0.13] 0.14 [-0.10,0.37] 

African American -0.29
**

 [-0.46,-0.11] -0.26
**

 [-0.45,-0.08] -0.28
**

 [-0.45,-0.11] 0.04 [-0.16,0.25] 

Afro-Caribbean -0.34 [-0.85,0.18] -0.37 [-1.13,0.40] -0.04 [-0.68,0.59] -0.58
**

 [-0.94,-0.22] 

Foreign Born Nativity -0.06 [-0.26,0.14] 0.02 [-0.18,0.22] -0.21 [-0.44,0.03] -0.04 [-0.26,0.18] 

Years of Education 

        < 12 yrs 0.00 

 

0.00 

 

0.00 

 

0.00 

 12 yrs -0.07 [-0.27,0.14] -0.03 [-0.27,0.21] 0.00 [-0.24,0.24] 0.23 [-0.09,0.55] 

13 - 15 yrs -0.02 [-0.24,0.19] -0.04 [-0.32,0.23] -0.06 [-0.26,0.14] 0.18 [-0.17,0.54] 

16 or more yrs 0.00 [-0.24,0.23] -0.26 [-0.61,0.08] -0.18 [-0.37,0.00] 0.33 [-0.04,0.69] 

Income-to-Poverty Ratio  

(1 to 17) 0.00 [-0.02,0.02] 0.03
**

 [0.01,0.04] 0.01 [-0.01,0.03] -0.01 [-0.03,0.01] 
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Table 3.2 Continued…         

 

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Employment Status 

        Employed 0.00 

 

0.00 

 

0.00 

 

0.00 

 Unemployed 0.00 [-0.20,0.20] 0.16 [-0.04,0.37] 0.03 [-0.20,0.27] -0.18 [-0.44,0.07] 

Not in Labor Force 0.29
***

 [0.15,0.43] 0.26
***

 [0.13,0.39] 0.24
*
 [0.04,0.45] 0.04 [-0.11,0.19] 

Public Insurance  0.33
***

 [0.18,0.47] 0.30
***

 [0.14,0.46] 0.22
**

 [0.07,0.38] 0.04 [-0.17,0.25] 

Private Insurance 0.13 [-0.03,0.29] 0.03 [-0.20,0.26] 0.25
**

 [0.09,0.42] 0.07 [-0.10,0.24] 

No. of Past Yr Disorders 

        None 0.00 

 

0.00 

 

0.00 

 

0.00 

 1 0.26 [-0.02,0.54] -0.04 [-0.28,0.21] 0.09 [-0.23,0.40] 0.35
*
 [0.07,0.62] 

2 0.50
**

 [0.20,0.79] 0.02 [-0.23,0.27] 0.34
*
 [0.00,0.68] 0.48

**
 [0.19,0.78] 

3 or more 0.51
*
 [0.09,0.93] -0.04 [-0.44,0.37] 0.17 [-0.23,0.58] 0.64

**
 [0.20,1.08] 

Past Yr Mood Disorder 0.20 [-0.01,0.41] 0.33
***

 [0.14,0.52] 0.32
**

 [0.11,0.52] -0.21 [-0.45,0.02] 

Past Yr Anxiety Disorder 0.00 [-0.25,0.25] 0.19 [-0.01,0.40] 0.20 [-0.06,0.46] -0.35
**

 [-0.61,-0.09] 

Past Yr Substance Use Disorder -0.09 [-0.35,0.18] 0.33
*
 [0.05,0.60] -0.14 [-0.35,0.07] -0.13 [-0.43,0.17] 

Lifetime MH Hospitalization 0.56
***

 [0.41,0.72] 0.61
***

 [0.50,0.72] 0.19
*
 [0.03,0.34] 0.52

***
 [0.37,0.68] 

Lifetime Suicidality 0.16
*
 [0.03,0.29] 0.04 [-0.08,0.16] 0.04 [-0.10,0.19] 0.13

*
 [0.02,0.24] 

Self-Rated Mental Health
a 

0.01 [-0.08,0.11] 0.14
**

 [0.04,0.25] 0.00 [-0.13,0.12] -0.13
*
 [-0.24,-0.02] 

Self-Rated Physical Health
a 

0.04 [-0.05,0.14] -0.01 [-0.11,0.08] 0.05 [-0.06,0.16] 0.07 [-0.03,0.18] 

Perceived Need (PN) 0.76
***

 [0.36,1.15] 0.95
***

 [0.63,1.28] 1.38
***

 [0.98,1.78] 0.92
***

 [0.47,1.36] 

Interaction: PN x Education     

    PN x 12 years 0.28 [-0.01,0.58] -0.01 [-0.41,0.38] -- -- 0.11 [-0.29,0.50] 

PN x 13 to 15 years 0.29
*
 [0.00,0.57] 0.44

*
 [0.07,0.81] -- -- 0.16 [-0.24,0.56] 

PN x 16 or more years 0.43
**

 [0.13,0.74] 0.83
***

 [0.35,1.30] -- -- 0.23 [-0.20,0.66] 

Interaction: PN x Poverty 0.03
*
 [0.00,0.06] -- -- -- -- -- -- 

rho [95% CI] 0.49   [0.30, 0.64] 0.17   [-0.02, 0.35]
b
 0.23   [0.03, 0.42] 0.16   [-0.01, 0.33]

b
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*
p < .05, 

**
p < .01, 

***
p < .001 

Note:  The models were estimated using bivariate probit regressions.  All models included a flag for missing values on the self-rated 

mental health and physical health ratings (not included in table). 

a
 Responses range from 1 = “Excellent” to 5 = “Poor”. 

b
 The bivariate probit model was used instead of a standard probit model because the value of rho is marginally significant. 
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Table 3.3.  Past-Year Mental Health Services Utilization on Race/Ethnicity, Perceived Need, and Other Study Covariates among 

Adults with a Probable Lifetime Major Depressive Disorder (N = 2,525): CPES, 2001 – 2003 

  

I. Any Mental Health 

Service 

II. Specialty Mental 

Health Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Age Categories 

        18 - 29 yrs old 0.00 

 

0.00 

 

0.00 

 

0.00 

 30 - 44 yrs old 0.07 [-0.19,0.32] -0.06 [-0.28,0.16] 0.26 [-0.01,0.52] 0.03 [-0.27,0.33] 

45 - 64 yrs old 0.13 [-0.12,0.37] -0.26
*
 [-0.50,-0.01] 0.43

**
 [0.15,0.72] 0.04 [-0.20,0.28] 

65 and over -0.39 [-0.84,0.06] -0.92
***

 [-1.43,-0.41] 0.08 [-0.34,0.51] 0.00 [-0.60,0.60] 

Male 0.00 [-0.21,0.21] 0.14 [-0.05,0.33] -0.11 [-0.29,0.08] -0.24
*
 [-0.46,-0.01] 

Marital Status 

        Married/cohabiting 0.00 

 

0.00 

 

0.00 

 

0.00 

 Previously married 0.16 [-0.02,0.33] 0.22
*
 [0.03,0.41] 0.00 [-0.18,0.18] 0.20 [-0.06,0.47] 

Never married 0.11 [-0.09,0.31] 0.20 [-0.05,0.45] -0.09 [-0.37,0.19] -0.11 [-0.37,0.16] 

Race/Ethnicity 

        Non-Latino White 0.00 

 

0.00 

 

0.00 

 

0.00 

 Asian -0.10 [-0.57,0.36] -0.54 [-1.09,0.01] 0.35 [-0.08,0.79] -0.02 [-0.48,0.44] 

Latino -0.14 [-0.44,0.16] -0.31 [-0.70,0.08] 0.19 [-0.06,0.44] 0.06 [-0.29,0.40] 

African American -0.11 [-0.38,0.16] -0.20 [-0.50,0.09] -0.20 [-0.47,0.06] 0.23 [-0.04,0.49] 

Afro-Caribbean -0.38 [-1.20,0.43] -0.49 [-1.13,0.16] 0.22 [-0.76,1.20] -0.53
*
 [-1.06,-0.01] 

Foreign Born Nativity 0.07 [-0.27,0.40] 0.27 [-0.16,0.69] -0.18 [-0.49,0.13] 0.04 [-0.33,0.41] 

Years of Education 

        < 12 yrs 0.00 

 

0.00 

 

0.00 

 

0.00 

 12 yrs -0.08 [-0.39,0.23] 0.13 [-0.59,0.85] -0.14 [-0.48,0.20] 0.06 [-0.27,0.39] 

13 - 15 yrs -0.06 [-0.35,0.24] 0.23 [-0.32,0.79] -0.13 [-0.38,0.12] 0.19 [-0.18,0.56] 

16 or more yrs 0.08 [-0.22,0.39] 0.01 [-0.57,0.59] -0.22 [-0.51,0.07] 0.29 [-0.10,0.68] 

Income-to-Poverty Ratio 

(1 to 17) 0.01 [-0.01,0.03] -0.03 [-0.07,0.01] -0.01 [-0.04,0.02] 0.00 [-0.03,0.03] 
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Table 3.3 Continued…         

 

I. Any Mental Health 

Service 

II. Specialty Mental 

Health Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

Employment Status 

        Employed 0.00 

 

0.00 

 

0.00 

 

0.00 

 Unemployed 0.05 [-0.27,0.38] 0.22 [-0.07,0.50] 0.17 [-0.14,0.48] -0.25 [-0.69,0.19] 

Not in Labor Force 0.25 [-0.01,0.51] 0.30
**

 [0.09,0.51] -0.01 [-0.26,0.24] 0.01 [-0.21,0.23] 

Public Insurance 0.29
*
 [0.04,0.53] 0.33

***
 [0.14,0.51] 0.34

**
 [0.09,0.59] -0.10 [-0.39,0.19] 

Private Insurance 0.24
*
 [0.04,0.45] 0.07 [-0.13,0.28] 0.32

*
 [0.04,0.60] 0.07 [-0.18,0.32] 

No. of Past Yr Disorders  0.02 [-0.10,0.14] 0.07 [-0.01,0.15] 0.06 [-0.05,0.16] 0.01 [-0.09,0.11] 

Past Yr Mood Disorder 0.23 [-0.11,0.57] 0.09 [-0.12,0.30] 0.28 [-0.06,0.62] 0.01 [-0.39,0.40] 

Past Yr Anxiety Disorder -0.04 [-0.33,0.25] -0.04 [-0.28,0.19] 0.07 [-0.18,0.33] -0.17 [-0.44,0.10] 

Past Yr Substance Use Disorder -0.09 [-0.49,0.31] 0.28 [-0.05,0.61] -0.56
*
 [-1.01,-0.10] 0.04 [-0.35,0.43] 

Lifetime MH Hospitalization 0.55
***

 [0.32,0.77] 0.52
***

 [0.29,0.75] 0.31
***

 [0.14,0.48] 0.50
***

 [0.28,0.73] 

Lifetime Suicidality 0.04 [-0.14,0.22] 0.04 [-0.14,0.23] -0.13 [-0.32,0.07] 0.13 [-0.09,0.34] 

Self-Rated Mental Health
a 

0.00 [-0.16,0.16] 0.08 [-0.07,0.24] -0.03 [-0.18,0.13] -0.13 [-0.28,0.01] 

Self-Rated Physical Health
a
 -0.07 [-0.21,0.08] -0.07 [-0.20,0.05] 0.01 [-0.12,0.14] 0.02 [-0.13,0.17] 

Perceived Need (PN) 2.08
***

 [1.88,2.28] 1.00
***

 [0.44,1.56] 1.67
***

 [1.44,1.90] 1.30
***

 [1.03,1.57] 

Interaction: PN x Education         

PN x 12 years   0.04 [-0.80,0.87]     

PN x 13 to 15 years   0.28 [-0.37,0.93]     

PN x 16 or more years   0.60 [-0.15,1.34]     

Interaction: PN x Poverty -- -- 0.07
**

 [0.02,0.12] -- -- -- -- 
 

*
p < .05, 

**
p < .01, 

***
p < .001 

Note:  The models were estimated using bivariate probit regressions.  All models included a flag for missing values on the self-rated 

mental health and physical health ratings (not included in table). 

a
 Responses range from 1 = “Excellent” to 5 = “Poor”. 
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Table 3.4.  Direct, Indirect, and Total Effects of Race/Ethnicity on Past-Year Mental Health 

Service Utilization Via Perceived Need among Adults with a Probable Lifetime Mood, Anxiety, 

or Substance Use Disorder 

  Race/Ethnicity 

  
Asian Latino 

African 

American 

Afro-

Caribbean 

 Est. (SE) Est. (SE) Est. (SE) Est. (SE) 

I: Any Mental Health 

Service     

Total Effect -.63 (.30)
*
 -.28 (.21)

 
-.62 (.22)

** 
-.77 (.49) 

Direct Effect .24 (26) -.22 (.19) -.59 (.17)
** 

-.39 (.40) 

Specific Indirect Effect  -.86 (.27)
**

 -.06 (.18) -.04 (.14) -.38 (.36) 

     

II. Specialty Mental 

Health Services 
    

Total Effect -.54 (.21)
*
 -.29 (.16)

a
 -.55 (.19)

**
 -.69 (.41)

a 

Direct Effect -.02 (.23) -.26 (19) -.54 (.16)
*
 -.46 (.34) 

Specific Indirect Effect  -.51 (.16)
**

 -.03 (.11) -.02 (.08) -.24 (.21) 

 
    

Note: Referent category is non-Latino White.  Models control for SES, demographic, mental 

health, and physical health characteristics and insurance status.  The model also includes a flag 

for missing values on the self-rated mental health and physical health ratings. 

*
p < .05. 

**
p < .01. 

***
p < .001;  

a
 Marginally significant, p < .10.  
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Table 3.5.  Direct, Indirect, and Total Effects of Race/Ethnicity on Past-Year Mental Health 

Service Utilization Via Perceived Need among Adults with a Probable Lifetime Major 

Depressive Disorder 

  Race/Ethnicity 

  
Asian Latino 

African 

American 

Afro-

Caribbean 

 Est. (SE) Est. (SE) Est. (SE) Est. (SE) 

I: Any Mental Health Service 
    

Total Effect -.53 (.35) -.22 (.24) -.52 (.25)
* 

-.63 (.62) 

Direct Effect -.05 (.36) -.22 (.25) -.01 (.20) -.16 (.46) 

Specific Indirect Effect -.48 (.30) -.01 (.23) -.51 (.19)
** 

-.47 (.52) 

     

II. Specialty Mental Health 

Services 
    

Total Effect -.83 (.31)
**

 -.33 (.22) -.43 (.20)
*
 -.63 (.49) 

Direct Effect -.53 (.29)
a 

-.33 (.24) -.14 (.19) -.30 (.34) 

Specific Indirect Effect -.30 (.17)
a 

-.01 (.14) -.29 (.11)
**

 -.33 (.31) 

 
    

III: General Medical 

Services 
        

Total Effect .18 (.27) .21 (.19) -.44 (.19)
*
 -.01 (.61) 

Direct Effect .52 (.29)
a 

.21 (.21) -.11 (.20) .24 (.53) 

Specific Indirect Effect -.34 (.19)
a
 -.01 (.15) -.32 (.12)

**
 -.25 (.34) 

 
    

Note: Referent category is non-Latino White.  Models control for SES, demographic, mental 

health, and physical health characteristics and insurance status. The model also includes a flag 

for missing values on the self-rated mental health and physical health ratings. 

*
p < .05. 

**
p < .01. 

***
p < .001;  

a
 Marginally significant, p < .10. 
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Figure 3.3.  Probability of Past-Year Utilization of Any Mental Health (3.3a), Specialty Mental 

Health (3.3b), and Alternative Mental Health (3.3c) Services by Perceived Need and Years of 

Education: Adults with Any Probable Lifetime Mental Disorder, CPES, 2001 – 2003 
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Note: Perceived need is a dichotomous variable.  The lines connecting “No, Perceived Need” 

with “Yes, Perceived Need” for each education group are just meant to illustrate the change in 

predicted probability. 
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Figure 3.4.  Probability of Past-Year Utilization of Any Mental Health Service by Perceived 

Need and Multiple Levels of the Income-to-Poverty Ratio: Adults with Any Probable Lifetime 

Mental Disorder, CPES, 2001 – 2003 

 

 

Note: Perceived need is a dichotomous variable.  The lines connecting “No, Perceived Need” 

with “Yes, Perceived Need” for each education group are just meant to illustrate the change in 

predicted probability. 
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Figure 3.5.  Probability of Past-Year Utilization of Specialty Mental Health Services by 

Perceived Need and Years of Education: Adults with Any Probable Lifetime Major Depressive 

Disorder, CPES, 2001 – 2003 

 

 

Note: Perceived need is a dichotomous variable.  The lines connecting “No, Perceived Need” 

with “Yes, Perceived Need” for each education group are just meant to illustrate the change in 

predicted probability. 
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Figure 3.6.  Probability of Past-Year Utilization of Specialty Mental Health Services by 

Perceived Need and Multiple Levels of the Income-to-Poverty Ratio: Adults with Any Probable 

Lifetime Major Depressive Disorder, CPES, 2001 – 2003 

 

 

Note: Perceived need is a dichotomous variable.  The lines connecting “No, Perceived Need” 

with “Yes, Perceived Need” for each education group are just meant to illustrate the change in 

predicted probability. 
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3.8. Appendix 

 

Appendix 3.1.  Past-Year Services Utilization on Race/Ethnicity and the Study Covariates (except Perceived Need) among Adults 

with any Probable Lifetime Mood, Anxiety, or Substance Use Disorder 

  

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Age Categories 

        18 - 29 yrs old 0.00 

 

0.00 

 

0.00 

 

0.00 

 30 - 44 yrs old 0.07 [-0.06,0.21] -0.04 [-0.16,0.08] 0.26
**

 [0.08,0.45] -0.06 [-0.25,0.13] 

45 - 64 yrs old -0.06 [-0.22,0.09] -0.20
*
 [-0.39,-0.01] 0.24

*
 [0.04,0.45] -0.24

**
 [-0.40,-0.08] 

65 and over -0.60
***

 [-0.85,-0.35] -0.96
***

 [-1.31,-0.62] 0.00 [-0.31,0.31] -0.61
***

 [-0.95,-0.27] 

Male -0.21
***

 [-0.30,-0.11] -0.04 [-0.14,0.06] -0.30
***

 [-0.41,-0.19] -0.17
*
 [-0.31,-0.02] 

Marital Status 

        Married/cohabiting 0.00 

 

0.00 

 

0.00 

 

0.00 

 Previously married 0.32
***

 [0.20,0.44] 0.43
***

 [0.25,0.62] 0.08 [-0.08,0.24] 0.27
***

 [0.12,0.42] 

Never married 0.04 [-0.10,0.17] 0.17
*
 [0.04,0.29] -0.05 [-0.24,0.14] -0.05 [-0.21,0.12] 

Race/Ethnicity 

        Non-Latino White 0.00 

 

0.00 

 

0.00 

 

0.00 

 Asian -0.32
**

 [-0.55,-0.09] -0.41
**

 [-0.67,-0.15] -0.12 [-0.38,0.13] -0.06 [-0.34,0.22] 

Latino -0.15 [-0.31,0.01] -0.24
*
 [-0.44,-0.03] -0.08 [-0.25,0.09] 0.08 [-0.14,0.31] 

African American -0.34
***

 [-0.49,-0.19] -0.36
***

 [-0.53,-0.18] -0.33
***

 [-0.48,-0.18] -0.08 [-0.28,0.13] 

Afro-Caribbean -0.43
*
 [-0.82,-0.04] -0.48 [-1.09,0.13] -0.19 [-0.72,0.34] -0.65

***
 [-0.97,-0.33] 

Foreign Born Nativity -0.07 [-0.26,0.12] -0.03 [-0.24,0.17] -0.19 [-0.41,0.03] -0.08 [-0.27,0.12] 

Years of Education 

        < 12 yrs 0.00 

 

0.00 

 

0.00 

 

0.00 

 12 yrs 0.06 [-0.09,0.22] -0.04 [-0.20,0.12] 0.01 [-0.20,0.21] 0.26
*
 [0.05,0.48] 

13 - 15 yrs 0.15 [-0.06,0.36] 0.27
*
 [0.04,0.49] 0.01 [-0.17,0.19] 0.29

*
 [0.06,0.53] 

16 or more yrs 0.31
**

 [0.09,0.52] 0.42
***

 [0.19,0.65] -0.04 [-0.22,0.13] 0.51
***

 [0.25,0.76] 



 

 

 142 

 

Appendix 3.1 Continued…         

 

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Income-to-Poverty Ratio 

(1 to 17) 0.02
*
 [0.00,0.03] 0.03

***
 [0.01,0.04] 0.01 [-0.01,0.03] -0.01 [-0.03,0.01] 

Employment Status 

        Employed 0.00 

 

0.00 

 

0.00 

 

0.00 

 Unemployed -0.01 [-0.18,0.16] 0.12 [-0.07,0.32] 0.02 [-0.18,0.22] -0.17 [-0.41,0.06] 

Not in Labor Force 0.26
***

 [0.14,0.38] 0.25
***

 [0.14,0.36] 0.24
**

 [0.06,0.42] 0.06 [-0.09,0.22] 

Public Insurance 0.32
***

 [0.18,0.45] 0.33
***

 [0.19,0.46] 0.26
**

 [0.10,0.42] 0.11 [-0.08,0.29] 

Private Insurance 0.11 [-0.05,0.27] 0.01 [-0.22,0.24] 0.25
**

 [0.08,0.42] 0.06 [-0.11,0.24] 

No. of Past Yr Disorders 

        None 0.00 

 

0.00 

 

0.00 

 

0.00 

 1 0.40
**

 [0.15,0.64] 0.17 [-0.07,0.40] 0.29 [-0.02,0.60] 0.49
**

 [0.19,0.79] 

2 0.71
***

 [0.46,0.95] 0.35
**

 [0.13,0.57] 0.63
***

 [0.32,0.93] 0.71
***

 [0.45,0.96] 

3 or more 0.79
***

 [0.47,1.11] 0.36
*
 [0.02,0.70] 0.55

**
 [0.21,0.88] 0.90

***
 [0.52,1.29] 

Past Yr Mood Disorder 0.23
*
 [0.02,0.43] 0.34

***
 [0.15,0.53] 0.34

***
 [0.14,0.53] -0.14 [-0.34,0.07] 

Past Yr Anxiety Disorder 0.02 [-0.17,0.21] 0.16 [-0.02,0.34] 0.18 [-0.04,0.41] -0.31
**

 [-0.53,-0.09] 

Past Yr Substance Use Disorder -0.10 [-0.32,0.12] 0.23
*
 [0.01,0.46] -0.13 [-0.30,0.04] -0.13 [-0.39,0.14] 

Lifetime MH Hospitalization 0.46
***

 [0.32,0.60] 0.54
***

 [0.44,0.64] 0.21
**

 [0.06,0.36] 0.49
***

 [0.34,0.65] 

Lifetime Suicidality 0.25
***

 [0.14,0.36] 0.17
**

 [0.06,0.27] 0.15
*
 [0.01,0.29] 0.21

***
 [0.13,0.28] 

Self-Rated Mental Health
a 

0.10
*
 [0.01,0.20] 0.20

***
 [0.11,0.30] 0.10 [-0.01,0.21] -0.05 [-0.13,0.04] 

Self-Rated Physical Health
a 

0.01 [-0.08,0.09] -0.03 [-0.12,0.06] 0.02 [-0.07,0.12] 0.03 [-0.06,0.13] 
 

*
p < .05, 

**
p < .01, 

***
p < .001; 

a
 Responses range from 1 = “Excellent” to 5 = “Poor” 

Note:  The restricted models were estimated using standard probit regressions.  All models included a flag for missing values on the 

self-rated mental health and physical health ratings (not included in table). 
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Appendix 3.2.  Past-Year Services Utilization on Race/Ethnicity and the Study Covariates (except Perceived Need) among Adults 

with a Probable Lifetime Major Depressive Disorder 

 

  

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Age Categories 

        18 - 29 yrs old 0.00 

 

0.00 

 

0.00 

 

0.00 

 30 - 44 yrs old 0.12 [-0.12,0.36] 0.02 [-0.18,0.21] 0.27
*
 [0.04,0.49] 0.05 [-0.25,0.36] 

45 - 64 yrs old -0.03 [-0.25,0.19] -0.28
*
 [-0.53,-0.03] 0.30

*
 [0.05,0.55] -0.08 [-0.33,0.18] 

65 and over -0.70
**

 [-1.11,-0.29] -1.00
***

 [-1.53,-0.46] -0.22 [-0.60,0.16] -0.29 [-0.83,0.25] 

Male -0.11 [-0.30,0.08] 0.02 [-0.18,0.22] -0.18 [-0.35,0.00] -0.26
**

 [-0.45,-0.07] 

Marital Status 

        Married/cohabiting 0.00 

 

0.00 

 

0.00 

 

0.00 

 Previously married 0.26
**

 [0.10,0.43] 0.28
**

 [0.08,0.49] 0.11 [-0.05,0.27] 0.28
*
 [0.06,0.49] 

Never married -0.04 [-0.22,0.13] 0.08 [-0.14,0.30] -0.17 [-0.41,0.07] -0.17 [-0.43,0.09] 

Race/Ethnicity 

        Non-Latino White 0.00 

 

0.00 

 

0.00 

 

0.00 

 Asian -0.28 [-0.63,0.07] -0.58
*
 [-1.06,-0.10] 0.12 [-0.24,0.48] -0.18 [-0.57,0.21] 

Latino -0.11 [-0.34,0.12] -0.23 [-0.56,0.09] 0.14 [-0.08,0.35] 0.01 [-0.29,0.32] 

African American -0.26
*
 [-0.48,-0.04] -0.31

*
 [-0.58,-0.04] -0.29

*
 [-0.53,-0.06] 0.09 [-0.16,0.33] 

Afro-Caribbean -0.37 [-1.09,0.35] -0.49 [-1.24,0.26] 0.13 [-0.76,1.02] -0.54
*
 [-1.02,-0.07] 

Foreign Born Nativity -0.14 [-0.40,0.12] 0.06 [-0.30,0.42] -0.30
*
 [-0.56,-0.05] -0.06 [-0.38,0.25] 

Years of Education 

        < 12 yrs 0.00 

 

0.00 

 

0.00 

 

0.00 

 12 yrs 0.02 [-0.25,0.28] 0.18 [-0.18,0.54] -0.06 [-0.36,0.24] 0.06 [-0.24,0.35] 

13 - 15 yrs 0.08 [-0.15,0.30] 0.44
***

 [0.21,0.67] -0.01 [-0.21,0.19] 0.22 [-0.13,0.56] 

16 or more yrs 0.33
*
 [0.07,0.60] 0.62

***
 [0.32,0.93] 0.01 [-0.27,0.29] 0.38 [-0.01,0.78] 

Income-to-Poverty Ratio 

(1 to 17) 0.01 [-0.01,0.04] 0.03
**

 [0.01,0.05] -0.01 [-0.04,0.02] 0.00 [-0.03,0.03] 
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Appendix 3.2 Continued…         

  

I. Any Mental Health 

Service 

II. Specialty Mental Health 

Services 

III. General Medical 

Services 

IV. Alternative Mental 

Health Services 

 beta 95% CI beta 95% CI beta 95% CI beta 95% CI 

Employment Status 

        Employed 0.00 

 

0.00 

 

0.00 

 

0.00 

 Unemployed 0.02 [-0.30,0.34] 0.19 [-0.10,0.48] 0.09 [-0.22,0.40] -0.24 [-0.67,0.20] 

Not in Labor Force 0.18 [-0.03,0.39] 0.25
*
 [0.04,0.46] -0.03 [-0.24,0.19] -0.01 [-0.22,0.20] 

Public Insurance 0.35
**

 [0.10,0.60] 0.38
**

 [0.15,0.60] 0.38
**

 [0.16,0.61] 0.00 [-0.28,0.29] 

Private Insurance 0.19 [-0.00,0.38] 0.05 [-0.15,0.24] 0.30
*
 [0.03,0.57] 0.08 [-0.15,0.32] 

No. of Past Yr Disorders 0.04 [-0.07,0.15] 0.07 [-0.01,0.15] 0.05 [-0.05,0.15] 0.01 [-0.08,0.10] 

Past Yr Mood Disorder 0.61
***

 [0.30,0.93] 0.38
***

 [0.17,0.59] 0.62
***

 [0.29,0.95] 0.34 [-0.03,0.71] 

Past Yr Anxiety Disorder 0.26 [-0.00,0.52] 0.14 [-0.09,0.37] 0.28
*
 [0.02,0.53] 0.03 [-0.20,0.25] 

Past Yr Substance Use Disorder -0.03 [-0.38,0.31] 0.28 [-0.03,0.59] -0.41 [-0.85,0.02] 0.10 [-0.24,0.44] 

Lifetime MH Hospitalization 0.53
***

 [0.33,0.74] 0.50
***

 [0.32,0.69] 0.37
***

 [0.20,0.53] 0.54
***

 [0.30,0.77] 

Lifetime Suicidality 0.23
**

 [0.08,0.38] 0.19
*
 [0.02,0.36] 0.02 [-0.15,0.19] 0.20

*
 [0.04,0.37] 

Self-Rated Mental Health
a 

0.14
*
 [0.01,0.28] 0.16

*
 [0.03,0.30] 0.09 [-0.05,0.23] -0.05 [-0.18,0.07] 

Self-Rated Physical Health
a 

-0.09 [-0.21,0.04] -0.09 [-0.22,0.03] -0.01 [-0.12,0.10] 0.00 [-0.15,0.16] 

 

*
p < .05, 

**
p < .01, 

***
p < .001 

Note:  The restricted models were estimated using standard probit regressions.  All models included a flag for missing values on the 

self-rated mental health and physical health ratings (not included in table). 

a
 Responses range from 1 = “Excellent” to 5 = “Poor”.
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CHAPTER 4 

 

 

RACE/ETHNICITY, PERCEIVED NEED FOR MENTAL HEALTH CARE,  

AND ROLE IMPAIRMENTS 
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4.1. Abstract 

Objective:  Despite demonstrating lower or similar prevalence of mental disorders to non-Latino 

Whites, racial/ethnic minorities demonstrate worse functional impairments and disability (e.g., 

unable to work due to mental health, worse psychosocial functioning).  The current study 

examined racial/ethnic differences in role impairments and explored whether perceived need for 

mental health care (MHC) helps explain racial/ethnic differences in impairment.  We 

hypothesized that perceived need would be indirectly related to frequent days with role 

limitations through mental health care utilization, and that this indirect effect would be weaker 

among racial/ethnic minorities than non-Latino Whites. 

Methods:  Data are from the 2001–2003 Collaborative Psychiatric Epidemiology Surveys.  The 

major racial/ethnic groups examined included: non-Latino Whites, Asians, Latinos, African 

Americans, and Afro-Caribbeans.  In addition to standard probit regressions, bivariate probit 

regressions that account for endogeneity bias due to selection were performed on the outcomes, 

frequent days with role limitations (i.e., having at least 8 or more days with limitations in the past 

month) due to general, mental, and physical health.  The models were estimated among two 

study samples: (1) respondents with a probable lifetime mood, anxiety, or substance use 

disorder; and (2) respondents with a probable lifetime major depressive disorder (MDD).  

Results:  Nearly one in five individuals with any probable lifetime mental disorder reported 

frequent days with role limitations over the past month, with these rates being highest among 

respondents with a probable lifetime MDD.  In general, racial/ethnic minorities, particularly 

African Americans and Afro-Caribbeans, were significantly more likely to experience frequent 

days with role limitations than non-Latino Whites.  There was no support for our hypothesis that 
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perceived need is indirectly linked to frequency of role limitations nor did we find a modifying 

effect of perceived need by race/ethnicity in either of the study samples. 

Conclusion:  The study points to significant differences in role impairment among racial/ethnic 

minorities that are unexplained by differences in patient’s perceived need and utilization of 

mental health services.  This suggests that unobserved factors related to the provision, 

distribution, and delivery of mental health services (e.g., workforce diversity, receipt of poorer 

quality MHC, etc.) may loom large in explaining racial/ethnic disparities in role impairments.  

Efforts to improve access to and quality of mental health services may be key to improving 

racial/ethnic disparities in role impairments.   

 

4.2. Introduction 

The underutilization of mental health services by racial/ethnic minorities compared to 

non-Latino whites, as illustrated in Chapter 3 and in previous studies (e.g., Alegría et al., 2002; 

DHHS, 2001; Neighbors et al., 2007), is problematic because untreated mental disorders can lead 

to substantial burden and morbidity (e.g., Goetzel et al., 2003; Hays et al., 1995; Kessler et al., 

2008; McKenna et al., 2005).  Untreated disorders are associated with decreased productivity and 

earnings (e.g., Goetzel et al., 2003; Kessler et al., 2008), premature death (e.g., McKenna et al., 

2005), homelessness (e.g., Fischer & Breakey, 1991; Folsom et al., 2005), and increased 

disability (e.g., Alonso et al., 2011; Buist-Bouwman et al., 2008; Scott et al., 2009).  Although 

few studies have examined the direct and indirect consequences of mental illness by 

race/ethnicity, the Surgeon General suggests that the high degree of unmet need and receipt of 

poor-quality mental health services among racial/ethnic minorities place them at risk of greater 
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burden of health (i.e., increased risk of disability) (DHHS, 2001).  Thus, the underutilization of 

mental health services and the lack of access to quality mental health care common among 

racial/ethnic minorities may negatively characterize their mental health with greater severity and 

impairment and lower overall quality of life. 

As demonstrated in the previous two chapters, perceptions of need for mental health care 

(MHC) play a key role in shaping the early stages of the mental illness careers of racial/ethnic 

minorities.  First, perceived need for care is less common among racial/ethnic minorities with a 

probable clinical need for MHC than non-Latino Whites, and these differences are possibly due 

to dissimilarities in the correlates of perceived need (see Chapter 2).  Second, these differences in 

perceived need partially explain why certain racial/ethnic groups use mental health services less 

often than non-Latino Whites, controlling for socioeconomic status, health insurance, mental and 

physical health, and demographic characteristics (see Chapter 3).  In this last study, the focus is 

to understand how perceived need for MHC affects racial/ethnic differences in role impairments.  

For example, perceived need for care may influence recovery of mental illness by reducing 

treatment dropout and reinforcing treatment compliance (e.g., Katz et al., 1997; Shen, McLellan, 

& Merrill, 2000).  However, research on perceived need typically focus only on examining its 

impact on help-seeking behaviors, including utilization and retention of mental health services 

and treatment, and not on outcomes.   

Among studies that examine the link between perceived need and outcomes, most have 

focused on outcomes associated with symptoms of mental illness and not necessarily other 

aspects related to recovery.  Recovery from mental illness is not solely the absence of disorder or 

symptoms, but also emphasizes the need to ameliorate impairment associated with mental illness 

(Anthony, 1993).  In other words, recovery is the desire to improve health by regaining a sense 
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of normalcy and functioning.  In thinking about how perceived need may aid in the recovery of 

mental illness among racial/ethnic minorities, it is important to consider factors relating to 

functioning and impairment.  Therefore, the current study examines racial/ethnic differences in 

role impairment and explores perceived need for MHC as a possible mechanism for explaining 

these disparities.  

4.2.1. Understanding Racial/Ethnic Disparities in Mental Health-Related Impairment 

 Little research has been devoted to understanding how functional impairments among 

individuals with mental illness vary across race/ethnicity.  Although the overall prevalence of 12-

month major depressive disorder is similar among African Americans, Afro-Caribbeans, and 

non-Latino Whites alike, one study found that both African Americans and Afro-Caribbeans 

rated their depression as more severe and disabling than non-Latino Whites (Williams, González, 

et al., 2007).  Additionally, both groups reported more days out of role (i.e. being unable to work 

or carry out normal activities) than their white counterparts.  Similarly, both Latinos and African 

Americans with anxiety disorders were found to have worse global psychosocial functioning 

(e.g., related to employment, housework, interpersonal relationships, and recreation) and 

increased risk of disability status
9
 (for African Americans only) than non-Latino Whites (Moitra 

et al., 2014).  

These studies raise an important question: if racial/ethnic minorities demonstrate lower or 

similar prevalence of mental disorders as non-Latino Whites, why do they demonstrate worse 

functional impairments?  Racial/ethnic differences in functional impairments may be due to a 

multitude of demographic, psychosocial, and clinical characteristics, including: socioeconomic 

                                                 
9
 Moitra and colleagues (2014) define disability status as meeting federal governmental 

guidelines for receipt of disability benefits.  
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status (Moitra et al., 2014; Williams, Yu, & Jackson, 1997), perceived discrimination (Gee et al., 

2006; Williams et al., 1997), delayed entry into care (Lin & Cheung, 1999; Wang, Berglund, et 

al., 2005), and receipt of poor quality mental health services (Alegría et al., 2008; Wells et al., 

2001).  Alegría et al. (2011) developed the Socio-cultural Framework for Health Services 

Disparities (SCF-HSD) to help understand the forces and structures that create disparities in 

health care and accumulate across the illness career to shape disparities in health and mortality.  

Drawing from the life course perspective, cumulative disadvantage theory, and the role of culture 

in racial/ethnic disparities, the SCF-HSD conceptualizes health disparities as resulting “from a 

dynamic illness career that links the community and treatment system experiences and routines 

that race and ethnic groups have at each stage of dealing with health illness problems” (p. 367).  

In other words, these cross-pressures between community (i.e. social forces and ties) and 

treatment systems influence inequities and health disparities at different stages of the illness 

career, not just one unique part, and accumulate over time to create an illness career of 

disadvantage.  

The framework proposes that the interface of community and treatment systems operates 

at different levels.  First, societal-level factors such as health care policies and regulations and 

the environmental context help shape systems of health care accessible to racial/ethnic 

minorities.  For example, lack of insurance is a potential mechanism for promoting health 

disparities by limiting access to care, and policies aimed at expanding health coverage may 

significantly reduce disparities in health care access.  The Patient Protection and Affordable Care 

Act (ACA; 2010) is expected to increase access to and quality of health and mental health 

services to the nation’s uninsured populations, including 7 million African American and 15 

million Latino non-elderly adults, by reducing financial barriers in obtaining health coverage 
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(KFF, 2013a).  Although expansions in health coverage are projected to reduce disparities in 

mental health services utilization for some racial/ethnic groups (Alegría et al., 2012), the 

exclusion of undocumented immigrants from participating in the Health Insurance Marketplace 

and non-emergency Medicaid will continue to affect access to care, especially for undocumented 

Latinos and Asians (Pourat, Wallace, Hadler, & Ponce, 2014; Wallace, Torres, Sadegh-Nobari, 

Pourat, & Brown, 2012; Zuckerman, Waidman, & Lawton, 2011).  Likewise, the environmental 

and social conditions in which racial/ethnic minorities live may affect health disparities by 

shaping how care is accessed.  For example, racial/ethnic disparities in MHC are larger in low-

poverty areas than high-poverty areas and the use of mental health services among minorities 

living in low-poverty areas compared to Whites is described as more coercive (Chow et al., 

2003). 

Second, the organizational level incorporates the operation of the health care 

system/provider organizations (e.g., workforce diversity, design of services for minorities) and 

the informal community system of social ties (e.g., community perceptions of health services, 

trust in service providers, neighborhood and social cohesion).  For instance, the dearth of 

bilingual mental health providers limits access to care and creates difficulties in communicating 

treatment plans to monolingual Latinos and Asians (Aguilar-Gaxiola et al., 2012; Leong & Lau, 

2001), which in turn may affect their retention in and compliance to treatment (Sue, Fujino, Hu, 

Takeuchi, & Zane, 1991).  One study demonstrates that hospitals with greater cultural 

competency have better scores on doctor-patient communication, which may help reduce 

racial/ethnic disparities in patient experiences and improve quality of care (Weech-Maldonado et 

al., 2012).  Additionally, the mismatch of MHC services to the community’s need may propagate 

mental health disparities.  For example, practice guidelines of mental health providers may not 
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incorporate cultural manifestations of mental health symptoms common among racial/ethnic 

populations (Alegría et al., 2011). 

Lastly, the individual level considers provider (e.g., race/ethnicity, attitudes towards and 

perceptions of clients, provider’s training and resources) and client characteristics aside from 

evaluative need.  For example, health care providers frequently do not adhere to evidence-based 

standards of care when treating depression among racial/ethnic minority patients, which result in 

receipt of lower quality mental health services among these groups (Alegría, Chatterji, et al., 

2008).  Furthermore, Alegría and colleagues (2011) suggest that individual characteristics (e.g., 

education, acculturation, health literacy, cultural beliefs about mental health, race/ethnicity, etc.) 

affect how racial/ethnic minorities conceptualize mental health problems and treatment, access 

specific types of mental health services, and affect their clinical encounter. 

4.2.2.  The Effect of Perceived Need on Mental Health-Related Impairment 

Taking the SCF-HSD into consideration, how would perceived need for MHC affect 

disparities in functioning and impairment?  The mental illness career model provides a general 

framework to understand the possible connection between perceived need and impairment.  Karp 

(1996) and Aneshensel (1999, 2012) acknowledge that stages of the mental illness career model 

are interconnected and take shape over the life course or over the course of the illness, making 

experiences early in the career have long-term effects throughout the course of the illness.  In the 

case of perceived need, the model suggests that developing a perceived need for MHC is key to 

initiating informal and formal help-seeking seeking behaviors.  Entry into formal care and 

successful completion of treatment may then help individuals recover from mental illness.  

However, the extent of recovery may also be indirectly influenced by perceived need.   



 

 

 153 

Acting as an individual-level influence of the SCF-HSD, perceptions of need may 

indirectly affect role impairment by influencing treatment-seeking behaviors and mental health 

care experiences.  For example, if an individual seeks mental health services, perceived need 

prior to treatment entry may help shape how these individuals engage with mental health 

providers and participate in treatment (e.g., greater compliance with treatment plans, frequent 

participation).  Thus, having a perceived need prior to entering treatment may promote better 

functioning and less impairment by encouraging treatment engagement and continuity (e.g., Shen 

et al., 2000; Sirey et al., 2005).  In contrast, the lack of self-ascribed incentive to voluntarily 

entry into treatment may prevent persons without a perceived need from complying with 

treatment modalities and may therefore reduce their likelihood of recovery (Budd, Hughes, & 

Smith, 1996; Perkins, 2002).   

 There are some studies that make these connections between perceived need and recovery 

from mental illness.  For example, in a sample of patients receiving treatment for substance use 

problems, patients with “varying” degrees of perceived need for treatment (from slight to 

extreme need) report a reduction in number of problems with drugs and alcohol at 6-month 

treatment follow-up than patients without any perceived need (Shen et al., 2000).  The authors 

contend that this reduction in substance use-related problems among those with a perceived need 

may be driven by higher motivation to complete treatment and engage in frequent treatment 

participation.  Similarly, having a perceived need prior to entering treatment has been shown to 

lower the risk of subsequent arrests and violence among public mental health services patients 

with severe mental illness (SMI) like psychosis and major depression (Elbogen et al., 2007).  The 

authors suggest that developing clinical interventions that address the patient’s perceived need 

for treatment may be valuable as a risk management strategy for clinicians treating these 
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conditions.  Such interventions may prove to be successful given a pilot intervention focusing on 

perceived barriers to mental heath care, including perceived need, was demonstrated to be useful 

in reducing depression symptoms and retaining older adults in treatment for longer periods of 

time (Sirey, Bruce, & Alexopoulos, 2005).  It is evident from these studies that perceived need 

for care may be consequential to influencing successful recovery among individuals in treatment.   

Despite these examples, no study to date has addressed whether the effects of perceived 

need on mental health outcomes such as role impairments varies by race/ethnicity.  Although 

perceived need may facilitate use of mental health services and continuity of care for 

racial/ethnic minorities, perceived need’s effect on improving role impairments, for example, 

may be overshadowed by the poor quality of MHC racial/ethnic minorities receive, on average, 

compared to non-Latino Whites.  Moreover, the lower rates of perceived need for MHC observed 

among racial/ethnic minorities compared to non-Latino Whites (as seen in Chapter 2) may lead 

to underutilization of MHC (as shown in Chapter 3), further generating unmet MHC needs.  

Therefore, the structural factors that affect access, timely receipt of mental health treatment, 

quality of care, treatment retention and participation may also disproportionately affect the role 

impairments of racial/ethnic minorities.  The SCF-HSD emphasizes that the unmet needs of 

racial/ethnic minorities accumulate and become reinforced across the mental illness career.  

Because of this cumulative unmet need for MHC, we might expect the indirect effect of 

perceived need on role impairment through previous MHC utilization to be weaker among 

racial/ethnic minorities than non-Latino Whites.    
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4.2.3. Study Aims 

The current study explores the association between perceived need for MHC and role 

impairment among individuals with a probable lifetime mental disorder, and explores how these 

relationships may vary across race/ethnicity.  Figure 4.1 illustrates a simplified diagram of the 

conceptual model.  Briefly, the model demonstrates that perceived need indirectly influences 

mental health outcomes (e.g., role impairments) through MHC utilization, and that this 

relationship may vary by race/ethnicity.  Lastly, the model suggests that societal factors, the 

organization of health care systems and communities, and provider/client characteristics also 

affect MHC utilization and mental health outcomes for racial/ethnic minorities.  Drawing from 

the SCF-HSD, the following hypotheses were tested:  

Figure 4.1.  Visual representation of the conceptual framework. 
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Hypothesis 3.1:  Racial/ethnic minorities will have worse role impairments than non-

Latino Whites. 

Hypothesis 3.2:  Perceived need for mental health care will be negatively associated 

with role impairments; however, this relationship will be attenuated by previous experiences 

with the mental health care system.  In other words, perceived need will be associated with fewer 

role impairments that are mediated at least in part by mental health services utilization, which in 

turn is predicted to reduce role impairments. 

Hypothesis 3.3:  The indirect effects of perceived need on role impairments will 

operationalize differently for racial/ethnic minorities than non-Latino Whites, with the indirect 

effects of perceived need on role impairments expected to be weaker among racial/ethnic 

minorities than non-Latino Whites because of cumulative unmet need.  

To examine these hypotheses, several empirical considerations were taken into account.  

First, Figure 4.1 points to a possible endogenous relationship between perceived need and 

health/mental health outcomes.  On the one hand, perceived need for MHC may be associated 

with better mental health outcomes (e.g., fewer role limitations or impairment) because it 

positively influences use of mental health services (represented by the dashed line from 

perceived need to the outcome in the figure).  On the other hand, it is possible for poor mental 

health outcomes (e.g., greater role limitations or impairment) to influence a person’s own 

perceived need for MHC (represented by the dashed line from the outcome to perceived need).  

For example, previous studies find a strong positive effect of disability on perceived need 

(Meadows et al., 2002; Rabinowitz, Gross, & Feldman, 1999).  Thus, when examining the 

possible indirect effects of perceived need on role impairment, we need to take into account this 
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issue of endogeneity due to reverse causality bias.  We approach this empirically by using 

bivariate probit estimation as those discussed in Chapter 3.  No other study, to our knowledge, 

has attempted to adjust for this endogeneity bias. 

Lastly, as described in Chapter 1, the mental illness careers of persons are influenced by 

the type of mental disorder (Aneshensel 1999, 2012).  While the primary analyses of the current 

study focuses on persons with any probable lifetime psychiatric disorder, sensitivity analyses 

were also conducted among individuals with a probable lifetime major depressive disorder 

(MDD) in order to determine whether the relationships posited differ by type of disorder.  

Individuals with probable lifetime MDD were selected because of the disorder’s common overall 

prevalence among the U.S. population and because of its persistent, chronic, and disabling nature 

among racial/ethnic minorities (e.g., Breslau et al., 2006; Williams, González, et al., 2007).   

4.3. Methods 

4.3.1. Data and Sample 

Similar to the studies presented in Chapters 2 and 3, the data for the current study come 

from the 2001 – 2003 Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe et al., 

2004) and restricts the study samples to: (1) respondents with any probable lifetime mental 

disorder, including any mood, anxiety, or substance use disorders (n = 7,404); and, (2) 

respondents with a probable lifetime major depressive disorder (n = 2,747; see Chapter 2 for a 

full description of the study samples).  Mental disorders were evaluated using the World Mental 

Health Survey Initiative version of the Composite International Diagnostic Interview (CIDI; 

Kessler & Merikangas, 2004).  Diagnoses were based upon criteria from the Diagnostic Manual 

of Mental Health Disorders, Fourth Edition (DSM-IV; American Psychiatric Association, 2000).  
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After dropping respondents with missing data (7.3% and 8.4%, respectively), the complete study 

samples reduced to 6,864 and 2,525 respondents, respectively.  Multiple imputation was not 

considered for these data because some scholars recommend imputation when missing data are 

more than 10% to 20% (Bennett, 2001; Little & Rubin, 2002; Peng et al., 2006).  

4.3.2. Measures 

Role Impairments.  Role impairments were operationalized as days with role limitations 

in the past 30 days using items from the World Health Organization Disability Assessment 

Schedule II (WHODAS; WHO, 2001).  Role limitations were defined as the number of days in 

the past 30 days in which the respondent (a) was completely unable to work or carry out normal 

activities (i.e., days out of role), (b) had to cut down the quantity of their work/activities, (c) had 

to reduce the quality of their work/activities (i.e., reduced role days for both “b” and “c”), and (d) 

had to apply extreme effort to perform at the usual level (i.e., extreme effort days) because of 

problems with their physical health, mental health, or use of alcohol or drugs (general health).  

Using the WHODAS II and CPES scoring guidelines, these items were added together to create 

an aggregate measure of days with role limitations, where days out of role were weighted as 1 

day, reduced role days weighted as 0.5 day, and extreme effort days as 0.25 day (responses range 

from 0 to 30).  A separate set of parallel questions asked about the number of days with role 

limitations due to mental health-related problems only.  However, the mental health-specific 

aggregate score of days with role limitations excludes days with reduced quality of 

work/activities because there was no parallel item for mental health-related problems.   

Equivalent questions for role limitations specifically due to physical health were not 

asked.  For this study, days with role limitations due to physical health problems were calculated 

by subtracting the number of mental health days from the number of general health days for each 
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respective item.  For example, if a respondent reported 10 days of no work in the past month due 

to their general health and four of those days were specific to their mental health, the remaining 

six days of no work were assumed to be due to their physical health.  If all 10 days were specific 

to poor mental health, then the respondent was coded as having zero out of role days due to poor 

physical health.  All items were summed to create an aggregate score of days with role 

limitations specific to physical health-related problems using the same weighting procedure 

previously described.  

 Because the distribution of each aggregate score was positively skewed (the mode is zero 

for all outcomes), each variable was dichotomized to specify whether the respondent experienced 

frequent days with role limitations in the past 30 days.  Similar to a previously published study 

(Fayyad et al., 2007), role limitations were dichotomized as follows: respondents who reported 

eight or more days with role limitations (including days out of role, reduced role, and extreme 

effort) were scored as 1; respondents with less than eight days were scored 0.  This threshold 

roughly represents the 80
th

 percentile of days with role limitations for each of the outcomes 

among the study samples and provides a meaningful cut-point with respect to impairment.  

Examining this cut-point among the full sample of CPES respondents, we find that those who 

reported frequent days with role limitations as opposed to those without frequent days with role 

limitations were significantly more likely to meet criteria for any 12-month mental disorder (p < 

.001) and rate their mental and physical health as poor (p < .001).  

Perceived Need for MHC.  Perceived need for MHC was measured in the same manner 

as described in Chapter 2.  Briefly, perceived need was constructed by the following criteria: (1) 

responding positively to questions about needing to see a professional because of problems with 

mental health in the past year (asked among respondents who did not use mental health services 
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in the past 12 months and all NLAAS participants); and, (2) perceived need was assumed if the 

respondent reported voluntarily using mental health services in the past year (among respondents 

who reported using mental health services in the past year).  Respondents who met either 

criterion were scored 1; those who did not perceive a need or were pressured to seek MHC were 

scored 0.   

Mental Health Care Utilization.  Variables capturing the respondent’s utilization of 

formal mental health care services included: (1) history of mental health services utilization; (2) 

retention in mental health care during the past 12 months; and, (3) use of psychiatric medications 

in the past 12 months.  First, two categorical variables were created specifying the last time the 

respondent visited a specialty mental health or general medical provider for “problems with 

emotions, mental health, or use of alcohol or drugs” (never used—referent category, used in the 

past month, used in the past 2-12 months, and used more than 12 months ago).  Similar to the 

study presented in Chapter 3, specialty mental health services were defined as seeing a 

psychiatrist, psychologist, social worker, counselor, other mental health professional, and/or used 

a mental health hotline; general medical services included seeing a medical doctor, nurse, 

occupational therapist, or other health professional.  Second, retention in mental health care was 

defined by two variables measuring the total number of visits the respondent made with any 

specialty or medical provider during the past year.  Lastly, psychiatric medication usage was 

defined as taking any psychiatric medication (e.g., anti-depressants, tranquilizers, amphetamines 

or stimulants, anti-psychotic medications) during the past year for a mental health-related 

problem (no = 0; yes = 1).  

Hypothesis 2 proposes that perceptions of need for MHC may be indirectly connected to 

frequent days with role limitations through experiences with the MHC system.  The mediating 
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variables of interest include number of visits with a specialty or medical provider and use of 

psychiatric medications.  History of mental health services utilization was included in the 

analysis only as a control variable.  It was not considered as a prospective mediator because of 

temporal incongruence with perceived need; perceived need is assessed over the past year while 

previous utilization of specialty and mental health services is assessed over the lifetime. 

 Race/Ethnicity.  The same racial/ethnic groups were examined (i.e., Non-Latino Whites, 

Asians, Latinos, African Americans, and Afro-Caribbeans). 

Mental and Physical Health Characteristics.  The analyses control for mental health 

characteristics, including: the number of concurrent past-year psychiatric diagnoses; type and 

recency of psychiatric disorder; and self-rated mental health (responses range from 1 = excellent 

to 5 = poor; missing values coded as 0).  To capture the respondent’s most recent probable 

mental disorder, three variables were created for each type of disorder (i.e., mood, anxiety, or 

substance use disorder).  Recency was defined with the following categories: (1) no history of 

disorder—referent category; (2) probable disorder in the past 30 days; (3) probable disorder in 

the past 12 months; and, (4) probable disorder more than 12 months ago.  As a proxy for physical 

health status, self-rated physical health was used (coded the same as self-rated mental health).  A 

dichotomous variable that flagged those with missing values on either the self-rated mental or 

physical health variables was included to preserve the study sample size and absorb the effect of 

those scored as 0 in each respective variable.   

Other Control Variables.  The analyses also controls for socioeconomic status, including: 

years of education, an income-to-poverty index, and employment status.  Other 

sociodemographic characteristics controlled for in this study, consist of: nativity (i.e., foreign-
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born versus U.S. born), age, gender, marital status, and insurance status.  Descriptions of these 

variables are found in Chapter 2. 

4.3.3. Statistical Analysis 

Sample design variables and sampling weights developed by Heeringa and colleagues 

(2004) were used in all analyses to correct for stratification, clustering, unequal selection 

probabilities, and nonresponse.  The STATA SE 12 survey procedures were used to calculate 

descriptive statistics and estimate the regression models to assess the study hypotheses 

(StataCorp, 2011).  

A sequential series of probit and bivariate probit regressions, to adjust for endogeneity 

bias related to selection and possible reverse causality between perceived need and role 

limitations as previously described, were performed for each dependent variable using the two 

study samples, respondents with any probable DSM-IV lifetime mental disorder and lifetime 

major depressive disorder (MDD).  The analyses included: (1) a set of restricted models that 

examined the effect of perceived need for MHC on frequent days with role limitations, 

controlling for the set of covariates previously mentioned (except for mental health care 

experiences); (2) a set of full models that added the mediators related to MHC utilization; and, 

(3) a set of interaction models that tested whether the effect of perceived need varied by 

race/ethnicity.  To determine the statistical significance of the interaction effects, the cross-

partial derivatives (i.e. marginal effects) of E(Y) with respect to perceived need and 

race/ethnicity were estimated (Norton et al., 2003).  If significant, the models from step 1 and 2 

would be re-estimated and stratified by race/ethnicity to examine whether the effect of perceived 

need differed across groups.   
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Mediation was examined using Baron and Kenny’s (1986) procedures previously 

described in Chapter 2.  For mediation to occur, the following conditions needed to be satisfied: 

(1) perceived need must be significantly associated with frequent days with role limitations in a 

reduced model that controls for the study covariates, except for the mediators (i.e. number of 

specialty and medical visits, use of psychiatric medications); (2) perceived need should predict 

the mediators, number of mental health visits and use of psychiatric medications; (3) the 

mediators must significantly predict frequent days with role limitations; and, (4) after controlling 

for the mediators, the effect of the perceived need on the outcomes (i.e., the direct effect) should 

be attenuated.  If the aforementioned conditions were met, the indirect effects were estimated in 

Mplus 6.1 with weighted least squares estimation.   

As previously discussed, it is plausible for perceived need for MHC to develop as a result 

from recent difficulty with role limitations. This reverse causality bias makes it challenging to 

examine the hypothesis that perceived need is indirectly associated with role impairment because 

we cannot determine when a respondent developed a perceived need for MHC with respect to the 

outcomes.  Therefore, bivariate probit regression models, as those described in Chapter 3, were 

performed to estimate the coefficients, controlling for endogeneity bias induced by unobserved 

differences of the endogenous regressor (i.e. perceived need).  For the selection equation of the 

bivariate probit model (i.e. the equation that predicts the probability of perceived need), the 

exclusion restriction was satisfied by a categorical variable indicating the specific survey of the 

CPES in which the respondent participated in (i.e. NCS-R, NLAAS, or NSAL) because it 

significantly predicted perceived need but not one of the outcomes (i.e. days with role limitations 

due to mental health).  The bivariate probit model results are presented only if there was 

evidence of endogeneity bias (i.e. rho ≠ 0).  
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4.4. Results 

4.4.1. Sample Characteristics 

Table 4.1 provides the sample characteristics for the full CPES sample and each of the 

study samples examined, (a) individuals meeting diagnostic criteria for any DSM-IV lifetime 

mental disorder and (b) individuals meeting criteria for a DSM-IV lifetime major depressive 

disorder (MDD).  Despite the slightly smaller sample sizes compared to those presented in 

Chapters 2 and 3, the sample distributions of the demographic and socioeconomic status 

variables are similar.
10

   

The study samples differ most from the full CPES sample in their mental health profiles 

and mental health care experiences.  In general, the majority of CPES respondents have no 

history of a mood (81%), anxiety (63%), or substance use disorder (86%); about 40% of CPES 

respondents meet criteria for a lifetime anxiety disorder, while less than 20% and 15% meet 

lifetime criteria for a mood or substance use disorder, respectively.  Among the any lifetime 

disorder sample, anxiety disorders are most prevalent with 39% of the sample meeting 12-month 

diagnostic criteria, including 8% whose most recent probable disorder occurred in the past 30 

days.  Not surprisingly, the majority of the lifetime MDD sample (42%) meet 12-month 

diagnostic criteria for a mood disorder, including nearly 15% with a recent mood disorder in the 

past 30 days.  Substance use disorders are least prevalent.  

Overall, the rates of perceived need for MHC and use of MHC are most common among 

persons with a history of mental illness.  One-third of persons with any probable lifetime 

disorder and two in five persons with a lifetime MDD perceive a need for MHC, compared to 

                                                 
10

 Descriptive statistics for the full CPES sample are described in Chapter 2. 
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less than one in five persons of the full CPES sample.  Lifetime utilization rates of specialty 

mental health services are generally higher than for general medical services.  Roughly half of 

those with any probable lifetime disorder and two-thirds of those with a probable lifetime MDD 

have ever used specialty services compared to 34% and 43%, respectively, who have ever used 

medical services for a mental health problem.  Additionally, comparing number of visits within 

the past year, specialty providers are visited more often than medical providers in both study 

samples and the full CPES sample.  Use of psychiatric medications for a mental health problem 

is generally low, although this rate is highest among individuals with a probable lifetime MDD.  

These patterns demonstrate that the majority of respondents with a history of probable mental 

illness fail to perceive a need for care and use mental health services.  

4.4.2. Racial/Ethnic Differences in Role Limitations 

 Racial/ethnic differences in frequency of days with role limitations were examined.  

Separate main effects models for each outcome are presented in Table 4.2 for the any probable 

lifetime mental disorder sample and Table 4.3 for the probable lifetime MDD sample.  

 Any Lifetime Mental Disorder Sample.  Overall, less than 20% of individuals with any 

probable lifetime mental disorder report frequent days (at least 8 or more) with role limitations 

over the past month, including days being unable to work or perform activities, having to reduce 

the quantity or quality of work/activities, and taking extreme effort to complete tasks (see Table 

4.1).  Less than 5% describe these role limitations as being specifically associated with mental 

health problems, whereas close to 11% associate them with physical health problems.  The rates 

of frequent days with role limitations also dramatically vary by race/ethnicity.  Almost one-third 

of African Americans, and Afro-Caribbeans alike, mention experiencing frequent days with role 
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limitations due to overall health problems, which is higher than the sample average and that of 

non-Latino Whites (17%; not shown in Table 4.1).  These patterns remain consistent when days 

with role limitations associated with mental health (8% and 16% versus 5%, respectively) and 

physical health (17% and 13% versus 10%, respectively) are considered.  In general, Asians and 

Latinos with any probable lifetime mental disorder experience similar or lower frequency of days 

with role limitations than non-Latinos Whites.  

 These racial/ethnic disparities in role limitations persist after controlling for 

sociodemographic characteristics, mental and physical health characteristics, perceived need, and 

MHC utilization (see Table 4.2).  Net of these factors, African Americans and Afro-Caribbeans 

are significantly more likely than non-Latino Whites to experience frequent days with role 

limitations as a result of poor overall health in the last 30 days (see Model I).  Examining the 

marginal predictive probabilities, the probability of having frequent days with role limitations is 

nine and 15 percentage points higher among African Americans and Afro-Caribbeans, 

respectively, than non-Latino Whites.  Similar patterns are observed for role limitations due to 

mental health problems, but the differences in predicted probability are smaller (by three and six 

percentage points, respectively).  Only a significant positive effect is observed for African 

Americans for the role limitations due to physical health outcome (see Model III).  The adjusted 

group differences between Asians, Latinos, and non-Latino Whites are not statistically 

significant for any of the outcomes.   

 Lifetime MDD Sample.  Compared to the any lifetime mental disorder sample, the 

unadjusted prevalence of frequent days with role limitations is higher among persons with a 

probable lifetime MDD for all categories.  About 7% relate these days with role limitations to 

problems with mental health, while close to 13% associate it with poor physical health (see Table 
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4.1).  Racial/ethnic differences in the rates of frequent days with role limitations also persist in 

this sample.  Generally speaking, both African Americans and Afro-Caribbeans demonstrate 

higher rates of frequent days with role limitations than non-Latino Whites for all outcomes (not 

shown in Table 4.1).  For example, 12% of African Americans and 25% of Afro-Caribbeans with 

a probable lifetime MDD report frequent days with limitations due to mental health problems, 

much higher than the sample average and that of non-Latino Whites (7%).  Over and above the 

model covariates, including factors relating to MHC utilization and mental and physical health 

characteristics, these differences in frequent days with role limitations due to general health and 

mental health continue to be significant (see Models I and II in Table 4.3), with the exception of 

Afro-Caribbeans in the general health outcome (Model I).  No significant racial/ethnic 

differences are observed in frequent days with role limitations due to physical health (see Model 

III).  Additionally, no differences are observed between Asians, Latinos, and non-Latino Whites 

in any of the adjusted models.       

4.4.3. Other Predictors of Role Limitations 

 Any Lifetime Mental Disorder Sample.  Other factors significantly influencing role 

limitations due to general health (see Model I in Table 4.2), include: unemployed individuals and 

those not currently in the labor force compared to the employed; number of concurrent past-year 

mental disorders; 30-day recency of any mood disorder (as compared to no history); and self-

rated physical health.  Similar patterns are observed for role limitations specifically due to 

mental health and physical health.  For role limitations due to mental health, compared to being 

uninsured, having private insurance, that is employer-based or privately purchased insurance, is 

associated with a decrease in probability of experiencing frequent days with role limitations (see 

Model II).  In contrast, having public insurance was associated with more frequent days with role 
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limitations due to general health and mental health, respectively.  Moreover, previous MHC 

utilization positively influences role limitations in that persons who used specialty and medical 

services in the past month are more likely to experience frequent days with role limitations than 

those who never used any of these services. 

 Lifetime MDD Sample.  There are similarities between the any lifetime disorder sample 

and lifetime MDD sample in the factors that influence frequent days with role limitations (see 

Table 4.3).  Factors positively associated with the outcomes for the lifetime MDD sample, 

include: employment status, self-rated mental health (Model II only), self-rated physical health 

(Models I and III only), and lifetime use of specialty (Model II only) and medical services.  

Unlike the any probable lifetime disorder sample, foreign-born persons with a probable lifetime 

MDD are less likely to experience frequent days with role limitations than their U.S. born 

counterparts, after controlling for other covariates.  This effect is not significant for role 

limitations due to mental health.  Differences also are seen across educational categories where 

high school graduates (i.e., persons with 12 years of education; see Models I and II) and 

individuals with some college (i.e., persons with 13 to 15 years; Model II only) have higher 

probability of frequent days with role limitations than those with less than high school 

educational attainment (i.e., persons with less than 12 year of education).  No effects for public 

and private health insurance are found for this sample in any of the outcomes.  

4.4.4. Mediated Effects of Perceived Need  

 For Hypothesis 2, perceived need was expected to be indirectly related to frequent days 

with role limitations via current MHC utilization.  The mediating variables of interest include 
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number of visits with a specialty or medical provider and use of psychiatric medications (all 

evaluated over the past year).  The results of the mediation analyses are discussed in this section. 

Any Lifetime Mental Disorder.  The restricted models suggest that the first condition for 

mediation is partially fulfilled for only one of the three outcomes (see Model I in Appendix 4.1).  

However, unlike the hypothesized direction, perceived need is found to increase the probability 

of experiencing frequent days with role limitations due to general health, instead of decrease.  

The bivariate probit model, which adjusts for endogeneity bias, provides a different result for 

role limitations due to mental health (Model II).  The effect of perceived need is negative, in that 

having a perceived need is associated with decreased probability of having frequent days with 

role limitations in the past month, but this effect is not significant.  The total effect of perceived 

need also is not significant for physical health-specific role limitations (Model III).  Condition 2 

is satisfied because individuals with a perceived need for MHC, on average, have three more 

visits with a specialty care provider and one more visit with a medical care provider in the past 

year than individuals without a perceived need (not shown), over and above the other covariates 

in the model. 

The mediation hypothesis, however, begins to unravel when conditions 3 and 4 are 

examined.  The only significant mediator is use of psychiatric medication (see Model I in Table 

4.2).  Condition 3 is only partially met because, although statistically significant, the effect of 

psychiatric medication usage is positive, instead of negative.  It was hypothesized that perceived 

need would decrease the probability of frequent days with role limitations by positively 

influencing treatment use and retention, which in turn would reduce the probability of 

experiencing frequent days with role limitations in the past month.  However, the observed 

directionality of the mediator in Model I of Table 4.2 is suggestive of inconsistent mediation 
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where perceived need increases use of mental health treatment and that use increases days with 

role limitations, instead of decrease.  Lastly, the direct effect of perceive need partially meets 

condition 4 because the effect of perceived need is only partially attenuated but continues to 

significantly influence frequent days with role limitations due to general health (see Model I in 

Table 4.2), after controlling for MHC utilization.  Consequently, these results do not support the 

mediation hypothesis and indirect effects could not be estimated for any of the outcomes. 

Lifetime MDD Sample.  In the reduced models (see Appendix 4.2), perceived need for 

MHC is associated with frequent days with role limitations due to mental health in the expected 

direction (see Model II), after adjusting for the other covariates and endogeneity bias.  The 

predictive marginal differences of perceived need reveal that the probability of experiencing 

frequent days with role limitations due to mental health in the past month is 13 percentage points 

lower among persons with a perceived need for MHC than those without a perceived need.  

When the mediators are added to the model (see Model II in Table 4.3), this marginal difference 

between those with and without a perceived need remains similar to the estimate of the reduced 

model and is statistically significant.  None of the mediators are significant for any of the 

outcomes.  Because conditions 3 and 4 are not met, there is no evidence in support of the 

mediation hypothesis for the probable lifetime MDD sample. 

4.4.5. Perceived Need by Race/Ethnicity Interaction 

 The last hypothesis examines whether the effect of perceived need on frequent days with 

role limitations is different for racial/ethnic minorities than non-Latino Whites.  An interaction 

with perceived need and race/ethnicity was therefore included in each model.  However, this 
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interaction was not statistically significant for any of the outcomes in both study samples.  

Therefore, the stratified analyses were not performed.  

4.5. Discussion 

This study examined racial/ethnic differences in role impairments and explored whether 

the association between perceived need for MHC and role impairments operationalized 

differently for racial/ethnic minorities than non-Latino Whites.  The results of this study suggest 

that certain racial/ethnic minority groups with a probable lifetime mental disorder are more at 

risk than non-Latino whites of having frequent days with role limitations, including days being 

unable to work or perform activities, having to reduce the quantity or quality of work/activities, 

and taking extreme effort to complete tasks.  The findings on perceived need for MHC are less 

clear, however.  It was hypothesized that perceived need would be indirectly related to frequent 

days with role limitations through MHC utilization, and that its indirect effect would be weaker 

among racial/ethnic minorities than non-Latino Whites.  However, there was no support for these 

hypotheses in either of the study samples.  Despite these findings, the study points to significant 

differences in role impairment among racial/ethnic minorities that are unexplained by differences 

in perceived need and MHC utilization.  

Net of sociodemographic characteristics, mental and physical health characteristics, and 

MHC utilization, racial/ethnic minorities, specifically African Americans and Afro-Caribbeans, 

with any probable lifetime mental disorder, including lifetime MDD, were more likely than non-

Latino Whites to experience repeated role impairments, as indexed by having eight or more days 

with role limitations in the past month.  These findings are in accordance with other empirical 

studies that find racial/ethnic differences with non-Latino Whites in psychosocial functioning 
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and days out of role (i.e., days unable to work) among persons with anxiety or depressive 

disorders (Moitra et al., 2014; Williams, González, et al., 2007).  The disparities found among 

African Americans and Afro-Caribbeans in this study may be associated with severity and 

chronicity of mental illness.  Despite their generally lower prevalence, non-Hispanic Blacks have 

higher risk of persistent mood and anxiety disorders than non-Latino Whites (Breslau et al., 

2005).  Additionally, African Americans and Afro-Caribbeans with MDD are more likely than 

non-Latino Whites to have higher chronicity of MDD and report severe impairment (Williams, 

González, et al., 2007).  With respect to self-rated health status, African Americans in the sample 

rated their physical health poorer than non-Latino Whites, which may contribute to their frequent 

role impairments.  No differences in self-rated mental health status were observed between the 

groups.  Frequent role impairments among African Americans and Afro-Caribbeans may also be 

attributed to perceived discrimination, where experiences of discrimination have been linked to 

worse physical and mental health outcomes (Gee et al., 2006; Williams & Mohammed, 2009; 

Williams et al., 1997).  Finally, although the analysis controls for previous use of specialty and 

medical services, institutionalized discrimination such as experiences of mistreatment (e.g., 

higher rates of hospitalization and misdiagnosis) and social exclusion generate mistrust of these 

providers and decrease MHC utilization (McLean et al., 2003; Snowden, Hastings, & Alvidrez, 

2009), which may then in turn perpetuate inequalities in role impairments.  Although the CPES 

measured some of these constructs, these variables were not consistently assessed across all 

surveys.  Only NLAAS and NSAL participants were asked questions about discrimination, while 

NCS-R participants were not, resulting in its exclusion from the analysis. 

Despite more persistent mood disorders (Breslau et al., 2005) and lower use of mental 

health services (Alegría et al., 2002; Alegría, Chatterji, et al., 2008) among Latinos than non-
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Latino Whites, this study did not find significant differences in frequent days with role 

limitations between these groups.  Similar results were observed among Asians.  Social networks 

and familial ties may help reduce role limitations among these groups by increasing treatment 

participation.  For example, differences in the frequency in which outpatient and inpatient mental 

health services are used among Asian, Latino, and non-Latino White public mental health service 

users diminish with family involvement (i.e., living with or supported by family) (Snowden, 

2007).  Additionally, effects for Asians and Latinos may have been non-significant because of 

possible within group differences in role limitations.  For example, several studies demonstrate 

U.S. born Latinos and Asians have higher prevalence of mental disorders than their foreign-born 

counterparts (Alegría, Canino, et al., 2008; Takeuchi, Zane, et al., 2007).  Results from the 

lifetime MDD sample suggest that foreign-born individuals experienced fewer days with role 

limitations due to general and physical health than U.S. born persons.  Thus, the non-significant 

differences between non-Latino Whites and Latinos and Asians may be due in part by the large 

proportion of foreign-born Latinos (57%) and Asians (68%) in the sample.  

Perceived need for MHC was hypothesized to indirectly lower the risk of frequent days 

with role limitations by influencing treatment utilization and retention, except the results do not 

support this mediation hypothesis.  First, the effect of perceived need was not in the expected 

direction; perceived need was found to increase the probability of experiencing frequent days 

with role limitations due to general health in both study samples (see Appendix 4.1 and 4.2).  

Second, after controlling for MHC utilization, the direct effect of perceived need remained 

positive and statistically significant in the any probable lifetime disorder sample (see Model I 

Table 4.2).  This positive effect of perceived need may be due to reverse causality bias, a form of 

endogeneity bias.  Because perceived need was assessed over the past 12 months, it was not 
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possible to determine if this need was perceived before or during the 30-day assessment period 

of the outcomes.  Bivariate probit models were able to adjust for this endogeneity bias and detect 

an effect of perceived need in the hypothesized direction for one of the outcomes, frequent days 

with role limitations due to mental health.  However, these models could not be performed for 

the other two role limitation outcomes (i.e., those due to general and physical health) because of 

the lack of a valid selection variable to detect this endogeneity bias.  Instead, exogeneity was 

assumed for those models.  Future studies on perceived need and role impairment should 

consider using selection models such as the bivariate probit model (given a valid selection 

variable) to deal with this endogeneity problem or consider assessing perceived need at different 

time points (e.g., before, during, and after treatment).   

Lastly, the mediators of interest, number of specialty and medical visits and use of 

psychiatric medications, did not significantly predict any of the outcomes, except for role 

limitations due to general health in the lifetime MDD sample.  These non-significant findings are 

likely a product of the cross-sectional nature of the data.  Information about the respondent’s role 

limitations six months or nine months after the initial interview were not available to better 

gauge the effects of treatment participation/non-participation.  While the study controlled for the 

last time specialty and medical services were sought, it also was not possible to determine the 

length of time people have been in treatment over the past year.  The effect for psychiatric 

medication usage was statistically significant, but contradictory to the hypothesized direction 

(see Model I in Table 4.2).  Similar to perceived need, this positive effect may be associated with 

an endogeneity problem due to possible reverse causality.  Thus, because the conditions for 

mediation were not satisfied, the indirect effects of perceived need for MHC could not be 

estimated.    



 

 

 175 

Perceived need was interacted with race/ethnicity to evaluate whether perceived need 

operationalized differently across race/ethnicity.  If this interaction was significant, then the 

mediation hypothesis would have been re-examined for each racial/ethnic group.  However, the 

interaction was non-significant for any of the outcomes in both study samples.  The non-

significant results were most likely due to insufficient power.  Further examination of three-way 

cross-tabulations of race/ethnicity, perceived need, and frequent days with role limitations 

revealed small cell sizes for the Asian and Afro-Caribbean groups, most especially for the role 

limitations due to mental health outcome in both study samples.  For example, among 

respondents with any probable lifetime mental disorder, only 15 out of 535 Asian respondents 

reported experiencing frequent days with role limitations due to mental health; five of these 

individuals did not perceive a need for MHC while the rest did perceive a need.  Future analyses 

with larger sample sizes would be necessary to better investigate these effects. 

The set of covariates that influenced frequent days with role limitations were similar 

across both study samples, with a few exceptions.  Foreign-born nativity was significant for 

those with a probable lifetime MDD; in particular, those born outside the United States were less 

likely to experience frequent days with role limitations due to general health and physical health 

than U.S. born persons.  These findings are not surprising given the vast literature on the healthy 

immigrant effect where immigrants are observed to have better health outcomes than U.S. born 

persons (Alegría, Canino, et al., 2008; Takeuchi, Zane, et al., 2007).  Also, type of insurance 

significantly predicted role limitations for the any probable lifetime disorder sample, with having 

private insurance reducing the probability of experiencing frequent days with role limitations due 

to mental health and public insurance increasing the probability of role limitations due to general 

health.  Insurance coverage opens the door to better access to MHC (McAlpine & Mechanic, 
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2000; Wang, Lane, et al., 2005), which may then in turn help minimize the negative consequence 

of mental illness.  However, the positive effect of public insurance on role limitations may be 

related to mental illness complexities given Medicaid is an important safety net for persons with 

serious mental illnesses (McAlpine & Mechanic, 2000; Mechanic, 2011).  It will be important to 

continue examining the role of insurance coverage in functional impairments, especially 

considering the anticipated influx of newly covered persons as a result of the ACA.   

Because mental disorders are associated with decreased productivity and earnings (e.g., 

Goetzel et al., 2003; Kessler et al., 2008), sensitivity analyses using the subsample of currently 

employed adults with a probable lifetime mood, anxiety, or substance use disorder were 

performed.  The study hypotheses were also re-examined using this subsample because of 

simultaneity bias associated with employment status.  In particular, there was a concern that role 

limitations may determine non-participation in the labor force market, which can lead to bias and 

inconsistency in the model estimates.  When limited to the subsample of respondents with 

current employment and a probable mental illness (70%), similar results to those presented 

earlier were found (see Appendix 4.3 for restricted models and Appendix 4.4 for main effects 

models).  There was no evidence of perceived need indirectly affecting role limitations via MHC 

utilization.  Although perceived need increased the probability of role limitations due to general 

and mental health (see Models I and II in Appendix 4.3) and decreased the probability of role 

limitations due to physical health (see Model III in Appendix 4.3), there was no attenuation of 

the effect of perceived need when the mediators were included in the models (see Appendix 4.4).  

Additionally, the interaction of perceived need and race/ethnicity was not statistically significant 

for any of the outcomes.  Akin to the main analysis, African Americans (see Models I, II, and III 

in Appendix 4.4) and Afro-Caribbeans (see Model II in Appendix 4.4) continued to be 
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significantly more likely than non-Latino Whites to experience frequent days with role 

limitations.   

Several limitations of this study merit mention.  First, the cross-sectional nature of the 

data makes it difficult to make any causal inferences, most especially with respect to perceived 

need (for the reasons previously described).  Future studies using longitudinal data may provide 

a better opportunity to examine the indirect effects of perceived need on the recovery stages of 

the mental illness career.   

Second, the study primarily controls for individual-level factors.  The SCF-HSD suggests 

that racial/ethnic disparities in mental health outcomes surface from interactions between the 

community and treatment system at the societal, organizational, and individual level (Alegría et 

al., 2011).  Due to data constraints and inconsistent measurement of certain variables across all 

three surveys comprising the CPES, the analyses do not control for societal (e.g., environmental 

context) and organizational (e.g., mental health workforce diversity, social cohesion or support) 

factors of the community and mental health care systems that may promote disparities in role 

limitations.  For example, quality of MHC is highly variable and particularly low for care 

received by racial/ethnic minorities (Alegría et al., 2008; Wang, Berglund, & Kessler, 2000; 

Wells et al., 2001).  Future studies should consider racial/ethnic differences in quality of care 

when examining disparities in role limitations.  

Lastly, the analyses only focused on subsamples of adults with (1) any probable mood, 

anxiety, or substance use disorder and (2) a probable MDD.  The influence of perceived need for 

MHC on role impairment may be more evident among individuals with a substance use disorder 

because these disorders have unambiguous impairment (e.g., inebriation may prevent someone 
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from going to work, especially if the job requires complete attention and focus).  In contrast, 

other mental disorders like depression may somaticize symptoms of distress and confuse mental 

health symptoms with physical health symptoms, thereby making it difficult to attribute these 

symptoms to a mental illness.  However, studies find that individuals with substance use 

disorders, including those with comorbid mood disorders, are least likely to perceive a need for 

MHC (Ramin Mojtabai et al., 2002) and somatization of mental health symptoms does not 

appear to affect perceptions of need for MHC (Bauer et al., 2012).  Unfortunately, due to small 

sizes for certain racial/ethnic groups, we were not able to examine the study hypotheses on 

individuals with only probable substance use disorders.  Additionally, the items used to assess 

role limitation were worded to reflect limitations due to overall mental health, not necessarily 

specific to substance use disorders.  

 These limitations notwithstanding, the findings of the present study make important 

contributions to the mental health disparities literature.  After adjusting for SES, access to care, 

mental and physical health, and MHC utilization, racial/ethnic minorities with probable mental 

disorders experienced more frequent days with role limitations than non-Latino Whites.  As 

suggested by the SCF-HSD, racial/ethnic disparities in MHC accumulate throughout the mental 

illness career to create disparities in MHC outcomes.  Unobserved factors related to the provision, 

distribution, and delivery of mental health services (e.g., workforce diversity, receipt of poorer 

quality MHC, etc.) may loom large in explaining these disparities in role impairments.  Efforts to 

improve access to and quality of mental health services among racial/ethnic populations may be 

key to reducing disparities in mental health outcomes.  The ACA is expected to improve access 

to MHC for certain racial/ethnic groups (Alegría et al., 2012) as well as open the door for better 

mental health services (Buck, 2011; Mechanic, 2012).  These include efforts to improve quality 
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of MHC, expand culturally relevant health services to racial/ethnic minorities, strengthen cultural 

competency in the medical setting, and enhance integrated primary care services with patient-

centered medical home delivery models (KFF, 2013e).  With the ACA in effect, future studies 

should evaluate how these provisions affect MHC access, quality of MHC, and MHC outcomes 

of racial/ethnic minorities. 
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4.6. Tables and Figures 

Table 4.1.  Sample Distribution of Model Covariates and Frequent Days with Role Limitations 

in Past 30 Days: CPES
a,b

, 2001 – 2003 

  
Full CPES Sample                    

(N = 16,423)
b
 

  

Any Lifetime 

Mental 

Disorder                                 

(N = 6,835)
d
  

  

Lifetime Major 

Depressive 

Disorder                               

(N = 2,515)
d
 

  
N or 

Mean 

(SD) or 

%
c
 

  
N or 

Mean 

(SD) 

or %
c
 

  
N or 

Mean 

(SD) or 

%
c
 

Age 44.85 (17.62) 
 

42.51 (15.83) 
 

42.65 (15.59) 

Male 6,793 47.4% 
 

2,679 45.4% 
 

800 36.3% 

Marital Status
e
 

        Married/cohabiting 8,649 58.2% 
 

3,413 55.6% 
 

1,209 53.1% 

Previously married 3,736 20.2% 
 

1,655 21.1% 
 

666 24.7% 

Never married 4,028 21.6% 
 

1,767 23.3% 
 

640 22.2% 

missing 10 

       Race/Ethnicity 

        Asian 2,178 4.3% 
 

535 2.6% 
 

205 2.7% 

Latino 3,264 11.8% 
 

1,349 10.6% 
 

549 11.1% 

African American 4,249 10.6% 
 

1,737 9.6% 
 

489 7.2% 

Afro-Caribbean 1,476 0.7% 
 

434 0.6% 
 

128 0.6% 

Non-Latino White 5,071 70.8% 
 

2,780 76.6% 
 

1,144 78.4% 

Other 185 1.8% 
 

-- -- 
 

-- -- 

Foreign Born Nativity
e
 4,918 12.8% 

 
1,387 8.7% 

 
523 9.0% 

missing 69 

       Years of Education 

        < 12 yrs 3,534 18.2% 
 

1,405 16.7% 
 

455 15.9% 

12 yrs 4,853 31.1% 
 

1,991 30.6% 
 

714 28.6% 

13 - 15 yrs 4,273 26.9% 
 

1,928 28.2% 
 

719 29.5% 

16 or more yrs 3,763 23.9% 
 

1,511 24.5% 
 

627 26.0% 

Income-to-Poverty Index 4.33 (3.74) 
 

4.42 (3.79) 
 

4.53 (4.02) 

Employment Status
e
 

        Employed 10,832 65.7% 
 

4,485 68.7% 
 

1,626 67.4% 

Unemployed 1,173 5.8% 
 

500 4.8% 
 

171 4.4% 

Not in labor force 4,391 28.5% 
 

1,850 26.5% 
 

718 28.5% 

missing 27 

       Public Insurance
e
 4,408 26.5% 

 
1,813 21.9% 

 
661 22.8% 

missing 193 

       Private Insurance
e
 10,588 74.3% 

 

4,421 72.4% 

 

1,634 71.8% 

missing 191 

       Uninsured 2,927 13.9% 

 

1,188 15.0% 

 

428 14.4% 

missing 191 
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Table 4.1 Continued… 
 

       

  
Full CPES Sample                    

(N = 16,423)
b
   

Any Lifetime 

Mental Disorder                                 

(N = 6,835)
b
    

Lifetime Major 

Depressive 

Disorder                               

(N = 2,515)
b
 

  
N or 

Mean 

(SD) or 

%
c
 

  
N or 

Mean 

(SD) or 

%
c
 

  
N or 

Mean 

(SD) or 

%
c
 

No. of Past-Yr Disorders
e
 0.51 (1.22) 

 
1.10 (1.61) 

 
1.72 (2.06) 

missing 191 

       Recency of Mood Disorders
d
 

        No history of disorder 12,969 80.8% 
 

3,911 59.3% 
 

-- -- 

Past 30 days 572 3.2% 
 

506 6.7% 
 

395 14.8% 

Past 12 months 989 5.2% 
 

899 11.5% 
 

756 27.2% 

More than 12 months ago 1,702 10.7% 
 

1,519 22.5% 
 

1,364 58.0% 

missing 191 

       Recency of Anxiety Disorders
e
 

        No history of disorder 10,318 63.4% 
 

1,527 22.0% 
 

847 31.5% 

Past 30 days 1,256 7.6% 
 

1,117 16.0% 
 

425 17.3% 

Past 12 months 1,900 10.6% 
 

1,721 22.9% 
 

565 21.5% 

More than 12 months ago 2,754 18.4% 
 

2,470 39.1% 
 

678 29.7% 

missing 195 

       Recency of Sub. Use Disorders
e
 

        No history of disorder 13,414 86.1% 
 

5,005 70.4% 
 

2,002 76.4% 

Past 30 days 190 1.2% 
 

185 2.7% 
 

63 2.9% 

Past 12 months 313 2.4% 
 

294 5.0% 
 

80 3.3% 

More than 12 months ago 1,431 10.3% 
 

1,351 21.8% 
 

370 17.4% 

missing 1,075 

       Perceived Need for MHC
e,f

 2,811 18.7% 
 

2,225 33.1% 
 

1,017 43.0% 

missing 1,265 

       Specialty Mental Health Services  

        Ever used 4,194 28.4% 
 

3,138 49.8% 
 

1,389 60.2% 

No. of visits in past year
e
 0.90 (5.34) 

 
1.87 (7.73) 

 
2.73 (9.60) 

missing 11 

       General Medical Services  

        Ever used
e
 2,782 19.3% 

 
2,127 34.0% 

 
933 43.4% 

missing 7 

       No. of visits in past year
e
 0.22 (1.57) 

 
0.44 (2.36) 

 
0.59 (3.03) 

missing 50 

       Used psychiatric meds in past year
e
 1,591 11.9% 

 
1,230 19.9% 

 
607 28.0% 

missing 1,085 

       Days with Role Limitations in Past 30 Days 

       ≥ 8 days due to overall health 2,344 13.1% 
 

1,451 18.3% 
 

616 23.4% 

≥ 8 days due to mental health 567 2.6% 
 

441 4.9% 
 

203 7.1% 

≥ 8 days due to physical health 1,479 8.5%   839 10.8%   329 12.9% 
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a
 CPES = Collaborative Psychiatric Epidemiology Surveys 

b
 The full CPES sample in the table represents all National Latino and Asian American Study 

(NLAAS; n = 4,649) and National Survey of American Life (NSAL; n = 6,082) participants, and 

the Part 2 participants of the National Comorbidity Survey, Replication (NCS-R; n = 5,692). 

c
 Weighted mean, SD, and percentage; unweighted N. 

d
 Descriptive statistics calculated among cases with no missing data on all covariates used in the 

statistical models. 

e
 The statistics presented are based only among CPES respondents with available information for 

that specific variable. 

f
 MHC = Mental health care. 

 

  



 

 

 183 

Table 4.2. Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, Perceived 

Need, and the Study Covariates (including MHC Utilization) among Adults with a Probable 

Lifetime Mood, Anxiety, or Substance Use Disorder (N = 6,835): CPES, 2001 – 2003 

 

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.00,0.01] 0.00 [-0.00,0.01] 0.00 [-0.01,0.00] 

Male -0.11 [-0.25,0.03] -0.08 [-0.23,0.08] -0.08 [-0.25,0.09] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married 0.02 [-0.10,0.13] 0.09 [-0.08,0.26] 0.04 [-0.07,0.16] 

Never married -0.15 [-0.31,0.01] 0.04 [-0.16,0.24] -0.26
**

 [-0.44,-0.08] 

Race/Ethnicity 

      Non-Latino White 0.00 

 

0.00 

 

0.00 

 Asian 0.04 [-0.21,0.30] 0.18 [-0.34,0.71] -0.04 [-0.34,0.26] 

Latino -0.05 [-0.24,0.14] 0.09 [-0.19,0.37] -0.06 [-0.29,0.16] 

African American 0.39
***

 [0.27,0.51] 0.49
***

 [0.24,0.74] 0.33
***

 [0.21,0.45] 

Afro-Caribbean 0.57
*
 [0.08,1.06] 1.07

***
 [0.60,1.53] 0.33 [-0.10,0.76] 

Foreign Born Nativity -0.12 [-0.37,0.12] -0.21 [-0.54,0.12] -0.05 [-0.34,0.23] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.19 [-0.02,0.41] 0.17 [-0.03,0.38] 0.14 [-0.06,0.34] 

13 - 15 yrs 0.06 [-0.12,0.25] 0.20 [-0.02,0.42] 0.04 [-0.19,0.28] 

16 or more yrs -0.01 [-0.20,0.19] 0.08 [-0.19,0.34] -0.06 [-0.26,0.15] 

Income-to-Poverty Index 0.00 [-0.02,0.01] -0.01 [-0.05,0.03] 0.01 [-0.01,0.03] 

Employment Status 

      Employed 0.00 

 

0.00 

 

0.00 

 Unemployed 0.36
***

 [0.19,0.53] 0.27 [-0.01,0.55] 0.40
***

 [0.24,0.57] 

Not in labor force 0.50
***

 [0.35,0.65] 0.29
**

 [0.11,0.47] 0.58
***

 [0.43,0.73] 

Public Insurance 0.26
***

 [0.14,0.38] 0.05 [-0.11,0.20] 0.23
**

 [0.08,0.39] 

Private Insurance -0.08 [-0.22,0.07] -0.31
***

 [-0.50,-0.12] 0.00 [-0.14,0.13] 

No. of Past-Yr Disorders 0.12
***

 [0.06,0.19] 0.14
***

 [0.06,0.21] 0.03 [-0.04,0.10] 

Recency of Mood Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.31
**

 [0.10,0.53] 0.26
*
 [0.02,0.50] 0.10 [-0.16,0.37] 

Past 12 months 0.03 [-0.17,0.22] 0.10 [-0.23,0.43] 0.16 [-0.08,0.40] 

More than 12 months ago 0.09 [-0.01,0.19] -0.06 [-0.31,0.19] 0.18
***

 [0.08,0.28] 
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Table 4.2 Continued…       

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Standard Probit Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Recency of Anxiety Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.15 [-0.05,0.36] 0.41
**

 [0.09,0.74] 0.08 [-0.16,0.33] 

Past 12 months 0.03 [-0.14,0.20] 0.09 [-0.23,0.41] 0.10 [-0.10,0.31] 

More than 12 months ago 0.00 [-0.17,0.17] 0.07 [-0.20,0.34] 0.03 [-0.15,0.21] 

Recency of Sub. Use Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.22 [-0.10,0.54] 0.20 [-0.13,0.54] -0.03 [-0.43,0.38] 

Past 12 months -0.15 [-0.40,0.11] -0.16 [-0.57,0.25] 0.05 [-0.25,0.34] 

More than 12 months ago 0.07 [-0.05,0.18] -0.03 [-0.23,0.17] 0.11 [-0.03,0.25] 

Self-Rated Mental Health 0.06 [-0.00,0.12] 0.18
**

 [0.06,0.31] -0.06 [-0.13,0.01] 

Self-Rated Physical Health 0.24
***

 [0.17,0.32] 0.03 [-0.09,0.15] 0.27
***

 [0.19,0.34] 

Perceived Need for MHC 0.18
**

 [0.05,0.30] 0.32
*** 

[0.17,0.46] -0.09 [-0.25,0.07] 

Specialty MH Services  

      Never used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.39
**

 [0.14,0.63] 0.73
***

 [0.43,1.03] -0.02 [-0.32,0.28] 

Used past 2-12 months 0.01 [-0.21,0.23] 0.28 [-0.04,0.60] -0.08 [-0.33,0.16] 

Used > 12 months ago 0.17
**

 [0.07,0.28] 0.13 [-0.04,0.30] 0.14
*
 [0.01,0.27] 

No. of specialty visits in past year -0.01 [-0.01,0.00] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

General Medical Services  

      Never used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.47
**

 [0.15,0.78] 0.48
**

 [0.15,0.81] 0.36
*
 [0.04,0.68] 

Used past 2-12 months -0.05 [-0.22,0.13] 0.05 [-0.26,0.36] 0.05 [-0.18,0.28] 

Used > 12 months ago 0.11
*
 [0.01,0.20] 0.05 [-0.14,0.24] 0.15

**
 [0.04,0.27] 

No. of medical visits in past year 0.00 [-0.02,0.02] 0.00 [-0.02,0.01] 0.00 [-0.02,0.02] 

Used psychiatric meds in past 

year 0.14
*
 [0.01,0.27] 0.01 [-0.17,0.20] 0.12 [-0.06,0.30] 

 
*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The models were estimated using standard probit regression.  All models included a flag 

for missing values on the self-rated mental health and physical health ratings (not included in 

table). 
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Table 4.3. Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, Perceived 

Need, and the Study Covariates (including MHC Utilization) among Adults with a Probable 

Lifetime Major Depressive Disorder (N = 2,515): CPES, 2001 – 2003 

 

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

Male -0.07 [-0.25,0.11] -0.13 [-0.36,0.11] -0.05 [-0.25,0.16] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married -0.03 [-0.18,0.11] 0.22 [-0.00,0.44] -0.03 [-0.19,0.14] 

Never married -0.19 [-0.44,0.06] -0.08 [-0.36,0.19] -0.37
**

 [-0.64,-0.09] 

Race/Ethnicity 

      Non-Latino White 0.00 

 

0.00 

 

0.00 

 Asian 0.23 [-0.14,0.60] 0.07 [-0.56,0.71] 0.02 [-0.42,0.46] 

Latino 0.09 [-0.14,0.33] 0.28 [-0.05,0.61] -0.09 [-0.35,0.17] 

African American 0.43
**

 [0.17,0.68] 0.46
**

 [0.12,0.79] 0.17 [-0.11,0.46] 

Afro-Caribbean 0.70 [-0.01,1.41] 0.98
*
 [0.22,1.73] 0.66 [-0.26,1.59] 

Foreign Born Nativity -0.44
**

 [-0.70,-0.17] -0.21 [-0.58,0.16] -0.31
*
 [-0.61,-0.01] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.47
**

 [0.12,0.83] 0.32
*
 [0.00,0.65] 0.23 [-0.18,0.63] 

13 - 15 yrs 0.23 [-0.10,0.57] 0.31
*
 [0.03,0.60] 0.07 [-0.38,0.53] 

16 or more yrs 0.15 [-0.17,0.46] 0.31 [-0.04,0.66] -0.07 [-0.43,0.29] 

Income-to-Poverty Index 0.01 [-0.02,0.04] 0.00 [-0.04,0.04] 0.02 [-0.02,0.05] 

Employment Status 

      Employed 0.00 

 

0.00 

 

0.00 

 Unemployed 0.61
***

 [0.26,0.97] 0.26 [-0.07,0.59] 0.75
***

 [0.41,1.09] 

Not in labor force 0.79
***

 [0.56,1.01] 0.35
**

 [0.14,0.57] 0.85
***

 [0.59,1.10] 

Public Insurance 0.16 [-0.07,0.39] 0.02 [-0.26,0.31] 0.14 [-0.13,0.42] 

Private Insurance 0.05 [-0.17,0.28] -0.19 [-0.43,0.05] 0.07 [-0.12,0.25] 

No. of Past-Yr Disorders 0.10
*
 [0.01,0.18] 0.15

**
 [0.05,0.25] -0.02 [-0.13,0.09] 

Recency of Mood Disorders
b
 

      More than 12 months ago 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.35
*
 [0.04,0.67] 0.38

*
 [0.05,0.72] 0.03 [-0.32,0.39] 

Past 12 months 0.03 [-0.24,0.31] 0.27 [-0.16,0.70] 0.14 [-0.23,0.52] 
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Table 4.3 Continued…       

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Recency of Anxiety Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.17 [-0.11,0.45] 0.35 [-0.01,0.71] 0.19 [-0.22,0.60] 

Past 12 months 0.11 [-0.16,0.38] 0.01 [-0.36,0.39] 0.32 [-0.02,0.66] 

More than 12 months ago 0.06 [-0.18,0.29] 0.09 [-0.22,0.40] 0.11 [-0.16,0.37] 

Recency of Sub. Use Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.13 [-0.32,0.58] 0.36 [-0.13,0.85] 0.00 [-0.59,0.60] 

Past 12 months -0.23 [-0.79,0.34] -0.14 [-0.73,0.46] -0.06 [-0.72,0.60] 

More than 12 months ago 0.09 [-0.10,0.28] 0.02 [-0.24,0.29] 0.14 [-0.10,0.38] 

Self-Rated Mental Health 0.08 [-0.03,0.18] 0.30
***

 [0.18,0.42] -0.05 [-0.16,0.07] 

Self-Rated Physical Health 0.20
**

 [0.08,0.33] -0.11 [-0.26,0.03] 0.22
**

 [0.08,0.36] 

Perceived Need for MHC 0.19 [-0.04,0.42] -0.97
**

 [-1.56,-0.37] -0.19 [-0.44,0.07] 

Specialty MH Services  

      Never used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.35 [-0.01,0.71] 0.96
***

 [0.52,1.41] -0.13 [-0.55,0.29] 

Used past 2-12 months -0.14 [-0.47,0.20] 0.57
**

 [0.19,0.94] -0.09 [-0.47,0.29] 

Used > 12 months ago 0.07 [-0.14,0.27] 0.02 [-0.22,0.27] 0.16 [-0.08,0.40] 

No. of specialty visits in past year -0.01 [-0.02,0.00] -0.01 [-0.01,0.00] -0.01 [-0.02,0.00] 

General Medical Services  

      Never used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.67
**

 [0.23,1.11] 0.95
***

 [0.48,1.42] 0.59
*
 [0.05,1.13] 

Used past 2-12 months -0.18 [-0.43,0.07] 0.33 [-0.06,0.71] -0.08 [-0.45,0.30] 

Used > 12 months ago 0.02 [-0.18,0.22] -0.03 [-0.33,0.27] -0.03 [-0.23,0.18] 

No. of medical visits in past year 0.00 [-0.03,0.02] -0.02 [-0.05,0.00] 0.02 [-0.01,0.04] 

Used psychiatric meds in past year 0.13 [-0.08,0.34] -0.07 [-0.33,0.20] 0.13 [-0.17,0.43] 

rho [95% CI]   0.84   [0.42, 0.96]   

 

*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The models were estimated using probit and bivariate probit regression.  All models 

included a flag for missing values on the self-rated mental health and physical health ratings (not 

included in table). 

a
  Bivariate probit model used to control for endogeneity bias of perceived need. 

b
  Reference group = Individuals whose most recent probable major depressive disorder occurred 

more than 12 months ago. 
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4.7. Appendix 

Appendix 4.1.  Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, 

Perceived Need, and the Study Covariates (except MHC Utilization) among Adults with a 

Probable Lifetime Mood, Anxiety, or Substance Use Disorder 

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

Male -0.13 [-0.27,0.01] -0.19
*
 [-0.34,-0.03] -0.12 [-0.29,0.05] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married 0.02 [-0.10,0.14] 0.17
*
 [0.01,0.34] 0.04 [-0.08,0.16] 

Never married -0.17
*
 [-0.32,-0.01] 0.01 [-0.17,0.20] -0.28

**
 [-0.46,-0.10] 

Race/Ethnicity 

      Non-Latino White 0.00 

 

0.00 

 

0.00 

 Asian 0.04 [-0.22,0.29] -0.03 [-0.54,0.47] -0.05 [-0.35,0.25] 

Latino -0.07 [-0.25,0.12] 0.03 [-0.21,0.26] -0.07 [-0.29,0.14] 

African American 0.36
***

 [0.25,0.47] 0.27
*
 [0.02,0.52] 0.31

***
 [0.19,0.42] 

Afro-Caribbean 0.58
*
 [0.12,1.04] 0.71

**
 [0.21,1.21] 0.32 [-0.11,0.74] 

Foreign Born Nativity -0.15 [-0.40,0.10] -0.21 [-0.54,0.12] -0.07 [-0.36,0.21] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.21 [-0.01,0.44] 0.14 [-0.04,0.33] 0.15 [-0.05,0.36] 

13 - 15 yrs 0.09 [-0.10,0.27] 0.24
*
 [0.02,0.46] 0.06 [-0.17,0.29] 

16 or more yrs 0.03 [-0.17,0.23] 0.21 [-0.04,0.46] -0.04 [-0.25,0.17] 

Income-to-Poverty Index -0.01 [-0.02,0.01] -0.01 [-0.04,0.03] 0.01 [-0.01,0.02] 

Employment Status 

      Employed 0.00 

 

0.00 

 

0.00 

 Unemployed 0.38
***

 [0.21,0.54] 0.24
*
 [0.01,0.47] 0.41

***
 [0.24,0.57] 

Not in labor force 0.52
***

 [0.37,0.67] 0.33
***

 [0.18,0.47] 0.58
***

 [0.44,0.73] 

Public Insurance 0.26
***

 [0.15,0.38] 0.14
*
 [0.01,0.28] 0.24

**
 [0.08,0.39] 

Private Insurance -0.06 [-0.22,0.09] -0.23
**

 [-0.39,-0.08] 0.00 [-0.13,0.14] 

No. of Past-Yr Disorders 0.14
***

 [0.07,0.21] 0.20
***

 [0.13,0.27] 0.04 [-0.04,0.11] 

Recency of Mood Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.32
**

 [0.10,0.53] 0.40
***

 [0.17,0.64] 0.11 [-0.15,0.38] 

Past 12 months 0.01 [-0.19,0.20] 0.27 [-0.07,0.61] 0.15 [-0.09,0.39] 

More than 12 months ago 0.13
*
 [0.02,0.23] 0.01 [-0.23,0.24] 0.22

***
 [0.11,0.32] 
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Appendix 4.1 Continued…       

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Recency of Anxiety Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.18 [-0.04,0.39] 0.49
**

 [0.18,0.81] 0.11 [-0.15,0.38] 

Past 12 months 0.02 [-0.17,0.20] 0.19 [-0.12,0.49] 0.11 [-0.10,0.33] 

More than 12 months ago 0.01 [-0.17,0.18] 0.06 [-0.18,0.30] 0.05 [-0.13,0.23] 

Recency of Sub. Use Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.20 [-0.10,0.51] 0.27 [-0.06,0.59] -0.04 [-0.43,0.35] 

Past 12 months -0.14 [-0.40,0.11] -0.09 [-0.45,0.26] 0.04 [-0.24,0.33] 

More than 12 months ago 0.09 [-0.03,0.21] 0.03 [-0.16,0.23] 0.14
*
 [0.01,0.27] 

Self-Rated Mental Health 0.08
**

 [0.02,0.15] 0.28
***

 [0.16,0.41] -0.05 [-0.12,0.03] 

Self-Rated Physical Health 0.25
***

 [0.18,0.31] 0.00 [-0.10,0.11] 0.27
***

 [0.19,0.35] 

Perceived Need for MHC 0.28
***

 [0.18,0.39] -0.63 [-1.41,0.15] -0.03 [-0.18,0.12] 

rho [95% CI] -- 0.65   [0.12, 0.89] -- 

 

*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The restricted models were estimated using probit and bivariate probit regression.  All 

models included a flag for missing values on the self-rated mental health and physical health 

ratings (not included in table). 

a
 Bivariate probit model used to control for endogeneity bias of perceived need. 
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Appendix 4.2.  Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, 

Perceived Need, and the Study Covariates (except MHC Utilization) among Adults with a 

Probable Lifetime Major Depressive Disorder 

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a 

Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

Male -0.08 [-0.28,0.11] -0.12 [-0.35,0.11] -0.06 [-0.27,0.15] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married -0.02 [-0.17,0.13] 0.25
*
 [0.03,0.46] -0.01 [-0.17,0.15] 

Never married -0.22 [-0.47,0.04] -0.14 [-0.43,0.15] -0.39
**

 [-0.68,-0.11] 

Race/Ethnicity 

      Non-Latino White 0.00 

 

0.00 

 

0.00 

 Asian 0.21 [-0.15,0.58] -0.09 [-0.74,0.56] 0.05 [-0.38,0.47] 

Latino 0.09 [-0.13,0.31] 0.18 [-0.13,0.49] -0.07 [-0.32,0.17] 

African American 0.38
**

 [0.14,0.63] 0.28 [-0.04,0.61] 0.15 [-0.13,0.42] 

Afro-Caribbean 0.73
*
 [0.10,1.36] 0.86

*
 [0.17,1.54] 0.65 [-0.26,1.55] 

Foreign Born Nativity -0.46
***

 [-0.72,-0.20] -0.25 [-0.62,0.12] -0.34
*
 [-0.63,-0.04] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.50
*
 [0.12,0.87] 0.35

*
 [0.06,0.63] 0.24 [-0.18,0.66] 

13 - 15 yrs 0.24 [-0.09,0.56] 0.36
*
 [0.08,0.64] 0.07 [-0.36,0.51] 

16 or more yrs 0.19 [-0.13,0.52] 0.41
*
 [0.09,0.74] -0.05 [-0.40,0.30] 

Income-to-Poverty Index 0.00 [-0.03,0.03] 0.00 [-0.04,0.04] 0.01 [-0.02,0.04] 

Employment Status 

      Employed 0.00 

 

0.00 

 

0.00 

 Unemployed 0.63
***

 [0.28,0.99] 0.25 [-0.07,0.58] 0.77
***

 [0.43,1.10] 

Not in labor force 0.77
***

 [0.55,0.99] 0.37
***

 [0.16,0.58] 0.81
***

 [0.55,1.06] 

Public Insurance 0.19 [-0.02,0.40] 0.19 [-0.05,0.43] 0.15 [-0.11,0.41] 

Private Insurance 0.08 [-0.14,0.30] -0.09 [-0.31,0.13] 0.07 [-0.10,0.25] 

No. of Past-Yr Disorders 0.13
**

 [0.04,0.21] 0.21
***

 [0.10,0.31] -0.01 [-0.12,0.10] 

Recency of Mood Disorders
b
 

      More than 12 months ago 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.33
*
 [0.02,0.64] 0.47

**
 [0.17,0.78] 0.06 [-0.29,0.41] 

Past 12 months -0.03 [-0.29,0.23] 0.31 [-0.12,0.74] 0.10 [-0.30,0.49] 
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Appendix 4.2 Continued…       

  Frequent Days with Role Limitations In Past 30 Days 

 

I. Due to  

General Health 

II. Due to  

Mental Health 

III. Due to  

Physical Health 

  Standard Probit Bivariate Probit
a
 Standard Probit 

 beta 95% CI beta 95% CI beta 95% CI 

Recency of Anxiety Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.14 [-0.17,0.44] 0.27 [-0.10,0.64] 0.17 [-0.28,0.62] 

Past 12 months 0.05 [-0.22,0.33] 0.02 [-0.36,0.40] 0.30 [-0.07,0.67] 

More than 12 months ago 0.07 [-0.18,0.31] 0.07 [-0.24,0.37] 0.11 [-0.17,0.39] 

Recency of Sub. Use Disorders 

      No history of disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.14 [-0.31,0.59] 0.24 [-0.29,0.76] 0.01 [-0.60,0.62] 

Past 12 months -0.38 [-0.91,0.16] -0.18 [-0.86,0.50] -0.16 [-0.79,0.47] 

More than 12 months ago 0.08 [-0.10,0.26] 0.02 [-0.25,0.30] 0.15 [-0.07,0.36] 

Self-Rated Mental Health 0.11
*
 [0.00,0.21] 0.36

***
 [0.25,0.48] -0.02 [-0.14,0.10] 

Self-Rated Physical Health 0.20
**

 [0.07,0.33] -0.14
*
 [-0.28,-0.01] 0.22

**
 [0.08,0.36] 

Perceived Need for MHC 0.24
*
 [0.05,0.43] -0.96

**
 [-1.60,-0.32] -0.12 [-0.32,0.07] 

rho [95% CI] -- 0.83   [0.44, 0.96] -- 

 

*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The restricted models were estimated using probit and bivariate probit regression.  All 

models included a flag for missing values on the self-rated mental health and physical health 

ratings (not included in table). 

a
 Bivariate probit model used to control for endogeneity bias of perceived need. 

b
 Reference group = Individuals whose most recent probable major depressive disorder occurred 

more than 12 months ago. 
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Appendix 4.3.  Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, 

Perceived Need, and the Study Covariates (except MHC Utilization) among Employed Adults 

with a Probable Lifetime Mood, Anxiety, or Substance Use Disorder (n = 4,485) 

 

  Frequent Days with Role Limitations in the Past 30 Days 

 

I. Due to                

General Health 

II. Due to                

Mental Health 

III. Due to             

Physical Health 

 

Standard Probit Standard Probit Bivariate Probit
a
 

  beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.00,0.01] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

Male -0.16 [-0.34,0.03] -0.15 [-0.37,0.06] -0.29
**

 [-0.46,-0.12] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married 0.07 [-0.12,0.25] -0.04 [-0.30,0.22] 0.25
**

 [0.06,0.44] 

Never married 0.00 [-0.21,0.22] 0.08 [-0.22,0.37] -0.11 [-0.32,0.11] 

Race/Ethnicity 

      Non-Latino White 0.00  0.00  0.00  

Asian 0.00 [-0.35,0.34] 0.13 [-0.59,0.85] -0.18 [-0.55,0.20] 

Latino -0.05 [-0.26,0.16] 0.22 [-0.11,0.56] -0.08 [-0.34,0.19] 

African American 0.31
***

 [0.14,0.47] 0.34
*
 [0.02,0.65] 0.19 [-0.01,0.38] 

Afro-Caribbean 0.47 [-0.11,1.05] 1.09
***

 [0.50,1.67] 0.11 [-0.37,0.59] 

Foreign-born Nativity 0.04 [-0.26,0.33] -0.14 [-0.69,0.41] 0.08 [-0.24,0.41] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.07 [-0.17,0.31] 0.05 [-0.22,0.32] 0.02 [-0.18,0.21] 

13 - 15 yrs -0.09 [-0.31,0.13] 0.00 [-0.36,0.36] 0.00 [-0.23,0.22] 

16 or more yrs -0.10 [-0.36,0.16] -0.09 [-0.46,0.27] 0.02 [-0.26,0.30] 

Income-to-Poverty Index -0.01 [-0.03,0.01] 0.00 [-0.05,0.05] 0.01 [-0.01,0.03] 

Public Insurance 0.26
*
 [0.06,0.46] 0.04 [-0.20,0.28] 0.28

*
 [0.06,0.50] 

Private Insurance 0.06 [-0.15,0.26] -0.12 [-0.38,0.14] 0.09 [-0.09,0.27] 

No. of Past-Yr Disorders 0.08 [-0.01,0.17] 0.04 [-0.05,0.13] 0.09 [-0.02,0.21] 

Recency of Mood Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.35
*
 [0.07,0.64] 0.50

*
 [0.11,0.90] 0.14 [-0.18,0.45] 

Past 12 months 0.10 [-0.17,0.38] 0.32 [-0.16,0.79] 0.36 [-0.01,0.74] 

More than 12 months ago -0.02 [-0.20,0.16] -0.15 [-0.51,0.21] 0.10 [-0.10,0.30] 

Recency of Anxiety Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.11 [-0.20,0.43] 0.49
*
 [0.06,0.92] 0.16 [-0.26,0.57] 

Past 12 months 0.02 [-0.20,0.25] 0.24 [-0.15,0.63] 0.08 [-0.22,0.38] 

More than 12 months ago -0.12 [-0.37,0.14] -0.09 [-0.46,0.28] -0.07 [-0.33,0.19] 

Recency of Sub. Use Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.32 [-0.01,0.66] 0.54
**

 [0.14,0.93] -0.14 [-0.68,0.40] 

Past 12 months -0.09 [-0.43,0.24] 0.05 [-0.44,0.54] -0.02 [-0.33,0.29] 

More than 12 months ago -0.03 [-0.20,0.13] -0.12 [-0.40,0.17] 0.12 [-0.10,0.33] 

Self-Rated Mental Health 0.02 [-0.07,0.12] 0.14 [-0.03,0.32] 0.03 [-0.08,0.15] 

Self-Rated Physical Health 0.26
***

 [0.16,0.37] 0.10 [-0.07,0.27] 0.22
***

 [0.10,0.34] 

Perceived Need for MHC 0.32
***

 [0.20,0.43] 0.54
***

 [0.28,0.79] -1.07
***

 [-1.51,-0.63] 

rho  [95% CI] -- -- 0.64  [0.28, 0.84] 
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*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The restricted models were estimated using probit and bivariate probit regression.  All 

models included a flag for missing values on the self-rated mental health and physical health 

ratings (not included in table). 

a
 Bivariate probit model used to control for endogeneity bias of perceived need. 
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Appendix 4.4.  Frequent Days with Role Limitations in the Past Month on Race/Ethnicity, 

Perceived Need, and the Study Covariates (including MHC Utilization) among Employed Adults 

with a Probable Lifetime Mood, Anxiety, or Substance Use Disorder (n = 4,485) 

 

  Frequent Days with Role Limitations in the Past 30 Days 

 

I. Due to                

General Health 

II. Due to                

Mental Health 

III. Due to             

Physical Health 

 

Standard Probit Standard Probit Bivariate Probit
a
 

  beta 95% CI beta 95% CI beta 95% CI 

Age 0.00 [-0.00,0.01] 0.00 [-0.01,0.01] 0.00 [-0.01,0.01] 

Male -0.13 [-0.32,0.06] -0.16 [-0.39,0.08] -0.25
**

 [-0.44,-0.07] 

Marital Status 

      Married/cohabiting 0.00 

 

0.00 

 

0.00 

 Previously married 0.04 [-0.15,0.24] -0.10 [-0.38,0.18] 0.25
**

 [0.07,0.44] 

Never married 0.01 [-0.21,0.23] 0.10 [-0.20,0.40] -0.10 [-0.32,0.12] 

Race/Ethnicity 

      Non-Latino White 0.00  0.00  0.00  

Asian 0.01 [-0.33,0.35] 0.18 [-0.54,0.89] -0.15 [-0.53,0.22] 

Latino -0.04 [-0.25,0.17] 0.30 [-0.01,0.62] -0.07 [-0.34,0.19] 

African American 0.34
***

 [0.18,0.51] 0.40
*
 [0.09,0.71] 0.23

*
 [0.04,0.42] 

Afro-Caribbean 0.48 [-0.12,1.09] 1.14
***

 [0.55,1.72] 0.16 [-0.34,0.65] 

Foreign-born Nativity 0.05 [-0.25,0.34] -0.16 [-0.67,0.35] 0.10 [-0.24,0.44] 

Years of Education 

      < 12 yrs 0.00 

 

0.00 

 

0.00 

 12 yrs 0.05 [-0.19,0.29] 0.05 [-0.22,0.33] -0.01 [-0.20,0.19] 

13 - 15 yrs -0.10 [-0.32,0.12] 0.02 [-0.34,0.38] -0.02 [-0.25,0.21] 

16 or more yrs -0.12 [-0.38,0.14] -0.14 [-0.50,0.23] 0.02 [-0.27,0.30] 

Income-to-Poverty Index -0.01 [-0.03,0.01] 0.00 [-0.06,0.05] 0.01 [-0.01,0.03] 

Public Insurance 0.23
*
 [0.02,0.44] -0.04 [-0.32,0.23] 0.28

*
 [0.06,0.49] 

Private Insurance 0.03 [-0.16,0.23] -0.17 [-0.44,0.10] 0.09 [-0.08,0.26] 

No. of Past-Yr Disorders 0.07 [-0.03,0.16] 0.02 [-0.08,0.11] 0.09 [-0.02,0.21] 

Recency of Mood Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.33
*
 [0.05,0.61] 0.48

*
 [0.10,0.87] 0.10 [-0.24,0.44] 

Past 12 months 0.10 [-0.19,0.38] 0.37 [-0.10,0.84] 0.34 [-0.06,0.74] 

More than 12 months ago -0.05 [-0.22,0.12] -0.11 [-0.47,0.26] 0.07 [-0.12,0.26] 

Recency of Anxiety Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.11 [-0.20,0.42] 0.58
**

 [0.16,1.00] 0.14 [-0.27,0.54] 

Past 12 months 0.04 [-0.18,0.27] 0.28 [-0.10,0.67] 0.08 [-0.21,0.38] 

More than 12 months ago -0.12 [-0.37,0.13] -0.05 [-0.41,0.30] -0.07 [-0.32,0.18] 

Recency of Sub. Use Disorders 

      No history of mood disorder 0.00 

 

0.00 

 

0.00 

 Past 30 days 0.33
*
 [0.01,0.65] 0.64

**
 [0.24,1.04] -0.16 [-0.70,0.39] 

Past 12 months -0.09 [-0.44,0.26] 0.07 [-0.39,0.53] -0.03 [-0.34,0.28] 

More than 12 months ago -0.06 [-0.20,0.09] -0.12 [-0.41,0.16] 0.10 [-0.10,0.30] 

Self-Rated Mental Health 0.00 [-0.10,0.10] 0.10 [-0.06,0.27] 0.02 [-0.10,0.14] 

Self-Rated Physical Health 0.26
***

 [0.15,0.37] 0.12 [-0.05,0.29] 0.22
***

 [0.10,0.34] 

Perceived Need for MHC 0.26
***

 [0.12,0.40] 0.34
*
 [0.07,0.61] -1.05

***
 [-1.56,-0.54] 
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Appendix 4.4 Continued…       

  Frequent Days with Role Limitations in the Past 30 Days 

 

I. Due to                

General Health 

II. Due to                

Mental Health 

III. Due to             

Physical Health 

 Standard Probit Standard Probit Bivariate Probit
a
 

  beta 95% CI beta 95% CI beta 95% CI 

Specialty Mental Health Services 

      Never Used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.36
*
 [0.02,0.70] 0.85

***
 [0.41,1.28] -0.37 [-0.78,0.04] 

Used past 2-12 months 0.00 [-0.32,0.32] 0.45 [-0.02,0.93] -0.28 [-0.63,0.07] 

Used > 12 months ago 0.20
**

 [0.06,0.34] 0.21 [-0.05,0.48] 0.13
*
 [0.01,0.25] 

No. of specialty visits in past year 0.00 [-0.02,0.01] 0.00 [-0.02,0.01] 0.00 [-0.00,0.01] 

General Medical Services 

      Never Used 0.00 

 

0.00 

 

0.00 

 Used in past month 0.55
*
 [0.11,1.00] 0.81

**
 [0.24,1.39] 0.50 [-0.04,1.03] 

Used past 2-12 months -0.03 [-0.29,0.23] 0.26 [-0.08,0.60] -0.01 [-0.22,0.20] 

Used > 12 months ago 0.09 [-0.05,0.23] 0.09 [-0.19,0.37] 0.07 [-0.07,0.20] 

No. of medical visits in past year 0.00 [-0.02,0.03] -0.01 [-0.05,0.02] 0.01 [-0.01,0.03] 

Used psychiatric meds in past year 0.01 [-0.16,0.18] -0.27 [-0.55,0.01] 0.08 [-0.13,0.29] 

rho  [95% CI] -- -- 0.62  [0.22, 0.84] 

 

*
p < .05. 

**
p < .01. 

***
p < .001. 

Note:  The models were estimated using probit and bivariate probit regression.  All models 

included a flag for missing values on the self-rated mental health and physical health ratings (not 

included in table). 

a
 Bivariate probit model used to control for endogeneity bias of perceived need. 
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Patient preferences and beliefs are often overlooked when trying to understand the 

mechanisms that cause racial/ethnic disparities in mental health and mental health care (MHC).  

The Institute of Medicine’s (IOM; 2002) disparities framework, in particular, does not count 

these preferences and beliefs as a source of disparity, rather, the framework emphasizes the role 

of system level factors (e.g., provider practice patterns, uninsured or underinsured status, etc.), 

the legal and regulatory climate (e.g., health care policies), and discrimination as the primary 

influences in producing disparities.  However, Alegría and colleagues’ (2011) argue that patient 

preferences and beliefs may also affect racial/ethnic disparities in MHC because they are 

influenced by the same structural factors that generate disparities along different points of the 

mental illness careers of individuals.  One important belief that may cause racial/ethnic 

disparities in mental health and MHC as elaborated in the mental illness career model are 

perceptions of need for MHC.  This dissertation examined perceived need as a potential cause of 

racial/ethnic disparities in mental health and MHC because it is one of the strongest predictors of 

initiating mental health help-seeking behaviors, over and above mental health status (e.g., Katz, 

Kessler, Frank et al., 1997; Mojtabai, Olfson, & Mechanic, 2002; Mojtabai et al., 2011). 

Three snapshots of different pathways informed by the mental illness career model were 

studied in order to examine: (1) how perceived need is determined by racial/ethnic minorities; (2) 

how differences in perceived need may lead to racial/ethnic disparities in mental health help-

seeking behaviors; and, (3) how perceived need may affect racial/ethnic disparities in mental 

health outcomes relating to role limitations.  Each of the studies presented drew from several 

conceptual frameworks, including: the Mental Illness Career model, Health Belief Model, and 

Theory of Planned Behavior (Study 1) to examine the determinants of perceived need across 

race/ethnicity; the Behavioral Model for Vulnerable Populations (Study 2) to assess disparities in 
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utilization of mental health services; and, the Socio-Cultural Framework for Health Services 

Disparities (Study 3), which incorporates the mental illness career framework and cumulative 

disadvantage, to examine the linkage of perceived need’s effect on mental health outcomes and 

how it may vary by race/ethnicity.  Together, the results from this dissertation show that 

racial/ethnic disparities persist at different points of the mental illness career and differences in 

perceptions of need for MHC may help explicate how some of these disparities emerge. 

5.1. Summary of Findings 

 In Chapter 2, racial/ethnic differences in perceived need for MHC were examined among 

individuals with a probable lifetime mental disorder.  The study further examined racial/ethnic 

variation in the correlates of perceived need.  The findings suggest that, in general, racial/ethnic 

minorities (i.e., Asians and African Americans) were less likely than non-Latino Whites to 

perceive a need for MHC, over and above mental and physical health characteristics, 

socioeconomic status (SES), and demographic characteristics.  Within racial/ethnic groups, 

differences in the correlates that influenced perceived need also were found: (1) the upward trend 

of education was a significant indicator of perceived need only for African Americans; (2) 

foreign-born Asians and Afro-Caribbeans with a probable mental disorder were less likely to 

perceive a need for MHC than their U.S. born counterparts; and, (3) English language 

proficiency significantly increased the probability of perceiving a need for MHC only among 

Latinos.  These results suggest that while there are aggregate differences in the rates of perceived 

need for MHC across racial/ethnic groups, there also is substantial variation within groups. 

Promotion of culturally tailored mental health educational programs that aim to expand mental 

health literacy among specific vulnerable subpopulations may help improve recognition of 
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mental illness, need for MHC, and utilization of mental health services among racial/ethnic 

minorities.   

The role of perceived need in explaining disparities in mental health services utilization 

was evaluated in Chapter 3.  Racial/ethnic differences in utilization were observed, with Asians, 

Latinos, African Americans, and Afro-Caribbeans being less likely than non-Latino Whites to 

use mental health services, net of mental and physical health characteristics, insurance status, 

SES, and demographic characteristics.  These differences also varied by type of services.  

Overall, perceived need for MHC obfuscates getting into mental health services for racial/ethnic 

minorities, over and above factors related to access (i.e., insurance status), SES, and health 

status.  Perceived need was a strong predictor of service utilization, and differences in perceived 

need helped mediate disparities in mental health service utilization among Asians and African 

Americans.  In particular, the lower rates of perceived need observed among Asians and African 

Americans helped explain their underutilization of specialty mental health and general medical 

services.  Pathways into MHC also varied by education and income, where individuals with a 

perceived need that had high educational attainment or high income were most likely to respond 

to their need by using mental health services compared to persons with low education or income.  

Despite these patterns, education and income did not moderate the indirect effects of 

race/ethnicity as mediated by perceived need.  Nevertheless, like other studies (Codony et al., 

2009; Edlund et al., 2006; Katz, Kessler, Frank, Leaf, Lin, et al., 1997), these findings continue 

to demonstrate the strong influence of perceived need in getting people into MHC, but this effect 

may be strongest among those with high educational attainment or income.   

 Chapter 4 presents findings on a study that assessed racial/ethnic disparities in role 

limitations due to general, mental, and physical health by examining differences in the indirect 
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effects of perceived need via utilization of mental health services (i.e., frequency used specialty 

and medical services for a mental health problem and use of psychiatric medications in the past 

year).  In general, racial/ethnic minorities, particularly African Americans and Afro-Caribbeans, 

were more likely than non-Latino Whites to report frequent days with role limitations, indexed as 

eight or more days of being unable to work or perform activities, having to reduce the quantity or 

quality of work/activities, and taking extreme effort to complete tasks in the past month.  There 

was no support for the hypothesis that perceived need is indirectly associated with role 

limitations.  Although epidemiological studies document lower overall prevalence and risk of 

mental disorders among racial/ethnic minorities than non-Latino Whites, these findings 

demonstrate that racial/ethnic minorities with a probable mental disorder experience more mental 

health-related disability than non-Latino Whites.  Unobserved heterogeneity in supply-side 

factors (e.g., availability of mental health services and culturally competent care, workforce 

diversity, etc.) may help explain these disparities in role impairments (Alegría et al., 2011; 

Snowden, 2001; Vega & Lopez, 2001).   

 Lastly, each of the studies presented were examined using two subsamples: (1) CPES 

respondents meeting DSM-IV lifetime diagnostic criteria for any mood, anxiety, and substance 

use disorder (i.e., any probable lifetime mental disorder); and, (2) CPES respondents meeting 

DSM-IV lifetime diagnostic criteria for a major depressive disorder (i.e., probable lifetime 

MDD).  Focusing on the subsample of respondents with any probable lifetime disorder provided 

a general understanding of the pathways to MHC for racial/ethnic groups with different types of 

mental health needs.  The probable lifetime MDD subsample also was analyzed because 

Aneshensel (1999, 2012) suggests that mental illness career pathways are characterized by 

experiences specific to a particular disorder, from the symptoms individuals try to comprehend to 
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the type of services/treatment people seek and receive.  Overall, the patterns of results for each 

study were consistent across the two subsamples.  The similarities in the study findings across 

study samples may result from the fact that the MDD sample is a subsample of the any probable 

mental disorder group.  Disparate mental illness careers may have been more evident if we 

compared individuals with a probable MDD to those with any probable substance use disorder 

(SUD).  However, limiting the analyses to respondents with a probable SUD would have 

significantly reduced the sample size and power of the analyses because of SUD’s low 

prevalence across all racial/ethnic groups, making it difficult to evaluate racial/ethnic differences 

in perceived need, MHC utilization, and role impairment. 

5.2. Policy Implications  

Alegría and associates (2011) argue that racial/ethnic disparities in mental health are not 

unique to a particular stage or juncture of the mental illness career, but rather accumulate across 

the career and can negatively affect trajectories toward recovery.  Although this dissertation did 

not formally examine racial/ethnic ethnic differences in mental illness careers, the findings of 

this research demonstrate that there are substantial disparities at different points of the mental 

illness career.  In order to eliminate these disparities, we need to intervene at multiple junctures 

of the illness career, beginning with perceived need for MHC, to adequately address the mental 

health needs of racial/ethnic minorities.   

First, findings from Study 1 (presented in Chapter 2) suggest that efforts to expand 

mental health literacy among racial/ethnic minority populations may be essential to improving 

recognition of mental illness and utilization of mental health services, in general.  Mental health 

literacy including knowledge about mental disorders, their causes, and treatment is generally 
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limited (Jorm, 2000), with misconceptions about the causes of mental illness being a common 

barrier to MHC (Aoun et al., 2004).  Particularly, Latinos and Asians associate depression and 

other mental illnesses to be the result of emotional responses to interpersonal turmoil and social 

stressors (Cabassa et al., 2008; Cabassa et al., 2007; Jimenez et al., 2012; Narikiyo & Kameoka, 

1992), whereas African Americans are likely to relate the causes of mental illness to physical 

weakness, having a weak mind, stress and loss, and self-pity (Egede, 2002; Jimenez et al., 2012).  

Furthermore, racial/ethnic minorities are less likely than non-Latino Whites to accept biomedical 

explanatory models of mental illness (i.e., beliefs that mental illnesses are biologically based) 

(Givens et al., 2007; Karasz, 2005).  These beliefs also affect attitudes of and preferences for 

mental health treatments; for example, African Americans and Latinos are less amenable to 

psychiatric medications as an acceptable treatment strategy for treating mental illness such as 

depression (Cooper et al., 2003; Givens et al., 2007) and are more likely to believe psychiatric 

medications are ineffective (Givens et al., 2007).  Nevertheless, African Americans and Latinos 

in addition to Asians/Pacific Islanders, are more likely, compared to non-Latino Whites, to prefer 

counseling treatment services over medications for help with a mental health problem (Givens et 

al., 2007). 

These misconceptions in the causes of mental illness and its treatment may make it 

difficult for racial/ethnic minorities to perceive a need for MHC and initiate help-seeking 

behaviors in the formal MHC system.  Some studies suggest that mental health educational 

programs and interventions can be very effective in improving mental health literacy among 

racial/ethnic minorities.  For example, López and colleagues (2009) developed a Spanish-

language education program for Latino community residents called La CLAve (i.e., The Clue) 

that utilized popular cultural icons and a mnemonic device to increase knowledge about 
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psychosis, efficacy beliefs in identifying psychosis in others, attributions to mental illness, and 

professional help-seeking.  This intervention improved recognition of psychosis and general 

mental health problems among Latino community residents, and increased their ability to 

identify a need for formal MHC when warranted.  Thus, culturally-tailored educational programs 

such as La CLAve (López et al., 2009) may help improve recognition of mental illness, 

perceived need, and use of mental health services among vulnerable racial/ethnic populations.   

Specific provisions of the Patient Protection and Affordable Care Act (ACA; 2010) such 

as the Education and Outreach Campaign provision, which appropriates funds through the 

Prevention and Public Health Fund (PPHF) to implement health promotion outreach and 

educational campaigns to raise public awareness across the lifespan, may help promote 

expansion of these programs and research on their efficacy (KFF, 2013e).  Aside from traditional 

campaigns that target individuals and families at the community level, these educational 

campaigns may also benefit from being implemented in medical settings such as the primary care 

system and/or patient-centered medical home (PCMH).  The delivery of mental health services is 

evolving under the ACA, starting with improved pathways to MHC in the medical sector.  For 

example, the ACA encourages state Medicaid programs to offer PCMH services to individuals 

with chronic health comorbidities as a way to provide care management, referrals, and individual 

and family support (KFF, 2013b; Mechanic, 2012).  Increased integration of MHC services in 

the primary care setting and medical homes under the ACA would therefore provide the 

opportunity for better screening of mental disorders and improve identification of these 

conditions by health professionals and referral for treatment.  However, addressing barriers such 

as the lack of perceived need common among racial/ethnic minorities in the medical setting will 



 

 

 203 

be important in order to ensure individuals follow through with mental health referrals and 

continually use these mental health services when necessary. 

The significant interaction between perceived need and education in influencing 

utilization of mental health services seen in Study 2 (presented in Chapter 3) further illustrates 

the barriers low educational attainment may pose to persons with a perceived need.  Specifically, 

the results showed that persons with a perceived need that had less than 12 years of education 

had the lowest probability of using mental health services than persons with 16 or more years of 

education.  Such patterns may be disproportionate among certain racial/ethnic minority groups 

given over a third of Latinos and over a quarter of African Americans had completed less than 12 

years of education compared to 12% of non-Latino Whites.  Approximately 60% of non-Latino 

Whites had at least some college education (13 or more years) compared to 32% and 38% of 

Latinos and African Americans, respectively.  Alegría and colleagues (2011) mention that low 

literacy skills can create barriers to successful navigation and functioning within the mental 

health care system.  For example, low literacy, which is strongly correlated with educational 

attainment (Gazmararian et al., 1999; Schillinger, Barton, Karter, Wang, & Adler, 2006), has 

been shown to negatively affect registration for health insurance, comprehension of coverage 

benefits, and access to care (Baker et al., 1996; DeWalt, Berkman, Sheridan, Lohr, & Pignone, 

2004).  Thus, mental health educational campaigns that aim to improve mental health knowledge 

and recognition not only should cover information on how to access and navigate MHC services, 

but also inform individuals how to enroll in health coverage if they are uninsured, especially in 

this era of health reform.   

Results from Chapter 3 also revealed a significant interaction between perceived need for 

MHC and income, as measured by the income-to-poverty index.  In particular, persons with a 
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perceived need had lower utilization of mental health services if they lived at the federal poverty 

level (FPL) as opposed to those individuals whose income was 14 times above the FPL.  These 

findings suggest that limited resources may hinder treatment entry because of lack of 

affordability or health coverage, which may have been especially true for racial/ethnic minorities 

in 2001 given Latinos and African Americans, on average, lived three times above the poverty 

line versus five times among non-Latino Whites.  In both study samples, we found that 

respondents who lived at the poverty line in 2001 were more likely to be uninsured than those in 

the highest income brackets (25% vs. 4%, respectively).  Efforts to extend health coverage 

among the poor and uninsured may help ensure access to MHC for those with a perceived need.   

It is expected that as a result of the ACA many Americans, including racial/ethnic 

minorities, will gain access to MHC by increasing health care coverage to the uninsured and 

requiring essential health benefit plans to include mental health and substance use disorder 

services at parity with general medical benefits (Beronio et al., 2014; KFF, 2013e).  Under ACA 

guidelines, those living at the poverty line would become eligible for Medicaid (if living below 

138% FPL) or federal subsidies to purchase health insurance (KFF, 2013e).  However, awareness 

of where and how to enroll in health coverage may be limited without proper dissemination and 

outreach efforts targeting these groups.  Rosenbaum (2011) argues that public health outreach 

and application assistance will be key to the success of the ACA because many of the uninsured 

have never had insurance, are hard to reach, do not speak English, and/or have limited mental 

capacity.  Additionally, uninsured non-elderly adults are more likely to be African American or 

Latino (KFF, 2013d).  Efforts to reach out to and enroll vulnerable populations were executed in 

the initial phases of the ACA by: providing supplemental funding to community health centers to 

support ongoing outreach and ACA enrollment activities (HRSA, 2014); developing tool-kits for 
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community and faith-based organizations to educate others about the ACA and plan health care 

enrollment events (HHS, 2014); and, state-wide mass media campaigns (including television, 

radio, and print) to promote interest in enrollment (Hill, Wilkinson, & Courtot, 2014).  Although 

one report suggests that states with extensive engagement in planning, designing, and 

implementing outreach campaigns may be poised to reach and enroll many of the uninsured (Hill 

et al., 2014), it remains unclear how effective these outreach efforts will be in recruiting and 

enrolling the uninsured in ACA health care.  If these efforts prove to be efficacious in expanding 

health coverage among the poor and uninsured, it will be interesting to see whether these 

disparities in utilization of mental health services across income persist or disappear among those 

with a perceived need. 

Although most of these implications have been framed at the individual level (e.g., 

increasing mental health literacy, knowledge about navigating the MHC system, and health care 

enrollment), the results from Chapters 3 and 4 also point to necessary transformations in the 

organization and delivery of mental health services to racial/ethnic minority populations.  In 

particular, the underutilization of mental health services (Chapter 2) and worse impairment 

outcomes (Chapter 3) among racial/ethnic minorities may be due to unobserved heterogeneity of 

supply-side factors.  Alegría and colleagues (2011) assert that the organization of health care 

systems and provider organizations can restrict pathways to care by creating mismatches 

between the type of mental health services that are offered and the mental health needs of 

racial/ethnic minority populations.  For example, the lack of workforce diversity (e.g., shortage 

of bilingual providers) and limited availability of culturally competent mental health providers 

place constraints on mental health services utilization by racial/ethnic minorities (McGuire & 

Miranda, 2008; Vega & Lopez, 2001).  In turn, these restrictions may delay entry into care and 
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negatively affect quality of care (Alegría, Chatterji, et al., 2008; Wang, Berglund, et al., 2005; 

Wells et al., 2001).  Thus, incorporating services that match the needs and preferences of 

racial/ethnic minorities may help minimize disparities in utilization and MHC outcomes. 

Some of these transformations are already expected to happen under the ACA.  For 

example, the Medicaid “health home” option will allow enrollees with multiple chronic 

conditions, including serious and persistent mental illness, to receive patient-centered medical 

care by integrating and coordinating all primary, acute, behavioral health, and long-term services 

and supports (KFF, 2013e).  Additionally, workforce training and development efforts aimed at 

improving workforce diversity and promoting cultural competence training among health care 

professionals may increase the availability of culturally relevant services to racial/ethnic 

minority populations.  Lastly, the integration of behavioral health services in primary care setting 

may also help increase treatment of mental health services among racial/ethnic minorities 

because these settings will be important for screening and diagnosing mental illness.  Thus, in 

this era of health reform, it will be important to monitor racial/ethnic disparities as the landscape 

of mental health care changes and see if these transformations have any impact on eliminating 

racial/ethnic disparities in MHC and MHC outcomes.   

5.3. Limitations 

Several limitations of this research should be acknowledged.  First, the cross-sectional 

nature of the CPES data limits our ability to fully test the mental illness career model and make 

causal inferences about the relationships examined in this research.  However, specific empirical 

approaches such as the bivariate probit estimation model were used to try to adjust for 

endogeneity bias as a way to improve our understanding of the causal pathways.  While this 
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approach helped detect and control for endogeneity in some of the analyses, particularly those 

presented in Chapter 3, endogeneity bias was more difficult to control in Chapter 4 (for some of 

the outcomes) because of the lack of valid selection variables (i.e., a variable that predicts 

perceived need, the endogenous variable, without predicting the outcome, role impairment).  

Moreover, the lack of longitudinal data made it difficult to find associations between perceived 

need and role impairments. 

Second, the measurement of perceived need and its operationalization in each study was 

restrictive.  Unlike other studies (Meadows et al., 2002; Meadows, Burgess, et al., 2000), 

perceived need in the Collaborative Psychiatric Epidemiology Surveys (CPES) was assessed in 

general terms, that is whether someone felt they needed to see any type of professional for a 

mental health-related concern in the past year.  However, because several studies document 

racial/ethnic differences in preferences for mental health treatment (e.g., Dwight-Johnson, 

Sherbourne, Liao, & Wells, 2000; Givens et al., 2007; Jimenez et al., 2012), racial/ethnic 

differences in perceived need may also vary by type of service or provider.  For example, Latinos 

may be less likely to perceive a need to seek a psychiatrist for a mental health concern, but may 

be more likely to perceive a need for religious-oriented care.  Additionally, for respondents of 

the National Comorbidity Survey, Replication (NCS-R) and the National Survey of American 

Life, the measurement of perceived need was partly based on their use of mental health services 

in the past year.  While there were concerns that the effect of perceived need on mental health 

service utilization may have been overestimated in Study 2, the use of selection models such as 

the bivariate probit regression in our estimation approach helped decrease the risk of overstating 

the effect of perceived need for MHC by adjusting for endogeneity bias as a result of selection 

and possible reverse causality. 
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Third, with the exception of Chapter 2, the analyses only examined racial/ethnic 

disparities in utilization of mental health services and role impairment at the aggregate level and 

do not take into account potential within group differences.  For example, nativity and 

generational status differentially affect whether and how Asian, Afro-Caribbean, and Latino 

immigrants access mental health services (Abe-Kim et al., 2007; Alegría, Mulvaney-Day, Woo, 

et al., 2007; Jackson et al., 2007).  Additionally, Latinos and Asians are not homogeneous 

groups, but rather are comprised of individuals from diverse cultural and ethnic backgrounds.  

Categorizing Latinos and Asians at the aggregate level may mask significant within group 

differences.  For example, prevalence of mental disorders and utilization of mental health 

services have been shown to vary by Latino and Asian subgroups (Alegría, Mulvaney-Day, 

Torres, et al., 2007; Alegría, Mulvaney-Day, Woo, et al., 2007; Kalibatseva & Leong, 2011; 

Meyer et al., 2009).  

Lastly, the analyses are not free from omitted variable bias.  In particular, the analyses do 

not control for social and cultural influences (aside from nativity) in help-seeking.  As Lamb et 

al. (2011) and Kovandžić et al. (2011) stress, help-seeking is a social process that often times 

begins with reaching out to significant social networks such as family, friends, and co-workers 

for emotional support and/or advice on seeking mental health services.  Additionally, due to data 

constraints and inconsistency of variable measurements across the three surveys comprising the 

CPES, these analyses were not able to account for structural and organizational factors that affect 

perceived need, utilization, and outcomes of MHC, including discrimination, the availability of 

mental health services, diversity of mental health providers, accessibility to culturally relevant 

care, etc.  The omission of these factors may overstate the degree of racial/ethnic disparities in 

perceived need, MHC utilization, and role impairment.   
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5.4. Strengths of the Dissertation 

Despite these limitations, this research has four noticeable strengths.  First, the CPES 

provides nationally representative samples of the major racial/ethnic groups in the United States, 

including understudied groups in mental health and mental health services research.  The large 

probability samples of these groups allow us to make generalizations to the population of 

racial/ethnic minorities with a probable mental illness.  Second, racial/ethnic disparities were 

examined and found to be significant at multiple junctures of the mental illness career, 

suggesting distinctive career pathways for racial/ethnic minorities from non-Latino Whites.  The 

findings support Alegría et al.’s (2011) argument that disparities are not unique to one stage of 

the career, but rather accumulate across stages.  Third, this study considered perceptions of need 

for MHC as a plausible mechanism of racial/ethnic disparities in mental health and mental health 

care.  As previously mentioned, preferences and beliefs are often overlooked in disparities 

research.  However, findings from this dissertation suggest racial/ethnic differences in 

perceptions of need for MHC may help expound how disparities in MHC occur.  Fourth, this is 

the first study of its kind to assess perceived need for MHC using advanced methodological 

approaches to deal with endogeneity bias.  Previous studies have not accounted for endogeneity 

bias resulting from reverse causality when examining the effect of perceived need on help-

seeking behaviors.  Ignoring endogeneity may likely overestimate perceived need’s impact on 

use.  Lastly, unlike previous studies, this research was one of the first studies to formally test the 

mediated effects of perceived need on explaining racial/ethnic differences in mental health care.  
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5.5. Implications for Future Research 

The findings of this dissertation point to several future directions in mental health 

services research.  First, most of the research on perceived need conducted in the United States 

has taken a general approach to measuring perceived need (i.e., whether or not an individual felt 

they needed to see any kind of professional for a mental health or substance use problem) 

(Edlund et al., 2006; Katz et al., 1997; Mojtabai et al., 2002; Nadeem et al., 2009).  However, 

scholars in Australia have advanced the measurement and assessment of perceived need for 

MHC in large community surveys (Meadows, Harvey, Fossey, & Burgess, 2000).  These 

assessments break down perceived need by categories of interventions, including: 

drugs/medications, information about mental illness and treatment services, psychotherapies (i.e., 

cognitive behavior therapy, counseling), social interventions (e.g., help with housing, finances), 

and skills training (e.g., need to improve ability to work, look after oneself).  Within these 

categories, different levels of perceived need are determined, including: no need, unmet need, 

partially met need, and met need.  Future studies should try to adopt a similar approach to 

measuring perceived need in order to uncover the types of services and extent of perceived 

mental health needs racial/ethnic populations have in the United States.   

Second, while Study 1 (presented in Chapter 2) examined differences in the factors that 

predict perceived need for mental health care within racial/ethnic groups, future studies should 

continue to evaluate how racial/ethnic minorities conceptualize need for MHC.  For example, 

how do cultural conceptualizations of mental illness facilitate or impede definitions of need for 

formal and informal mental health services?  Similarly, are there “cultural thresholds” for 

realizing a need for MHC that are different across racial/ethnic groups?  Are these “thresholds” 

consistent within ethnic groups?  Do stigmatized attitudes towards mental health services prevent 
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individuals from perceiving a need for mental health care?  Aside from these sociocultural 

factors, it is also important to examine how the organization and structure of mental health 

services influence perceptions of need for mental health care, especially considering how these 

factors negatively affect access to care, quality of services, and overall mental health outcomes 

among racial/ethnic minorities.  

Lastly, the inconclusive results from Study 3 (presented in Chapter 4) suggest that the 

role of perceived need in indirectly influencing role impairments should be re-evaluated using 

other datasets.  Longitudinal research studies, in particular, may prove to be instrumental in 

examining these relationships because of opportunities to track and record changes in mental 

health, impairment, utilization of mental health services, and perceived need for mental health 

care.  Additionally, longitudinal studies provide the opportunity to better evaluate the mental 

illness careers of racial/ethnic minorities.   

5.6. Conclusion 

 The findings from this dissertation research suggest that racial/ethnic disparities in mental 

health and mental health care are present at multiple stages of the mental illness career.  In 

particular, racial/ethnic differences in perceptions of need for mental health care may help 

characterize these disparities at specific point-in time career junctures.  Perceived need is a 

strong and positive predictor of mental health service utilization overall, but the lower rates of 

perceived need among racial/ethnic minorities may lead to underutilization of mental health 

services for these groups.  Furthermore, despite controlling for use of mental health services and 

perceived need, significant disparities in role impairments were found, with racial/ethnic 

minorities having worse impairment than non-Latino Whites.  These results suggest that 
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racial/ethnic disparities in mental health and mental health care are not unique to a particular 

stage of the illness career, and may therefore accumulate over the course of the illness creating a 

career characterized by disadvantage.  These observed disparities might be due to limitations in 

mental health literacy and structural factors that affect access and quality of care.  Current ACA 

efforts aimed at expanding health coverage and improving quality and the availability of 

culturally relevant mental health services may help ameliorate some of these disparities.  

Nevertheless, other actions such as expanding mental health education programs at the 

community level and medical setting may help reduce disparities by improving the way 

racial/ethnic minorities think about mental illness and their need for services.  Moreover, efforts 

to understand how disparities move across subsequent stages of the mental illness career using 

longitudinal data should continue in order to better inform policies designed to improve MHC 

participation, quality, and outcomes among racial/ethnic minorities.  
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