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The advent of the community
mental health centers pro-
gram in 1963 has led to a shift

away from inpatient treatment in fa-
vor of community-based services for

individuals affected by serious mental
illnesses (1,2). More important, re-
cent findings indicate a continued
overall trend toward greater use of
outpatient mental health care that

now accounts for more than 59% of
the nearly $12 billion spent in the
United States to treat youths affected
with mental disorders (3). Despite
outreach efforts to treat these youths,
a large proportion does not receive
needed care, and there is particular
concern about disparities in access to
care across racial and ethnic groups
(4,5). Indeed, studies demonstrate
that Hispanic youths are less likely
than Caucasian youths to receive spe-
cialty mental health services (6–9).
Even when youths received treat-
ment for mental health problems,
Hispanics made fewer visits than
Caucasians (10–12). An important
area that has not been comprehen-
sively investigated is whether these
disparities exist in receiving a mini-
mum of “adequate mental health
care” for past-year major depressive
episodes.

Following recent concerns about
the levels of treatment received by
individuals affected by serious men-
tal illnesses, significant efforts have
been made to ensure that mental
health treatment is concordant with
evidence-based guidelines (13–16).
With the increasing involvement of
primary care physicians in providing
mental health care, the Agency for
Healthcare Research and Quality
developed evidence-based guide-
lines for the treatment of depression
in primary care settings (17). The
American Psychiatric Association
also developed guidelines for the
treatment of depression in specialty
mental health settings (18,19). On
the basis of these guidelines, a work-
ing definition of a minimum of “ade-

Disparities in Adequate Mental Health Care
for Past-Year Major Depressive Episodes
Among Caucasian and Hispanic Youths
PPiieerrrree  KK..  AAlleexxaannddrree,,  PPhh..DD..,,  MM..PP..HH..
SSiillvviiaa  SS..  MMaarrttiinnss,,  MM..DD..,,  PPhh..DD..
PPaattrriicckk  RRiicchhaarrdd,,  PPhh..DD..,,  MM..AA..

Dr. Alexandre and Dr. Martins are affiliated with the Department of Mental Health,
Johns Hopkins University, 624 N. Broadway, Suite 833, Baltimore, MD 21205 (e-mail: pi
alexan@jhsph.edu). Dr. Richard is with the Department of Health Policy, George Wash-
ington University, Washington, D.C.

Objective: Following efforts made in recent years to provide effective men-
tal health treatments based on evidence-based guidelines, a working defi-
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ic youths in receipt of adequate mental health care for past-year major de-
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National Survey on Drug Use and Health. The study sample was composed
of 1,169 Caucasian youths and 316 Hispanic youths aged 12 to 17 with past-
year major depressive episodes. The percentages of youths in the sample
who received adequate mental health care for past-year major depressive
episodes were estimated, and the correlates of receipt of adequate mental
health care were examined. Results: Thirty-four percent of the full sample
received adequate mental health care for past-year major depressive
episodes, but separate analyses indicated that adequate mental health care
was received by a significantly higher proportion of Caucasian youths
(36%) than Hispanic youths (27%). The odds of receiving adequate mental
health care for past-year major depressive episodes for Caucasians were
1.55 times that of Hispanics (p=.01). Having Medicaid or coverage via the
State Children’s Health Insurance Program significantly increased the
odds of receiving adequate mental care for past-year major depressive
episodes for both Hispanics and Caucasians. Conclusions: As mental health
problems of adolescents from diverse racial or ethnic backgrounds become
more easily identified and a larger proportion of these groups is referred
to mental health treatment services, it is important to examine the degree
to which treatment should be tailored to engage and retain specific racial
or ethnic groups so that they will receive the minimum of adequate mental
health care. (Psychiatric Services 60:1365–1371, 2009)



quate mental health care” was de-
fined in the literature as follows: ei-
ther receipt of a prescribed medica-
tion in combination with four or
more visits to a psychiatrist, psychol-
ogist, general medical doctor, or oth-
er medical doctor or if the individual
is not psychotic, receipt of at least
eight visits with a mental health spe-
cialist (20,21). Using this definition,
we investigated racial and ethnic dis-
parities in receiving adequate mental
health care between Caucasian and
Hispanic youths affected by past-
year major depressive episodes. The
topic is of keen importance because
lack of adequate mental health care
among youths represents a lost op-
portunity to intervene and possibly
to prevent persistence of psy-
chopathology into adulthood (22).

This study’s framework draws from
a well-validated theoretical model,
Andersen’s social behavioral model,
which has been used to analyze men-
tal health service use (23–26). This
conceptual framework uses a system
perspective and organizes variables
into predisposing factors that shape
attitudes toward health care utiliza-
tion, need factors that encompass
the individual’s illness or impairment
that necessitates service utilization,
and enabling factors that refer to re-
sources that promote or inhibit serv-
ice use (23). As a framework for
analysis, the social behavioral model
does not dictate the exact variables
and analytical methods that must be
used. The appropriateness of vari-
ables to be included depends on the
research question, the purpose of
the study, and data availability (23).
In addition to race and ethnicity, the
data set used in this study contains
other salient predisposing variables,
including age and gender (26–28).
Enabling factors are represented by
school enrollment, city residency,
and health insurance coverage
(29,30). Need is assessed by several
psychopathological measures, in-
cluding severity of depression-relat-
ed impairment, past-year delinquent
behaviors, and substance abuse
(31–33). The specific aims of this
study were to investigate the extent
to which racial or ethnic disparities
exist between Caucasian and His-
panic youths in receiving adequate

mental health care for past-year ma-
jor depressive episodes and to exam-
ine the specific racial or ethnic fac-
tors that explain these disparities in
receiving adequate mental health
care. We hypothesized that among
youths affected by past-year major
depressive episodes, Caucasians
would be more likely than Hispanics
to receive adequate mental health
care.

Methods
Data source and study sample
Data for this study were drawn from
the 2005 National Survey on Drug
Use and Health (NSDUH). The sur-
vey has been conducted since 1971 to
provide estimates of substance use in
the U.S. civilian population aged 12
and older. The NSDUH question-
naire was redesigned in the 1990s to
place a greater emphasis on health
status and health care, including ac-
cess to mental health care (34).
These data have been a useful tool
for multidisciplinary studies (35).
The 2005 NSDUH survey has a
weighted screening response rate of
about 90% and a weighted interview
response rate of more than 80%.
The interviews were conducted by
using a combination of computer-as-
sisted personal interviewing (CAPI),
with responses entered by a field in-
terviewer, and audio computer-as-
sisted self-interviewing (ACASI),
with responses entered privately by
the participant. Details on the sur-
vey can be found elsewhere (36).
The 2005 NSDUH contains 55,905
records covering equal proportions
of persons aged 12–17, 18–25, and 26
years and older.

The 2005 NSDUH included a
“youth depression” module to assess
past-year major depressive episodes
by using the diagnostic criteria set
forth by the DSM-IV. Major depres-
sive episode is defined as having at
least five or more of nine DSM-IV
clinical features nearly every day in
the same two-week period, where at
least one of the features was either a
depressed mood or loss of interest or
pleasure in daily activities (37). Ques-
tions were adapted from the depres-
sion section of the National Comor-
bidity Survey–Adolescent, which is
based on a modified version of the

World Health Organization Compos-
ite International Diagnostic Inter-
view–Short Form (CIDI-SF) (38). In
addition to good psychometric con-
cordances between CIDI-SF and the
full CIDI, clinical reappraisal analy-
ses have shown agreement between
CIDI diagnoses and independent cli-
nician diagnoses (38,39). Moreover,
the CIDI-SF is recommended to di-
agnose 12-month major depressive
episodes in large-scale surveys (40).
The sample used in this study includ-
ed 1,485 Caucasians and Hispanics
aged 12 to 17 years who were classi-
fied as affected by past-year major
depressive episodes. The racial and
ethnic distribution of the study sam-
ple was 1,169 (79%) Caucasians and
316 (21%) Hispanics.

Adequate mental health care
Respondents with past-year major
depressive episodes were asked about
their treatment experiences for de-
pression during the past year, defined
as “seeing or talking to a medical doc-
tor or other health professional or
taking prescription medication for
major depressive episodes.” All re-
spondents were asked whether they
received treatment or counseling
during the past 12 months for emo-
tional or behavioral problems that
were not caused by alcohol or drugs
at a mental health clinic or center;
from a private therapist, psychologist,
psychiatrist, social worker, or coun-
selor; from an in-home therapist, psy-
chiatrist, social worker, or counselor;
or from a pediatrician or other family
doctor. If respondents responded yes
to any of the above questions, they
were asked about the total number of
visits to each of these providers. Oth-
er questions asked whether they re-
ceived prescription medication for
their depressive episodes.

Respondents who indicated that
they received treatment were said to
have received adequate mental
health care if they received a pre-
scription for an appropriate medica-
tion for depression, in combination
with four or more visits to a psychia-
trist, psychologist, general medical
doctor, or other medical doctor, or if
they were not psychotic, they re-
ceived eight or more visits for de-
pression-related problems with ei-
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ther a psychiatrist or another type of
mental health specialist. This defini-
tion is based on evidence-based
treatment guidelines that recom-
mend a minimum of four visits for
patients receiving medication during
the acute and continuation phases for
several types of mental disorders, in-
cluding mood, anxiety, and psychotic
disorders (17,41). In addition, clini-
cal trials found that a minimum of
eight sessions are needed with a
mental health specialist in the ab-
sence of medication (19,42,43).

Coding of covariates
As discussed earlier, the covariate of
primary interest in this study was race
and ethnicity (Caucasian and Hispan-
ic youths). We coded other covariates
as follows: age (12–13, 14–15, and
16–17 years), gender (girls versus
boys), school enrollment (enrolled
versus not enrolled), and city residen-
cy (lived in a large Metropolitan Sta-
tistical Area or metropolitan area, in a
small metropolitan area, or in a non-
metropolitan area).

We used the Sheehan Disability
Scale to control for depression symp-
tom severity (44). Analyses found
high construct validity and internal
consistency reliability for the Shee-
han Disability Scale in assessing psy-
chiatric impairment (45). The Shee-
han Disability Scale is a measure of
the impact of depression on a person’s
daily activities based on four domains
in a person’s life: chores at home,
school or work, close relationships
with family, and social life. Each do-
main uses an 11-point scale, in which
0 corresponds to no interference, 1 to
3 corresponds to mild interference, 4
to 5 corresponds to moderate inter-
ference, 7 to 9 corresponds to severe
interference, and 10 corresponds to
very severe interference. The data set
included an overall impairment vari-
able defined by the highest level of
severity of role impairment reported
across all four role domains. On the
basis of the variable distribution, we
construed a binary variable repre-
senting low interference (nil, mild,
and moderate impairment) and high
interference (severe and very severe
impairment).

To control for delinquent behavior,
we used an index based on six types of

past-year delinquent acts (46–48): got
into a serious fight at school or at
work, took part in fight where group
fights group, carried a handgun, at-
tacked someone with intent to seri-
ously hurt him or her, sold illicit
drugs, and stole or tried to steal any-
thing worth more than $50. Delin-
quent behaviors counts were grouped
into three categories: none, one or
two types, and three or more types
(46). Measures for alcohol abuse (yes-
no) and drug abuse (yes-no) were also
included. Finally, we controlled for
health insurance status (no insurance,
private insurance, or public insur-
ance—that is, Medicaid or State Chil-
dren’s Health Insurance Program
[SCHIP]).

Statistical analysis
Univariate analyses were used to esti-
mate the percentages of Caucasian
and Hispanic youths in the sample
who received adequate mental health
care for past-year major depressive
episodes. Nonparametric Kruskal-
Wallis tests were used to assess the
strength of the association between
the covariates and receipt of ade-
quate mental health care by race and
ethnicity. Multivariable logistic re-
gressions based on the full sample
were used to assess the independent
effects of race and ethnicity on re-
ceipt of adequate mental health care,
adjusting for covariates. Multivari-
able logistic regressions were also es-
timated for each racial and ethnic
group to examine correlates of re-
ceipt of adequate mental health care.
All analyses were conducted with
Stata software, release 9.0 (49). We
used the “SVY” command, using
weights provided in the data set to
adjust for variations in within-house-
hold probabilities of selection and for
differential nonresponse.

Results
Race and ethnicity and adequacy
of treatment for depression
Table 1 shows the characteristics of
the sample of Caucasian and Hispan-
ic youths with past-year major de-
pressive episodes. Thirty-four per-
cent of the sample received ade-
quate mental health care for major
depressive episodes. Nonparametric
Kruskal-Wallis test of significant dif-

ferences indicated a higher propor-
tion of Caucasians (36%) than His-
panics (27%) received adequate
mental health care (p<.001). More-
over, we found that a majority of His-
panic youths lived in large metropol-
itan areas, while a majority of Cau-
casian youths lived in small or non-
metropolitan areas. The results also
indicate that a significantly larger
proportion of Caucasians had private
insurance, whereas Hispanics were
mostly uninsured or had Medicaid or
SCHIP.

We analyzed the associations be-
tween race and ethnicity and receipt
of adequate mental health care for
past-year major depressive episodes.
In the first logistic regression model,
where race and ethnicity were en-
tered alone, the results indicated that
the odds of receiving adequate men-
tal health care for Caucasians was
1.55 times that of Hispanics (odds ra-
tio [OR]=1.55, 95% confidence inter-
val, 1.17–2.03, p<.01). In the second
logistic regression model that includ-
ed all of the variables that were con-
trolled for (Table 2), the effect of race
and ethnicity did not change (OR=
1.56, p<.01). We also found that com-
pared with respondents aged 12–13
years, those aged 14–15 years
(OR=1.40, p=.04) and those aged
16–17 years (OR=1.41, p=.03) were
more likely to receive adequate men-
tal care. Youths with a high level of
depression-related impairment had
higher odds of receiving adequate
mental health care, compared with
those with a low level of depression-
related impairment (OR=3.12, p<
.01). Youths who abused drugs were
more likely than those who did not to
receive adequate mental health care
for major depressive episodes (OR=
1.67, p=.01). Having Medicaid or
SCHIP increased the odds of receiv-
ing adequate mental health care
(OR=1.72, p=.02), compared with
having no insurance.

Correlates of adequacy of 
treatment for depression
Caucasians. Table 3 shows the multi-
variable logistic models of adequate
mental health care for Caucasian
youths. Older Caucasians were more
likely to receive adequate mental
health care—that is, compared with
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Caucasians aged 12–13 years, the
odds of receiving adequate mental
care increased for youths aged 14–15
years (OR=1.69, p<.01) and for
youths aged 16–17 years (OR=1.58,
p=.01). The odds of receiving ade-
quate mental health care increased
for respondents who reported a high
level of depression-related impair-
ment, compared with those who re-
ported a low level of depression-relat-
ed impairment (OR=3.46, p<.01).
Youths who abused drugs were more
likely than those who did not to re-
ceive adequate mental care for major
depressive episodes (OR=1.58, p=
.04). Caucasian youths who had Med-
icaid or SCHIP were more likely than

those with no insurance to receive ad-
equate mental health care (OR=2.74,
p<.004).

Hispanics. Table 3 also shows the
multivariable logistic models of ade-
quate mental health care for Hispan-
ic youths. Much like our findings for
Caucasian youths, we found that drug
abuse increased the odds of receiving
adequate mental health care for ma-
jor depressive episodes among His-
panic youths (OR=2.55, p<.01). Also,
the odds of receiving adequate men-
tal health care increased for Hispanic
youths who reported a high level of
depression-related impairment, com-
pared with those who reported a low
level of depression-related impair-

ment (OR=2.35, p<.01). Medicaid or
SCHIP increased the odds of receiv-
ing adequate mental health care,
compared with no insurance (OR=
1.30, p<.05).

Discussion
This study examined disparities in re-
ceiving adequate mental health care
among Caucasian and Hispanic
youths affected by past-year major
depressive episodes. Thirty-four per-
cent of all youths in the sample re-
ceived adequate mental health care.
Our results are slightly lower than
the 39% found for individuals aged
15 to 54 years who were shown to re-
ceive mental health care for serious
mental illness in the National Co-
morbidity Survey (22). Separate
analyses conducted for Caucasians
and Hispanics in our study indicate
that 36% of Caucasian youths re-
ceived adequate mental care, com-
pared with 27% of Hispanic youths.
Logistic regressions indicate that
Caucasian youths were 1.55 times as
likely as Hispanic youths to receive
adequate mental health care. Al-
though previous research has not ex-
tensively examined racial or ethnic
disparities in receiving adequate
mental health care for major depres-
sive episodes by using this working
definition of a minimum of adequate
mental care (20,21), our results are
consistent with findings indicating
that even when persons from racial
or ethnic minority groups engage in
mental services, they are more likely
to make only a small number of visits
to their providers (10,12,50).

Our results indicate that differ-
ences observed in adequate mental
health care for depression among
Caucasian and Hispanic youths per-
sisted even after we controlled for
other predisposing elements, en-
abling factors, and need for services
in the Andersen model. Moreover,
some of these factors that the analy-
ses controlled for differ by race or
ethnicity. The literature provides sev-
eral plausible explanations for our
findings within the Andersen frame-
work. Previous research indicates that
need factors such as presentation and
interpretation of symptoms of mental
disorders might differ according to
race or ethnicity (51). Enabling cul-
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Characteristics of Caucasian and Hispanic youths diagnosed as having past-year
major depressive episodes in the 2005 National Survey on Drug Use and Health

Total Caucasians Hispanics
(N=1,485) (N=1,169) (N=316)

Variable N % N % N % pa

Received minimally adequate
mental heath care 509 34 424 36 85 27 <.001

Age
12–13 298 20 233 20 65 21
14–15 534 36 414 35 120 38
16–17 653 44 522 45 131 41

Gender
Male 409 28 336 29 73 23
Female 1,076 72 833 71 243 77

Enrolled in school
No 33 2 23 2 10 3
Yes 1,452 98 1,146 98 306 97

Urbanicity
Large metropolitan area 589 40 427 37 162 51 <.01
Small metropolitan area 744 50 605 52 139 44 <.05
Nonmetropolitan area 152 10 135 12 15 5 <.01

Depression-related impairment
Low 399 27 308 26 91 29
High 1,086 73 861 74 225 71

Alcohol abuse
No 1,369 92 1,072 92 297 94
Yes 116 8 97 8 19 6

Drug abuse
No 1,353 91 1,059 91 294 93
Yes 132 9 110 9 22 7

Types of delinquent behaviors
0 728 49 579 50 149 47
1–2 591 40 464 40 127 40
≥3 166 11 126 11 40 13

Health insurance
No insurance 102 7 61 5 41 13 <.01
Private insurance 1,006 68 856 73 150 47 <.01
Medicaid or State Chil-

dren’s Health Insurance 
Program 377 25 252 22 125 40 <.01

a Statistical difference between Caucasian and Hispanic youths was determined with the Kruskal-
Wallis test.



ture and ethnic factors may prevent
receipt of appropriate care among
Hispanic youths even after they ac-
cess mental health services (52). In
addition, many persons from racial or
ethnic minority groups mistrust the
traditional care system and use more
alternative treatment outside the
health care system, such as pastoral
and family counseling (53,54). All of
these factors could reduce the likeli-
hood that Hispanic youths would use
an antidepressant prescription or re-
turn for a visit (52), which could also
explain racial and ethnic disparities in
adequate mental health care found in
our study.

Having Medicaid or SCHIP signif-
icantly increased the odds of receiv-
ing adequate mental care for past-
year major depressive episodes for
both Hispanics and Caucasians. From
a public policy standpoint, this find-
ing indicates that public medical in-
surance is an important enabling tool
for increasing receipt of adequate
mental health care for youths. Fi-
nancing for treating mental disorders
has not increased commensurately
with the rise in the numbers of youths
affected by mental disorders (55).
Medicaid or SCHIP benefits for
treatment of mental disorders vary
widely across states, and the emphasis
is often on acute care services rather
than on the relapsing condition of
mental illness (56). As the financing
burden continues to shift from the
private sector to the public sector,
new research is needed to examine
the effects of publicly funded insur-
ance on the effectiveness of service
delivery systems for youths with men-
tal disorders. Consistent with the
findings of previous studies identify-
ing impairment severity associated
with mental disorder symptoms as a
significant determinant of mental
health care utilization (57), the results
of our study showed that regardless of
race or ethnicity, youths who reported
severe depression-related impair-
ment were more likely than those
who did not to receive adequate men-
tal health care.

The results from the study present-
ed here should be interpreted in light
of its limitations. First, this study was
based on cross-sectional data, and
thus it is difficult to conclude that fac-

tors associated with receiving ade-
quate mental health care are related
causally. Second, the study used the
“explicit mental health care” utiliza-

tion concept, a relatively restricted
definition of use that includes only
services directly related to behavioral
or emotional problems of youths (58).
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Logistic regression model of predictors of adequate mental care for past-year
major depressive episodes among 1,485 Caucasian and Hispanic youths in the
2005 National Survey on Drug Use and Health

Variable OR 95% CI

Caucasian (reference: Hispanic) 1.56∗∗ 1.15–2.10
Age (reference: 12–13)

14–15 1.40∗ 1.01–1.93
16–17 1.41∗ 1.02 –1.92

Female (reference: male) 1.07 .83–1.28
Enrolled in school (reference: not enrolled) 1.74 .74–4.08
Urbanicity (reference: nonmetropolitan area)

Large metropolitan area 1.07 .72–1.60
Small metropolitan area 1.21 .82–1.78

High levels of depression-related impairment
(reference: low levels) 3.12∗∗ 2.33–4.17

Alcohol abuse (reference: no) .96 .62 –1.47
Drug abuse (reference: no) 1.67∗ 1.12–2.49
Types of delinquent behaviors (reference: 0)

1–2 1.02 .80–1.30
≥3 .99 .67–1.46

Health insurance (reference: no insurance)
Private insurance 1.34 .83–2.16
Medicaid or State Children’s Health Insurance Program 1.72∗ 1.04–2.85

∗p<.05
∗∗p<.01

TTaabbllee  33

Logistic regressions model of predictors of adequate mental care for past-year
major depressive episodes among youths in the 2005 National Survey on Drug
Use and Health, by race and ethnicity

Caucasians Hispanics

Variable OR 95% CI OR 95% CI

Age (reference: 12–13)
14–15 1.69∗∗ 1.18–2.42 .74 .36 –1.53
16–17 1.58∗ 1.11–2.25 .93 .44–1.95

Female (reference: male) 1.07 .80–1.42 .99 .53–1.84
Enrolled in school (reference: not enrolled) 1.63 .62–4.27 1.77 .28–11.19
Urbanicity (reference: nonmetropolitan area)

Large metropolitan area 1.16 .75–1.78 .69 .21–2.21
Small metropolitan area 1.21 .80–1.84 1.00 .31–3.19

High levels of depression impairment
interference (reference: low levels) 3.46∗∗ 2.50–4.78 2.35∗∗ 1.27– 4.40

Alcohol abuse (reference: no) 1.08 .67–1.72 .62 .21–1.78
Drug abuse (reference: no) 1.58∗ 1.02–2.45 2.55∗∗ 1.21–6.35
Types of delinquent behaviors (reference: 0)

1–2 1.04 .79–1.36 .92 .51–1.67
≥3 1.75 .48–1.17 2.00 .87–4.52

Health insurance (reference: no insurance)
Private insurance 1.44 .80–2.58 1.16 .51–2.66
Medicaid or State Children’s

Health Insurance Program 2.74∗∗ 1.27–5.93 1.30∗ 1.02–2.30

∗p<.05
∗∗p<.01



Third, we investigated receipt of ade-
quate mental health care in formal
outpatient settings. As noted earlier,
persons from racial or ethnic minori-
ty groups frequently seek help for
psychological problems from nonpro-
fessional sectors, such as church and
family, which could not be captured
by the study presented here (53,54).
Fourth, we examined data from His-
panics as a group, but there might be
differences between Hispanics with
origins from different countries (for
example, Mexico versus Puerto Rico)
and between Hispanics who are
more acculturated and those who are
less acculturated. Unfortunately, the
NSDUH does not have data on accul-
turation. Finally, as with all self-re-
port studies, there is also the possibil-
ity of recall bias. The NSDUH proce-
dures are designed to maximize hon-
esty and recall, and studies that exam-
ined the validity of data collected for
the NSDUH found that the use of
ACASI and CAPI methods produce
more valid results than other self-re-
port methods (59).

Conclusions
The study presented here investigat-
ed and found racial and ethnic dispar-
ities in receipt of adequate mental
health care for past-year major de-
pressive episodes among Caucasian
and Hispanic youths. Previous re-
search also found racial and ethnic
disparities in mental health care for
mental disorders (60,61). As more
adolescents of diverse racial and eth-
nic backgrounds seek access to men-
tal health treatment services, more
study is needed about the degree to
which treatment should be tailored to
engage and retain racial and ethnic
groups.

Acknowledgments and disclosures

This study was supported by two National In-
stitute on Drug Abuse (NIDA) grants (AA-
13608 and DA-020923). NIDA had no further
role in study design; in the collection, analysis,
and interpretation of data; in the writing of the
report; or in the decision to submit the article
for publication. The data reported were from
the 2005 NSDUH public data files available at
the Substance Abuse and Mental Health Data
Archive and the Inter-university Consortium
for Political and Social Research at University
of Michigan (webapp.icpsr.umich.edu). The
data collection and preparation were spon-
sored by the Office of Applied Studies, Sub-

stance Abuse and Mental Health Services Ad-
ministration.

The authors report no competing interests.

References

1. Grob G: Mental health policy in twentieth-
century America; in Mental health, United
States, 2000. Edited by Manderscheid RW,
Henderson MJ. Rockville, Md, Substance
Abuse and Mental Health Services Admin-
istration, 2001

2. Levin BL, Petrila J, Henessy KD: Mental
Health Services: A Public Health Perspec-
tive, 2nd ed. New York, Oxford University
Press, 2004

3. Ringel JS, Sturm R: Financial burden and
out-of-pocket expenditures for mental
health across different socioeconomic
groups: results from healthcare for commu-
nities. Journal of Mental Health Policy and
Economics 4:141–150, 2001

4. Ringel JS, Sturm R: National estimates of
mental health utilization and expenditures
for children in 1998. Journal of Behavioral
Health Services and Research 28:319–333,
2001

5. Leaf PJ, Alegria M, Cohen P, et al: Mental
health service use in the community and
schools: results from the four-community
MECA study. Journal of the American
Academy of Child and Adolescent Psychia-
try 35:889–897, 1996

6. Cuffel BJ, Held M, Goldman W: Predictive
models and the effectiveness of strategies for
improving outpatient follow-up under man-
aged care. Psychiatric Services 53:1438–
1443, 2002.

7. Snowden LR: Racial differences in infor-
mal help seeking for mental health prob-
lems. Journal of Community Psychology
26:429–438, 1998

8. Lopez SR: A research agenda to improve
the accessibility and quality of mental
health care for Latinos. Psychiatric Services
53:1569–1573, 2002

9. Freedenthal S: Racial disparities in mental
health service use by adolescents who
thought about or attempted suicide. Sui-
cide and Life-Threatening Behavior 37:22–
34, 2007

10. Lavigne JV, Arend R, Rosenbaum D, et al:
Mental health service use among young
children receiving pediatric primary care.
Journal of the American Academy of Child
and Adolescent Psychiatry 37:1175–1183,
1998

11. Padgett DK, Patrick C, Burns BJ: Ethnicity
and the use of outpatient mental health
services in a national insured population.
American Journal of Public Health 84:222–
226, 1994

12. Harpaz-Rotem I, Leslie D, Rosenheck RA:
Treatment retention among children enter-
ing a new episode of mental health care.
Psychiatric Services 55:1022–1028, 2004

13. Rosenheck R, Massari L, Frisman L: Who
should receive high-cost mental health
treatment and for how long? Schizophrenia
Bulletin 19:843–852, 1993

14. Wells RB, Sherbourne C, Schoenbaum M,
et al: Impact of disseminating quality im-
provement programs for depression in
managed primary care. JAMA 283:212–
220, 2000

15. Melfi CA, Chawla AJ, Croghan TW, et al:
The effect of adherence to antidepressant
treatment guidelines on relapse and recur-
rence of depression. Archives of General
Psychiatry 55:1128–1132, 1998

16. Katon W, Von Korff M, Lin E. et al: Col-
laborative management to achieve treat-
ment guidelines: impact on depression in
primary care. JAMA 273:1026–1031, 1995

17. Depression in Primary Care, Vol 2: Treat-
ment of Major Depression. Rockville, Md,
Agency for Healthcare Research and Qual-
ity, 1993

18. Practice Guideline for Major Depressive
Disorder in Adults. Washington, DC, Amer-
ican Psychiatric Publishing, 1993

19. Lehman AF, Steinwachs DM: Translating
research into practice: the Schizophrenia
Patient Outcomes Research Team (PORT)
treatment recommendations. Schizophre-
nia Bulletin 24:1–10, 1998

20. Borges G, Elena Medina-Mora M, Wang PS,
et al: Treatment and adequacy of treatment
of mental disorders among respondents to
the Mexico National Comorbidity Survey.
American Journal of Psychiatry 163:1371–
1378, 2006

21. Wang PS, Demler O, Kessler RC: Adequa-
cy of treatment for serious mental illness in
the United States. American Journal of
Public Health 92:92–98, 2002

22. Harrington R, Rutter M, Fombonne E: De-
velopmental pathways in depression: multi-
ple meanings, antecedents, and endpoints.
Developmental Psychopathology 8:601–
616, 1996

23. Andersen RM: Revisiting the behavioral
model and access to medical care: does it
matter? Journal of Health and Social Be-
havior 6:1–10, 1995

24. Elhai JD, Ford JD: Correlates of mental
health service use intensity in the National
Comorbidity Survey and National Comor-
bidity Survey Replication. Psychiatric Ser-
vices 58:1108–1115, 2007

25. Wu P, Christina WH, Patricia C, et al: Fac-
tors associated with use of mental health
services for depression by children and
adolescents. Psychiatric Services 52:189–
195, 2001

26. Keyes KM, Hatzenbuehler ML, Alberti P,
et al: Service utilization differences for axis
I psychiatric and substance use disorders
between Caucasian and black adults. Psy-
chiatric Services 59:893–901, 2008

27. Wang PS, Lane M, Olfson M, et al: Twelve-
months use of mental health services in the
United States: results from the National
Comorbidity Survey Replication (NCS-R).
Archives of General Psychiatry 62:629–640,
2005

28. Rhodes AE, Goering PN, To T, et al: Gen-
der and outpatient mental health service
use. Social Science and Medicine 54:1–10,
2002

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ October 2009   Vol. 60   No. 1011337700



29. Sourander A, Multimaki P, Santalahti P, et
al: Mental health service use among 18-
year-old adolescent boys: a prospective 10-
year follow-up study. Journal of the Ameri-
can Academy of Child and Adolescent Psy-
chiatry 43:1250–1258, 2004

30. Zwaanswijk M, van der Ende J, Verhaak PF,
et al: Factors associated with adolescent
mental health service need and utilization.
Journal of the American Academy of Child
and Adolescent Psychiatry 42:692–700,
2003

31. Alegria M, Kessler RC, Bijl R, et al: Com-
paring data on mental health service use
between countries; in Unmet Needs in Psy-
chiatry: Problems, Resources, Responses.
Edited by Andrews G, Henderson S. Cam-
bridge, England, Cambridge University
Press, 2000

32. Briggs-Gowan MJ, Horwitz SM, Schwab-
Stone ME, et al: Mental health in pediatric
settings: distribution of disorders and fac-
tors related to service use. Journal of the
American Academy of Child and Adoles-
cent Psychiatry 39:841–849, 2000

33. Horwitz SM, Gary LC, Briggs-Gowan
MJ, et al: Do needs drive services use in
young children? Pediatrics 112:1373–
1378, 2003

34. Preliminary Estimates From the 1994 Na-
tional Household Survey on Drug Abuse.
Rockville, Md, Substance Abuse and Men-
tal Health Services Administration, 1995

35. Kessler RC, Barker PR, Colpe LJ, et al:
Screening for serious mental illness in the
general population. Archives of General
Psychiatry 60:184–189, 2003

36. Results From the 2005 National House-
hold Survey on Drug Abuse: Technical Ap-
pendices and Selected Data Tables: Public
Release. Rockville, Md, Substance Abuse
and Mental Health Services Administra-
tion, 2006

37. Diagnostic and Statistical Manual of Men-
tal Disorders, 4th ed. Washington, DC,
American Psychiatric Publishing, 1994

38. Kessler RC, Andrews G, Mroczek D, et al:
The World Health Organization Composite
International Diagnostic Interview Short
Form (CIDI-SF). International Journal of
Methods in Psychiatric Research 7:171–
185, 1998

39. Wittchen HU: Reliability and validity stud-
ies of the WHO–Composite International
Diagnostic Interview (CIDI): a critical re-
view. Journal of Psychiatric Research 28:57–
84, 1994

40. Aalto-Setala T, Marttunen MJ, Tuulio-Hen-
riksson A: Depressive symptoms in adoles-
cence as predictors of early adulthood de-
pressive disorders and maladjustment.
American Journal of Psychiatry 159:1235–
1237, 2003

41. Wang PS, Berglund PA, Kessler RC: Re-
cent care of common mental disorders in
the US: prevalence and conformance with
evidence-based recommendations. Journal
of General Internal Medicine 15:284–292,
2000

42. Practice Guideline for the Treatment of Pa-
tients With Panic Disorder. Washington,
DC, American Psychiatric Publishing, 1998

43. Practice Guideline for the Treatment of Pa-
tients With Schizophrenia. Washington,
DC, American Psychiatric Publishing, 1997

44. Sheehan DV, Sheehan KE: The classifica-
tion of anxiety and hysterical states. Journal
of Clinical Psychopharmacology 2:235–243,
1982

45. Leon AC, Olfson M, Portera L, et al: As-
sessing psychiatric impairment in primary
care with the Sheehan Disability Scale. In-
ternational Journal of Psychiatry Medicine
27:93–105, 1997

46. Wu LT, Howard MO: Is inhalant use a risk
factor for heroin and injection drug use
among adolescents in the United States?
Addictive Behaviors 32:265–281, 2007

47. Smith D, Davidson L: Interfacing indica-
tors and constructs in criminological re-
search: a note on the comparability of self-
report violence data for race and sex
groups. Criminology 24:473–488, 1986

48. Hinderlang M, Hirschi T, Weis J: Measur-
ing Delinquency. Sage, Beverly Hills, Calif,
1981

49. Stata Reference Manual: Release 9. Texas,
Stata Corp, 2005

50. Alexandre PK: Mental health care for
youth: predictors of use are not always the
same as predictors of volume. Social Sci-
ence Journal 45:619–632, 2008.

51. Baker FM, Bell CC: Issues in the psychi-
atric treatment of African Americans. Psy-
chiatric Services 50:362–368, 1999

52. Merritt-Davis OB, Keshavan MS: Pathways
to care for African-Americans with early
psychosis. Psychiatric Services 57:1043–
1044, 2006

53. McMiller WP, Weisz JR: Help-seeking pre-
ceding mental health clinic intake among
African-American, Latino and Caucasian
youth. Journal of the American Academy of
Child and Adolescent Psychiatry 35:1086–
1094, 1996

54. Chalfant PH, Peter HL, Alden R: The cler-
gy as a resource for those encountering psy-
chological distress. Review of Religious Re-
search 31:305–313, 1990

55. American Academy of Pediatrics, Commit-
tee on Child Health Financing and Com-
mittee on Substance Abuse: Improving
substance abuse prevention, assessment,
and treatment financing for children and
adolescents. Pediatrics 108:1025–1029,
2001

56. Johnson P: Substance Abuse Treatment
Coverage in State Medicaid Programs.
Washington, DC, National Conference of
State Legislatures, 1999

57. Booth BM, Cook AL, Blow FC: Utilization
of outpatient mental health services after
inpatient alcoholism treatment. Journal of
Mental Health Administration 19:21–30,
2002

58. Olfson M, Pincus HA: Outpatient psy-
chotherapy in the United States. I: volume,
costs, and user characteristics. American
Journal of Psychiatry 151:1281–1288, 1994

59. Harrison L: The validity of self-reported
drug use in survey research: an overview
and critique of research methods. NIDA
Research Monograph 167:17–36, 1997

60. Dakof GA: Understanding gender differ-
ences in adolescent drug abuse: issues of
comorbidity and family functioning. Jour-
nal of Psychoactive Drugs 32:25–32, 2000

61. Robbins MS, Kumar S, Walker-Barnes C,
et al: Ethnic differences in comorbidity
among substance-abusing adolescents re-
ferred to outpatient therapy. Journal of the
American Academy of Child and Adoles-
cent Psychiatry 41:394–401, 2002

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ October 2009   Vol. 60   No. 10 11337711


