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Demand for proper health
care has spawned a greater
awareness of the role of eth-

nicity or race in the provision of ap-
propriate mental health services for
minority populations (1). Until re-
cently, research on the provision of
mental health services did not consid-
er race or ethnicity as a major factor
(2). However, when investigators ex-
amined the use of and expenditures
for mental health services by Medic-
aid beneficiaries in New York, they
found marked differences between
ethnic groups (3). These data, as well
as the findings of other investigators
(4), have raised concerns about poten-
tial disparities in mental health care
among racial and ethnic minorities.

Not all differences in rates of serv-
ice use constitute disparities. Adjust-
ment for “legitimate” sources of dif-
ference—such as need—is necessary
for identifying inequities (5). Further
adjustment for the many factors that
affect use, such as socioeconomic sta-
tus, is necessary for identifying the in-
equity due to race or ethnicity (6).
The U.S. Surgeon General (7) recent-
ly called attention to the limited un-
derstanding of cultural factors that
may contribute to an inadequate allo-
cation of and access to resources for
appropriate treatment. The study re-
ported here used data from the Na-
tional Comorbidity Survey (NCS)
(8)—a nationwide survey designed to
provide information on the preva-
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Objective: The authors investigated whether there are disparities in the
rates of specialty mental health care for Latinos and African Americans
compared with non-Latino whites in the United States. Methods: Data
were analyzed from the 1990–1992 National Comorbidity Survey, which
surveyed a probability sample of 8,098 English-speaking respondents
aged 15 to 54 years. Respondents self-identified their race or ethnicity,
yielding a sample of 695 Latinos, 987 African Americans, and 6,026 non-
Latino whites. Data on demographic characteristics, insurance status,
psychiatric morbidity, whether the respondent lived in an urban or a ru-
ral area, geographic location, income, and use of mental health servic-
es were determined for each ethnic or racial group. Logistic regression
analyses were used to examine the associations between ethnic or racial
group and use of specialty services, with relevant covariates adjusted
for. Results: Significant differences between ethnic groups were found
in demographic characteristics, geographic location, zone of residence,
insurance status, income, wealth, and use of mental health services. The
results indicated that poor Latinos (family income of less than $15,000)
have lower access to specialty care than poor non-Latino whites. African
Americans who were not classified as poor were less likely to receive
specialty care than their white counterparts, even after adjustment for
demographic characteristics, insurance status, and psychiatric morbidi-
ty. Conclusions: To understand ethnic or racial disparities in specialty
care, the effects of ethnicity or race should be analyzed in combination
with variables related to poverty status and environmental context. Fur-
ther research needs to address the complex construct of social position
in order to bridge the gap in unmet need in specialty care. (Psychiatric
Services 53:1547–1555, 2002)
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lence of DSM-III-R disorders and the
use of mental health services—to in-
vestigate whether there are inequali-
ties in the rates of specialty care for
Latinos and African Americans com-
pared with non-Latino whites.

Some studies have indicated that
Latinos experience great difficulties in
obtaining adequate access to mental
health services (9–11) and are under-
represented in mental health care set-
tings (12–17). Other studies have
shown comparable levels of use of
mental health services between Lati-
nos and non-Latinos (18,19). Possible
methodologic explanations for these
divergent results are differences in the
measures used to assess psychiatric
disorders and service use (20), re-
sponse bias due to instrumentation
(21,22), differences in geographic lo-
cations, and differences in measures of
access to mental health services. The
differences have also been attributed
to the selection of covariates or to un-
controlled factors such as level of psy-
chiatric morbidity (23), insurance cov-
erage (24), and socioeconomic status. 

We explored multiple factors that
may contribute to ethnic or racial dis-
parities in the use of mental health
services. What role does ethnicity or
race play compared with other com-
ponents of social position, such as in-
come and wealth or the environmen-
tal context, in explaining differential
rates of specialty care use? Substantial
evidence indicates that social position
plays a major role in psychiatric disor-
ders (25) and service use (26,27). Sim-
ilarly, the environmental context is
crucial in the variations in health and
access to health care (28). These fac-
tors can help clarify links to ethnic or
racial differences in service use, illus-
trated in Table 1. Therefore, we first
compared estimated rates of use of
specialty care services by ethnic and
racial groups, adjusting for psychiatric
disorder, insurance status, and socioe-
conomic status. Second, we evaluated
the association between ethnic and
racial group and differential rates of
specialty care, stratifying by poverty
status and by geographic location. 

Methods
Study population and data
We used data from the 1990–1992
NCS (29), based on a probability sam-

ple of 8,098 English-speaking respon-
dents in the United States aged 15 to
54 years. The study methods have
been described previously (30–32).
Although the NCS was not designed
to provide an understanding of racial
and ethnic disparities in the use of
mental health services, it does provide
comparative data for African Ameri-
cans, Latinos, and non-Latino whites,
all based on the same methods and re-
search design.

Ethnic and racial identification
Respondents were asked to self-iden-
tify whether they were of Spanish or
Latino descent and, if so, to indicate

their nationality—Mexican, Mexican
American, Chicano, Puerto Rican,
Cuban, or other Spanish. Persons
who identified themselves as being of
Latino descent, independent of how
they reported their race, were catego-
rized as Latino (N=695). Overall,
there were 432 Mexican Americans,
67 Puerto Ricans, 30 Cubans, and 166
other Latinos. Nonetheless, the small
size of the Latino sample prevented
us from conducting subgroup analy-
ses. Respondents who did not identi-
fy themselves as being of Spanish or
Latino descent were asked to identify
themselves as white, black, American
Indian, Asian, or other. Respondents

who classified themselves as non-
Latino white (N=6,026) or African
American (N=987) were also includ-
ed in the analysis.

Use of outpatient mental 
health services
Any use of outpatient mental health
services in the previous year was de-
fined as speaking to a professional
about symptoms or disorders in the
12-month period before the interview
(32). Treatment for a mental health
problem by a physician other than a
psychiatrist or treatment in a hospital
emergency department or a doctor’s
private office was defined as general
medical care. Specialty mental health
care was defined as treatment by a
psychiatrist, a psychologist, or a psy-
chotherapist or treatment by any pro-
fessional in a specialty mental health
setting. Mental health care provided
in a social service agency or depart-
ment was coded as human service–
sector care. 

Social position, geographic loca-
tion, and zone of residence
No consensus exists about how social
position is best operationalized, but—
however defined—this variable shows
a robust relationship to psychiatric ill-
ness and service use (26,33,34). Social
position was based on the respondent’s
estimate of household income from all
sources before income tax deductions
and wealth. Income was coded in four
categories: $0 to $14,999, $15,000 to
$34,999, $35,000 to $69,999, and
$70,000 or more. Wealth was defined
as the total funds of the respondent
and his or her spouse or partner in
checking and saving accounts, stocks,
bonds, real estate, and house value net
of any mortgage. Wealth was coded in
three categories: less than $10,000,
$10,000 to $99,000, and $100,000 or
more. Poverty status was determined
by dividing the family income data into
poor (less than $15,000) and nonpoor
($15,000 or more). This categorization
is based on Census Bureau income
thresholds for 1990–1992. The pover-
ty threshold for a four-person house-
hold was $13,400 to $14,400 (35);
therefore, a threshold of less than
$15,000 was used to designate poverty
in our sample. Geographic location
was coded as Northeast, South, West,
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and Midwest. Zone of residence was
coded as urban or rural.

Demographic characteristics,
insurance status, and 
psychiatric morbidity 
Several demographic variables that
have previously been found to be cor-
related with use of mental health
services (36,37) were included as con-
trols: sex, age, marital status, educa-
tion, and insurance status. Sex was a
dichotomous variable, with female as
the reference category. Age was in-
cluded as either a categorical variable
(15 to 24 years, 25 to 34 years, 35 to
44 years, and 45 years or older) or as
a continuous variable. Marital status
was categorized as disrupted mar-
riage (for example, separated, di-
vorced, or widowed), never married,
or married. Education was included
as a continuous variable of the num-
ber of years of education or as a cate-
gorical variable (less than high school,
high school, 13 to 15 years, and 16
years or more). Insurance was repre-
sented by two dichotomous variables:
private insurance other than Medic-
aid and Medicaid, with no insurance
as the reference category.

Previous research has established a
strong association between the pres-
ence and severity of psychiatric mor-
bidity and the use of mental health
services (17). Therefore, we exam-
ined how differences in psychiatric
morbidity might influence ethnic and
racial differences in service use. Psy-
chiatric morbidity was constructed as
a four-category variable: two or more
diagnoses in the previous year, one di-
agnosis in the previous year, any life-
time diagnosis, and no lifetime diag-
nosis. Diagnoses of mental disorders
were determined by the Composite
International Diagnostic Interview
(CIDI) (38) using DSM-III-R crite-
ria. The CIDI generates diagnoses of
mood disorders, anxiety disorders,
and substance use disorders with
good reliability and validity (39). Dis-
ability was measured by asking re-
spondents to report the number of
days in the previous 30 days that they
either cut down on or were unable to
perform usual activities because of
mental illness. Disability was record-
ed for respondents who reported one
or more such days.

Analyses
Comparisons of the distributions of
demographic characteristics, insur-
ance status, psychiatric morbidity,
zone of residence, geographic loca-
tion, income, and use of mental health
services across ethnic groups were
made by using chi square tests. Dif-
ferences in service use were apparent
only in the use of specialty services;
therefore, all subsequent analyses
used specialty care as the dependent
variable. Logistic regression analyses
examined the positive correlations be-
tween ethnic or racial group and use
of specialty care with adjustment for
demographic and insurance variables.

A second set of analyses was con-
ducted to assess the relationship be-

tween ethnic or racial group and use
of specialty care after adjustment for
social position, geographic location,
and zone of residence. To better un-
derstand the association between eth-
nicity and the use of specialty care, a
third logistic regression was comput-
ed that added to the model two addi-
tional covariates: psychiatric illness
and disability. We also conducted sep-
arate logistic regressions stratifying
the sample by poverty status and by
geographic location. The standard er-
rors of the estimates and the logistic
regression coefficients were calculat-
ed by using SUDAAN (40) to adjust
for clustering and nonresponse in the
sample design.

Results
Differences by ethnic 
or racial group
As shown in Table 2, significant differ-
ences were observed between the
three ethnic or racial groups. Com-
pared with non-Latino whites, Latinos
were younger and less educated and
were more likely to have never been
married, to have no insurance, and to
live in the South or the West. The pro-
portion of Latinos reporting an annu-
al household income of less than
$15,000 was 28.4 percent, similar to
that for African Americans. The three
groups showed marked differences in
aggregate measures of psychiatric
morbidity. Latinos were more likely to
have two or more previous-year psy-
chiatric disorders than non-Latino
whites and African Americans. The
rate of disability was significantly low-
er among African Americans than in
the other two groups. Significant dif-
ferences were noted in the propor-
tional distributions of use of any spe-
cialty care. 

Rates of specialty care after 
adjustment for psychiatric morbidity
When we restricted the analysis to re-
spondents who reported the presence
of any of the assessed psychiatric dis-
orders in the previous year, no signifi-
cant differences between groups were
observed in the rates of overall use of
any mental health, general health, or
human services. However, a signifi-
cantly higher proportion of non-Lati-
no whites reported receiving specialty
care (11.8 percent) than did African
Americans (7.2 percent) or Latinos
(5.9 percent) (data not shown).

In Table 3, the findings of regres-
sion 1 show the relationship between
ethnic or racial group and past-year
use of specialty mental health servic-
es, with adjustment only for demo-
graphic variables and insurance sta-
tus. The findings of the second re-
gression show the association be-
tween ethnicity or race and past-year
use of any specialty service, with ad-
justment for demographic variables,
insurance status, income, wealth,
zone of residence, and geographic lo-
cation. In the third regression, psy-
chiatric illness and disability were in-
cluded as additional covariates in esti-
mating the relationship between eth-
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nicity and the use of specialty services.
Under regression 1, African Ameri-

cans had significantly lower odds than
non-Latino whites of receiving spe-
cialty use. When income, geographic
location, and zone of residence were
included in the regression, both
African Americans and Latinos had
significantly lower odds of use of spe-
cialty services than non-Latino whites.
When psychiatric illness and disability
were included in the regression, dif-
ferences between African Americans
and non-Latino whites were still sig-
nificant, but differences between
Latinos and non-Latino whites were
not significant. 

Role of income, geographic 
location, and zone of residence
Table 4 lists separate estimates of the
associations between ethnicity or race
and use of specialty services, stratified
by poverty status and adjusted for de-
mographic characteristics, insurance
status, psychiatric illness, and disabili-
ty. The odds ratios (ORs) of use of any
specialty care by poor respondents
were significantly lower for Latinos
than for non-Latino whites but not for
poor African Americans. 

The results in Table 4 show a sig-
nificant difference in the probability
of any specialty care for poor respon-

dents in the South compared with
poor respondents in the Midwest.
African Americans who were not poor
had lower odds of receiving specialty
care than whites who were not poor,
and there were significant differences
in receipt of specialty care between
rural respondents who were not poor
and their urban counterparts.  

We proceeded to explore the asso-
ciation between ethnicity or race and
use of specialty services in separate
logistic regressions stratified by geo-
graphic region. The data shown in
Table 5 demonstrate that African
Americans living in the South or the
West, compared with non-Latino
whites living in those same regions,
had a significantly lower probability
of any use of specialty services. In this
stratification, the Latino samples
were too small—as evidenced by the
large range for the ORs—to enable us
to find anything but large significant
differences for this group. A larger
sample would have been required for
testing of differences in the relation
of specialty mental health services
and Latino ethnicity. 

Discussion
The lower level of access to specialty
mental health care among poor Lati-
nos compared with poor non-Latino

whites is consistent with the results of
other published studies (4,33,41). At
least five factors could explain differ-
ences in use of specialty services be-
tween poor Latinos and poor non-
Latino whites: language fluency, cul-
tural differences such as self-reliance,
access to Medicaid specialty services
in Latino neighborhoods, differences
in recognition of mental health prob-
lems, and lower quality of mental
health care. Even though the NCS
was limited to English-speaking re-
spondents, many poor Latinos may
not be fluent enough in English to
feel comfortable discussing their
mental health problems or participat-
ing in psychotherapy.

Previous studies have shown that
psychiatric patients with limited Eng-
lish proficiency underutilized special-
ist outpatient services and that those
who did receive such services were
less likely to participate in psychother-
apy than fluent English speakers (42).
We speculate that limited English
proficiency among poor Latinos in
our study may have contributed to
their lower use of specialty services
compared with poor African Ameri-
cans or whites with no linguistic bar-
riers. If a patient with limited English
proficiency cannot gain access to a
bilingual provider, he or she may not
seek specialty care. 

A second factor may be self-reliance
among poor Latinos. Self-reliance in
dealing with mental health problems,
a coping mechanism more commonly
observed among Latinos than whites
(43), reduces the use of mental health
services (44). A third factor might be
the access to Medicaid specialty serv-
ices in Latino neighborhoods com-
pared with neighborhoods where poor
non-Latino whites live. Research has
found that the more behavioral health
specialists there are in a community,
the more likely individuals are to use
these services (45). 

In one study, lack of recognition of
mental health problems might also
account for differences in use of spe-
cialty care. Differences in the use of
mental health services between per-
sons in Canada and persons in the
United States (mostly non-Latino
whites) were not significant after per-
ceived need for mental health care
was controlled for (46). This finding
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Levels of explanation and corresponding types of interventions for psychiatric
illnessa

Explanation Examples Interventions

Level 1: social position Ethnicity or race Public health policy
Income or wealth
Education
Gender

Level 2: environmental factors Geographic location Organization and 
Neighborhood environment community interventions
Zone of residence

Level 3: lifestyle factors Life stressors Primary and secondary
(individual behavior and Psychosocial factors preventions
attitudes toward health) Social support

Level 4: physiological factors Symptoms Secondary prevention
Impairment
Disability

Use of mental health services Quality improvement and
health-system interventions

a Adapted from McKinley and Marceau (52)
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Demographic and socioeconomic characteristics, psychiatric morbidity, and service use among Latinos, African Americans,
and non-Latino whitesa

Racial or ethnic group

Latinos African Americans Non-Latino whites
(N=695) (N=987) (N=6,026)

Characteristic % SE % SE % SE χ2 df p

Sex 2.77 2 ns
Male 51.1 2.84 46.1 3.01 51.0 1.29
Female 48.9 2.84 53.9 3.01 49.0 1.29

Age (years) 24.24 6 <.001
15 to 24 37.2 2.73 26.7 2.66 22.4 .94
25 to 34 33.0 3.28 34.9 3.52 29.48 1.04
35 to 44 19.7 2.54 24.8 3.72 29.5 1.14
45 or more 10.1 2.21 13.59 2.25 18.61 1.03

Marital status 57.87 4 <.001
Disrupted marriage 7.0 1.42 18.2 2.49 10.7 .79
Never married 38.4 2.83 41.0 3.09 25.0 .92
Married 54.6 3.00 40.9 3.10 64.4 1.14

Education (years) 64.88 6 <.001
0 to 11 42.8 3.27 24.8 2.41 32.3 3.43
12 30.3 3.27 32.3 3.43 36.7 1.53
13 to 15 19.01 3.56 32.3 2.98 21.9 1.09
16 of more 7.9 1.57 10.6 2.13 23.2 1.63

Private insurance 42.62 2 <.001
Yes 62.2 4.03 72.1 2.38 85.4 .92
No 37.8 4.03 27.9 2.38 14.6 .92

Medicaid 35.15 2 <.001
Yes 11.5 2.20 11.1 1.69 3.5 .40
No 88.5 2.20 88.9 1.69 96.5 .40

Zone of residence 7.25 2 <.031
Rural 7.2 3.57 14.3 6.49 24.1 5.75
Urban 92.8 3.57 85.7 6.49 75.9 5.75

Geographic location 28.84 6 <.001
Northeast 14.8 5.25 16.0 5.35 22.2 5.34
South 42.8 13.53 54.3 8.26 31.5 5.97
West 33.1 10.29 9.3 3.27 18.99 5.03
Midwest 9.2 3.34 20.4 5.87 27.3 5.53

Income level 44.94 6 <.001
$0 to $14,999 28.4 4.05 27.7 3.08 12.2 1.05
$15,000 to $34,999 35.5 3.16 41.5 3.96 31.5 1.50
$35,000 to $69,999 6.9 4.42 8.3 3.02 84.8 1.48
$$70,000 or more 9.8 2.18 5.2 1.76 16.0 1.50

Wealth 50.90 2 <.001
$0 to $9,999 53.0 3.06 56.1 4.22 33.7 1.58
$10,000 to $99,999 30.5 3.75 30.5 3.45 36.9 1.39
$100,000 or more 16.5 3.38 13.4 1.93 29.36 2.16

Prevalence of mental disorders 44.37 6 <.001
Two or more diagnoses 

in past year 15.8 1.66 12.2 1.74 12.9 .68
One diagnosis in past year 16.8 1.43 13.4 1.72 18.1 .64
Diagnosis during lifetime 13.6 1.8 8.6 1.21 20.5 .94
No diagnosis during lifetime 53.9 2.99 65.7 2.62 48.5 1.38

Presence of disability due 
to mental illnessb 10.15 2 .008

Yes 7.5 1.73 4.2 .99 8.0 .58
No 92.6 1.73 95.8 .99 92.0 .58

Use of mental health services
Any service 9.8 1.63 6.7 1.62 10.4 .58 3.87 2 ns
Specialty servicec 3.5 .66 2.2 .56 5.3 .44 17.16 2 <.001
General medical service 3.0 1.24 3.0 1.26 2.9 .34 0.00 2 ns
Human services 5.1 1.02 3.3 .96 4.2 .35 1.66 2 ns

a Weighted data from the National Comorbidity Survey
b Measured by asking respondents to report the number of days in the previous 30 days that they either cut down on or were unable perform usual ac-

tivities because of mental illness. Disability was recorded for respondents who reported one or more such days.
c Comparison for specialty care was significant but all other comparisons were nonsignificant. Chi square tests of independence were done separately for

each service sector, because categories are not mutually exclusive.
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suggests that ethnic or racial differ-
ences in perceived need for care
might explain lower rates of care.

Another explanation for the lower
rates of specialty care among poor
Latinos than among poor whites
might be previous experience with
lower-quality mental health care. In a
recent study, only 24 percent of His-
panic persons with anxiety and de-
pression received appropriate care
(47), which suggests that Latinos may
perceive that they have less to gain
from the mental health care system.

Our findings that African Ameri-
cans who were not categorized as poor
were less likely to use specialty servic-
es than their white counterparts, even
after adjustment for demographic
variables, insurance status, and psy-
chiatric morbidity, is supported by the

results of other research (48). African
Americans appear to have fewer fi-
nancial resources than whites in any
income bracket and may experience
the modest cost sharing associated
with private insurance as more of a
burden than whites (49). Crude con-
trol for insurance might not eliminate
the differences in the insurance ben-
efits between African Americans and
whites categorized as not being poor.

Another possible explanation for
the differences we observed is greater
mistrust among patients; African
Americans have experienced racism
and mistreatment by the health care
system (50), which may discourage
them from seeking specialty care. In a
nationwide study, 35 percent of
African Americans stated that racism
was a major problem in health care,

compared with only 16 percent of
whites (51).

In addition, regional variations in
the receipt of specialty care by ethnic
and racial minorities suggest policy or
system factors as topics for research.
Whether these regional differences
are functions of geographic location
rather than different levels of avail-
ability of particular minority providers
in different communities cannot be
determined from the NCS data. Thus
it is impossible to clarify whether eli-
gibility policies in the South make it
less likely for African Americans than
for non-Latino white to obtain care or
whether the difference is due to the
availability of minority providers or
health care system factors—for exam-
ple, referrals and reimbursement
procedures. Distribution of specialty
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Adjusted associations between use of any specialty mental health service and ethnic or racial groupa

Regression 1b Regression 2c Regression 3d

Independent variable Odds ratio 95% CI Odds ratio 95% CI Odds ratio 95% CI

Ethnic or racial group
Latino .68 .44–1.04 .63 .40–.99∗ .78 .49–1.23
African American .33 .20–.55∗ .36 .21–.59∗ .45 .26–.77∗

Non-Latino white 1.00 1.00 1.00
Income level

$0 to $14,999 .59 .33–1.07 .47 .25–.87∗

$15,000 to $34,999 .45 .27–.76∗ .43 .26–.73∗

$35,000 to $69,999 .72 .42–1.23 .68 .39–1.18
$70,000 or more 1.00 1.00

Wealth
$0 to $9,999 1.61 .97–2.66 1.28 .76–2.15
$10,000 to $99,000 1.02 .66–1.59 .88 .59–1.32
$100,000 or more 1.00 1.00

Zone of residence
Rural .59 .39–.89∗ .57 .37–.86∗

Urban 1.00 1.00
Geographic location

Northeast .87 .57–1.32 .90 .59–1.38
South .78 .51–1.18 .83 .54–1.28
West .93 .60–1.45 .87 .56–1.37
Midwest 1.00 1.00

Psychiatric illness
Two or more diagnoses in past year 11.84 6.69–20.97∗

One diagnosis in past year 3.48 1.86–6.53∗

Diagnosis during lifetime 2.29 1.21–4.33∗

No diagnosis during lifetime 1.00
Presence of disabilitye

No .30 .20–.45∗

Yes 1.00

a All analyses were weighted by using Taylor series approximations provided by SUDAAN.
b Adjusted for age, sex, marital status, education, Medicaid status, and private insurance status
c Adjusted for the variables in regression 1 plus wealth, income, zone of residence, and geographic location
d Adjusted for the variables in regressions 1 and 2 plus psychiatric illness and disability
e Measured by asking respondents to report the number of days in the previous 30 days that they either cut down on or were unable to perform usual

activities because of mental illness. Disability was recorded for respondents who reported one or more such days.
∗ p<.05



facilities that serve African Americans
in the South compared with those
that serve non-Latino whites may ac-
count for differences in access to spe-
cialty care.

Our results are consistent with
McKinlay’s framework (52), which
supposes that the combined effect of
poverty and minority status places a
person at a higher risk of reduced ac-
cess to mental health services. Our
findings suggest that the effect of mi-
nority status on use of specialty care
services may vary depending on
poverty status and geographic loca-
tion. The importance of stratification
underlines how the effects of ethnici-
ty or race, poverty, and geographic re-
gion need to be analyzed in combina-
tion. In terms of specialty care use,
being African American has less of an
impact among poor persons than
among those who are not poor,
whereas the opposite is true for Lati-
nos. Thus the effects of ethnicity and
race should not be examined alone
but in terms of how they interact with
poverty and region. 

The fact that the magnitude of the
association between ethnicity and the
use of specialty services did not sub-
stantially change after adjustment for
psychiatric morbidity and other co-
variates suggests that ethnicity and
race may be a component of a more
complex construct of social position.
Subjective social class, perceived
placement in the community, and rel-
ative deprivation may all be important
variables—not measured in the NCS
study—that, in addition to race, in-
come, and wealth, define a person’s
social position. Furthermore, income
can be confounded by other dimen-

sions of health that were not meas-
ured in this study (53). More detailed
information about environmental
context is also required for modeling
the effects of the neighborhood—for
example, the neighborhood’s environ-
ment and cohesion. Such information
portrays commonly held views about
life that may affect psychiatric illness
and pathways to treatment. 

This study had several limitations.
The NCS study was conducted in the
pre–managed care era, so there are no
data on how the results of our study
might vary under newer health care
organization and financing structures.
In addition, the cross-sectional design
of the study makes it difficult to estab-

lish the causal pathways of differential
rates of use of specialty services
among different ethnic and racial mi-
norities. Selective migration to geo-
graphic regions where specialty serv-
ices are not easily accessible could ex-
plain some of the observed ethnic or
racial differences. The exclusion of
other social and lifestyle factors that
were not available in the data set
could also change the strength of the
correlations with some of the inde-
pendent variables. Furthermore,
some of the observed results may have
been due to measurement error in
ethnic and racial data (54).

Operationalization of the con-
structs of race or ethnicity in the NCS

TTaabbllee  55

Adjusted associations between use of any specialty mental health service and ethnic or racial group and income, stratified by
geographic locationa

Northeast only South only West only Midwest only

Odds Odds Odds Odds
Ethnic or racial group ratio 95% CI ratio 95% CI ratio 95% CI ratio 95% CI

Latino .60 .14–2.62 1.08 .46–2.56 .65 .31–1.35 .77 .20–2.95
African American .64 .18–2.28 .23 .11–.46∗ .09 .01–.64∗ 1.22 .56–2.67
Non-Latino white 1.00 1.00 1.00 1.00

a Results are based on logistic regression for use of any specialty service, adjusted for age, sex, marital status, education, private insurance status, Medic-
aid status, disability, psychiatric disorders, income, and wealth. All analyses were weighted by using Taylor series approximations provided by SUDAAN.

TTaabbllee  44

Adjusted associations between use of any specialty mental health service and eth-
nic or racial group, zone of residence, and geographic location, by poverty level

Poorb Not poorc

Independent variable Odds ratio 95% CI Odds ratio 95% CI

Ethnic or racial group
Latino .28 .09–.84∗ .92 .54–1.55
African American .51 .22–1.15 .38 .19–.75∗

Non-Latino white 1.00 1.00
Zone of residence

Rural .64 .35–1.16 .48 .31–.76∗

Urban 1.00 1.00
Geographic location

Northeast .70 .32–1.54 .94 .58–1.54
South .48 .25–.90∗ .97 .59–1.59
West .50 .21–1.17 1.06 .66–1.71
Midwest 1.00 1.00

a Results are based on logistic regression of use of any specialty service, adjusted for age, sex, mari-
tal status, education, Medicaid status, private insurance status, psychiatric disorders, disability,
zone of residence, and geographic location. All analyses were weighted by using Taylor series ap-
proximations provided by SUDAAN.

b Family income of less than $15,000
c Family income of $15,000 or more
∗ p<.05
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follows a crude approach. The survey
merely asks respondents to indicate
their race or ethnicity by choosing
from one of several response options,
which might be arbitrary depending
on the types and number of cate-
gories provided (55). The conceptual
validity of these constructs has been
challenged (56).  

Another limitation of the NCS is
that all interviews were conducted in
English. Latino, Spanish-speaking,
monolingual respondents were effec-
tively excluded from the survey. This
bias might have served to underesti-
mate the effects of ethnicity or race
on use of specialty services, if we as-
sume that these ethnic minorities are
less likely to seek care as a result of in-
creased barriers, such as language
barriers, lack of knowledge about how
to navigate the service sectors, and
undocumented immigration status.  

Conclusions
The results of this study underline the
urgent need for action to augment ac-
cess to specialty care for poor Latinos
and African Americans who are not
categorized as poor. Public policy
changes, such as increasing con-
sumers’ cost sharing for services or
monitoring the availability of bilin-
gual specialty providers by regions,
should be carefully reviewed. It is
necessary to ensure the availability
and effectiveness of psychiatric serv-
ices tailored to meet the needs of
Latino and African-American com-
munities. Furthermore, given the so-
cial and regional differences in spe-
cialty care, research may need to re-
focus on how to best target these in-
equalities at the community and sys-
tem level, beyond the mere study of
individual factors leading to increased
access to care. �
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