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Abstract

Racial/ethnic differences in mental health service use among adolescents in clinic and school settings
for three high-need populations are examined. Results indicate no racial/ethnic differences in school-
based use contrasted with significant differences in clinical settings. Schools may be critical avenues
for reduction of unmet mental health need among racial/ethnic minorities.
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Introduction

Racial/ethnic minority children and adolescents are more likely than whites to have unmet need
for mental health services [1,2]. To better explicate differences in the unmet need of minority
adolescents, differences in service utilization should be examined for those with mental health
problems within specific settings. Outside of the medical sector, the school has been identified
as an important setting in which to deliver mental health services to this population because of
the potential to overcome barriers such as cost, transportation, and stigma associated with
services in clinical settings [3,4]. However, no known study has assessed and compared the
extent to which racial/ethnic differences in unmet need for mental health services exist in school
settings versus clinical settings. Several studies have examined racial/ethnic differences in
mental health services across multiple settings without delineating whether these differences
exist in clinical and school settings [1,2]. When service use across these distinct settings was
examined separately, racial/ethnic differences in mental health service use were examined for
the population at large rather than for those with mental health problems [5,6]. Our study is
the first empirical analysis to examine racial/ethnic differences in adolescent mental health
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counseling use separately for clinical and school settings among subgroups with high levels
of mental health need.

Data and Methods

Data come from the first wave (1994-1995) of the National Longitudinal Study of Adolescent
Health, a nationally representative school-based sample of 20,745 adolescents in grades 7-11.
After excluding individuals without sampling weights (n=1,821) and individuals missing
information on key variables (outcome variable, n=43; basic demographics, n=34), a primary
analytic sample of 18,847 adolescents was derived. Missing values on other variables were
handled using multiple imputation.

Two dichotomous outcome measures were created for adolescents who reported receiving any
psychological or emotional counseling in a clinical setting (private doctor’s office, community
health clinic, and/or hospital) or a school setting within the previous 12 months. Race/ethnicity
is measured with five mutually exclusive categories (white, Hispanic, black, Asian American
and Pacific Islander [AAPI], and other). Control measures for predisposing, enabling, and need
characteristics are presented in Table 1 [7]. The measures of mental health need include several
dichotomous indicators as well as two scales: an 18-item version of the Center for
Epidemiologic Studies Depression Scale (CES-D; 0=0.86) [8], and a delinquent behavior index
created by summing the response categories for involvement in 15 different behaviors such as
stealing, getting into a physical fight, or selling drugs («=0.84).

Weighted logistic regressions are estimated for the three following high-need subsamples: (1)
adolescents whose CES-D scores meet the cutoff established by Roberts et al. (22+ for males,
24+ for females) to identify likely cases of major depressive disorder and dysthymia (N=2,004)
[9], (2) adolescents who reported seriously thinking about committing suicide within the past
12 months (N=2,498), and (3) adolescents whose scores on the delinquent behavior index
exceed one standard deviation above the mean (N=2,378). To assess whether language
accounts for any observed racial/ethnic differences in service use across settings, two model
specifications are used: (1) a model that does not control for language, and (2) a model that
controls for whether a language other than English is spoken at home.

Results and Discussion

The most important finding to emerge is the lack of racial/ethnic differences in school-based
service use contrasted with significant racial/ethnic differences in clinic-based service use
among these high-need populations. Compared to whites, blacks have significantly lower odds
of receiving clinical counseling among those with suicidal thoughts and a high delinquent
behavior index, AAPIs have significantly lower odds of receiving clinical counseling among
those with high depressive symptoms and suicidal thoughts, and Hispanics have significantly
lower odds of receiving clinical counseling among those with suicidal thoughts (Table 2). In
contrast, no racial/ethnic differences in counseling service use are observed in the school
setting. This pattern highlights the role that schools could play in reducing racial/ethnic
disparities in unmet need by providing a setting for mental health services in which cultural
and socioeconomic barriers for minority adolescents may be more easily addressed [3,10].

This study also highlights the importance of examining racial/ethnic differences in clinical
service use separately for specific mental health problems. For high depressive symptoms and
suicidal thoughts, the study’s findings support previous research reporting greater unmet need
for mental health services among AAPIs [1,11]. However, the non-significant finding for
AAPIs with a high delinquent behavior index evinces the notion of differential help-seeking
across racial/ethnic groups conditional on the type of mental health need. One possible
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explanation for this pattern of findings is that cultural barriers to clinical counseling use among
AAPIs such as the fear of shame and loss of face may have a greater effect on the help-seeking
process for internalizing mental health problems than externalizing mental health problems.

The relationship between language and service use is most prominent in clinical settings, but
inconsistent across high-need samples. Adolescents who speak a language other than English
at home have lower odds of receiving clinical counseling among those with suicidal thoughts
and a high delinquency index, but not among those with high depressive symptoms.
Additionally, the inclusion of language does not change the findings for race/ethnicity among
those with a high delinquency index, but it accounts for the significant difference in clinical
counseling use among Hispanic and AAPIs with suicidal thoughts. While language could be
a proxy for navigational barriers that Hispanic and AAPI families face, language could
alternatively be a proxy for cultural beliefs that dissuade Hispanic and AAPI adolescents with
suicidal thoughts from seeking counseling in clinical settings.

Several study limitations are noted. First, it is difficult to establish causality in these
relationships because the data are cross-sectional. Also, it is not possible to ascertain the nature
or type of the mental health counseling received in either setting. Lastly, while the data are
more than a decade old, there is no compelling reason to believe that the relationships of interest
would have changed over time. In spite of these limitations, this study highlights the crucial
role that schools can play in reducing racial/ethnic differences in unmet need for mental health
services among adolescents. Policy makers should consider investing greater resources in
school-based mental health programs as a mechanism to improve access to needed services for
racial/ethnic minority adolescents.
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Comparison of Weighted Descriptive Statistics for Adolescents in Three High-Need Samples to Full Sample

Full Sample (N=18,847)

High Depressive
Symptoms
(N=2,004)

Suicidal Thoughts (N=2,498)

High Delinquency
Index (N=2,378)

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Outcome Variables

Any Counseling in Clinical
Setting

Any Counseling in School
Setting

Predisposing Characteristics
Age
Male
Race
White
Hispanic
Black
AAPI
Other Race/Ethnicity
Enabling Characteristics
Family Income
< $15,000
$15,000-$30,000
$30,000-$45,000
$45,000-$60,000
$60,000+

Maximum of Resident Parent(s)
Education

Less than High School
High School Graduate
Some College
College Graduate
Insurance Status
Private Insurance
Public Insurance
Other Insurance
Uninsured

Lives with 2 Biological parents
(1=yes)

Transportation Reported as a
Barrier to Receiving Needed Health
Care (1=yes)

Rural Setting (1=yes)
Other Language Spoken at Home

(1=yes)

6.8%

4.5%

15.4(0.12)
50.8%

66.8%
12.0%
15.8%
3.6%
1.7%

18.9%
18.2%
19.7%
15.6%
27.7%

12.4%
27.5%
30.5%
29.6%

72.2%
10.9%
4.0%
12.9%
54.6%

1.5%

15.4%
7.6%

14.6%

9.9%

15.9 (0.12)
44.0%

59.5%
15.9%
19.0%
3.7%
2.0%

26.1%
19.8%
19.0%
13.5%
21.5%

19.1%
30.1%
28.7%
22.1%

60.5%
17.7%
4.3%
17.5%
40.6%

4.7%

15.8%
10.6%

16.7%

9.4%

15.6 (0.12)
40.4%

69.2%
12.1%
13.2%
3.7%
1.8%

19.2%
18.1%
20.4%
15.3%
26.9%

11.6%
26.7%
32.4%
29.3%

71.3%
10.8%
3.9%
14.0%
50.0%

4.2%

15.9%
6.3%
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14.1%

7.2%

15.4 (0.12)
64.9%

64.2%
15.2%
15.5%
3.0%
2.0%

21.1%
19.3%
19.4%
14.6%
25.6%

14.1%
26.8%
29.9%
29.2%

69.3%
13.6%
3.2%
13.9%
42.8%

2.9%

13.0%
6.7%
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Full Sample (N=18,847)

High Depressive
Symptoms
(N=2,004)

Suicidal Thoughts (N=2,498)

High Delinquency
Index (N=2,378)

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Mean (S.E.)/Prop.

Need Characteristics
Mental Health
Depressive Symptoms (0-54)
Suicidal Thoughts (1=yes)
Suicide Attempt (1=yes)
Delinquency Scale (0-45)
Substance Use

Alcohol Use Past Year
(1=yes)

Marijuana Use in Past 30 Days
(1=yes)

Other Drug Use in Past 30
Days (1=yes)

Physical Health

Self-rated Health Fair/Poor

(1=yes)

Miss School at Least Once per
Week Due to Physical or Emotional
Health (1=yes)

Miss Social Activity at Least
Once per Week Due to Physical or

Emotional Health(1=yes)

10.9 (0.13)
13.3%
4.0%

4.2 (0.08)

48.0%

14.7%

5.6%

7.0%

4.7%

2.3%

26.5(0.17)
42.5%
16.2%

7.3(0.25)

64.0%

28.4%

14.1%

18.3%

14.8%

8.8%

17.3(0.27)

30.1%
75(0.22)

67.3%

28.0%

15.8%

12.6%

8.5%

5.4%

15.0 (0.28)
31.4%
12.4%

15.3 (0.19)

80.9%

46.2%

23.1%

11.0%

8.9%

4.7%

J Adolesc Health. Author manuscript; available in PMC 2011 June 1.




Page 7

Cummings et al.

‘10°0>d
*¥

‘50°0>d
x

“T 8]qe.L Ul palsl| Sa.nsesw 10 |0U0D Suoissalbal |1y ;810N

4owoy e uayods abenbue| J8y10

06T 6€0 980 - - - v80 o010  «8¢0 - - -
gre 60 9TT ¥EE 80 E€TT OvZ ET0 IS0 lZZ 210 €50 JAouyz/eoey LU0
ST'E 690 8yT €0€ 890 PYT 0LZ 920 ¥80 97 €20 L0 {1d/UeIsY
0VZ €90 €ZT ¥z €90 £ZT 190 8T0 xxxt®0 290 610 xxx’0 e
Z0Z 950 0T TI8T /S0 20T €T 980 €T 9LT 690  OTT JouedsIH
(8£€'2=N) 84005 Aousnbuifag UbIH
v9'z 280 VT - - - €60 €T0 LS€0 _ _ _ 4owoy e uaxods abenbue| 18y10
I8¢ 620 90T ¥6€ 00 60T STT 200 120 20T 900  S20 JAouyz/eoey LU0
66T I¥0 960 0€Z 0S50 0T 20T ET0 IE0 180 ZT0 €0 {1d/UeISY
TLT 250 G60 OLT 250 ¥60 €10 G20 <270 610 920 k70 PR
ITZ 650 €TT vz 290 82T 80T 20 890 280 €80 w50 JoluRdsIH
(867'2=N) s1ybnoy L [ep1dins
e 60 €T - - - 8§T 0Z0 950 - - - 4ouioy e uasjods sfenbue) Jopo
69T LT0 ¥50 GLT 8T0 /S0 220 7T00 200 120 T00 xxe00 JAouyz/eoey BUI0
ez GE0 260 TTE 680 60T TL0 900  «0¢0 €90 500 w870 {ld/RISY
6T €0 080 SYT 2v0 8.0 YOT 8E0 €90 /0T 680 590 PR
v9T Iy0 880 607 290 ETT TI6T 650 10T 9¥T €50 880 JoluRdsIH
(#002=N) swoldwAs anissaidaqg ybiH
10%56 MO  10%S6  H¥O 1D %GS6 HO 1D %G6 ¥le)

abenbue yum

abenbue] 1noynmn

abenbue] yum

abenbue 1noynpn

¥ I3PON

€ [SPON

C ISPOIN

T ISPOIN

Bumeas 100yds ul asn dIINIS

Bumes [eatulfo Ut asn 80IAIS

sa|dwesgns pasN-YBIH Ul S1U39sajopY J0J s Buljasunod y1jeaH [eIUs|Al Ul Sadualajli@ aluyl3/fe1oey Bululwex3 suoissalifay ansibo pawybiapn

NIH-PA Author Manuscript

c?9lqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Adolesc Health. Author manuscript; available in PMC 2011 June 1.



Page 8

Cummings et al.

NIH-PA Author Manuscript

NIH-PA Author Manuscript

awoy Te uaxods ysijbug :A10ba1e) aouslasey BEEO“_ﬂ

aIym o1uedsiH-uoN :AioBare)d aouaiaey uwz_EO+

100°0>d
-

X

NIH-PA Author Manuscript

J Adolesc Health. Author manuscript; available in PMC 2011 June 1.



