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Asian Americans are one of the fastest-growing
racial groups in the United States and also one
of the most understudied.1 Recent data from
the National Latino and Asian American Study
(NLAAS), the first national study of Asian
Americans, show that they have a sizeable bur-
den of mental illness, with a 17.30% overall
lifetime rate of any psychiatric disorder and
a 9.19% 12-month rate.2 At the same time, low
utilization rates of mental health services by
Asian Americans are well documented.3–7 Na-
tionally, Asian Americans/Pacific Islanders are
one third as likely as Whites to use available
mental health services.3 Low use rates have been
reported for emergency and inpatient services4–6

as well as outpatient services.4,7,8

In the United States over a 12-month period,
only 3.1% of Asian Americans use specialty
mental health services, compared with 5.59%
of African Americans, 5.94% of Caribbean
Blacks, 4.44% of Mexicans, 5.55% of Cubans,
and 8.8% of the general population.9–11 In
a study by Abe-Kim et al., only 8.6% of Asian
Americans sought any mental health services
compared with 17.9% of the general popula-
tion.12 Kimerling and Baumrind found that Asian
American women were less likely than White
women to report perceived need for mental
health services, even when accounting for fre-
quency of mental distress. Among women who
did perceive a need to seek mental health
services, Asian American women were less likely
to use services even when health insurance was
controlled.13

Despite low use rates for formal services,
research has established that Asian Americans
are more likely to use informal support systems
for help with mental health issues as to use
formal services. Data from the Chinese Amer-
ican Epidemiology Study (CAPES) found that
of Chinese Americans experiencing mental
health problems in the past 6 months, fewer
than 6% saw mental health professionals, 4%
saw medical doctors, and 8% saw a minister or
priest.14 A study using data from the Filipino

American Community Epidemiological Study
(FACES) found that of the 25% of Filipino
Americans who used any type of care in the
past 12 months, 17% went to the lay system (a
friend or relative), 7% used medical doctors, 4%
saw a clergy member or indigenous healer, and
only 3% saw a mental health specialist.15 In
a study using data from the CAPES, negative
attitudes toward formal mental health services
were correlated with more informal service
use.16

Discrimination is a major stressor experi-
enced by American ethnic groups.17 Experi-
ences with discrimination shape one’s appraisal
of the world and hinder the ability to control
one’s environment, thus reinforcing secondary
social status and internalizing negative stereo-
types.18–20 There are many well-documented
examples of policies and practices that have
systematically discriminated against Asian
Americans throughout US history.21,22 Contem-
porary forms of discrimination include the model
minority stereotype (which highlights the aggre-
gation of success indicators while masking the
challenges of immigrant populations), hate
crimes, racial profiling, and employment

discrimination.23–28 Increasingly, researchers
have demonstrated an association between racial
discrimination and mental disorders among
Asian Americans.29–38

Discrimination also may be a barrier to help
seeking among Asian Americans. Indeed, re-
search has found that perceived discrimination
is significantly correlated with underuse of
mental health care among Asian Americans.39

Further, it is possible that discrimination may
interact with other barriers to treatment. For
example, Spencer and Chen found that discrim-
ination based on speaking a different language
or speaking with an accent was associated with
use of more informal services among Chinese
Americans.16 Uba cites racial and cultural biases—
such as culturally inappropriate services, differ-
ential receipt of services, a history of institutional
discrimination, and a suspicion of the service
delivery system—as critical barriers to service use
for Asian Americans.40

Other immigrant-related factors are impor-
tant correlates of service use. For example,
rates of use were found to vary by generation:
US-born, third-generation or later Asian
Americans had higher rates of use of specialty

Objectives. We examined the association between perceived discrimination

and use of mental health services among a national sample of Asian Americans.

Methods. Our data came from the National Latino and Asian American Study,

the first national survey of Asian Americans. Our sample included 600 Chinese,

508 Filipinos, 520 Vietnamese, and 467 other Asians (n=2095). We used logistic

regression to examine the association between discrimination and formal and

informal service use and the interactive effect of discrimination and English

language proficiency.

Results. Perceived discrimination was associated with more use of informal

services, but not with less use of formal services. Additionally, higher levels of

perceived discrimination combined with lower English proficiency were associ-

ated with more use of informal services.

Conclusions. The effect of perceived discrimination and language proficiency

on service use indicates a need for more bilingual services and more collabo-

rations between formal service systems and community resources. (Am J Public

Health. 2010;100:2410–2417. doi:10.2105/AJPH.2009.176321)

RESEARCH AND PRACTICE

2410 | Research and Practice | Peer Reviewed | Spencer et al. American Journal of Public Health | December 2010, Vol 100, No. 12



mental health services than did first- or second-
generation individuals.12 Other studies that
have examined correlates of service use among
Asian Americans have identified cultural factors,
such as shame and loss of face41–44; lack of
ethnic match between provider and client,
bilingual providers, knowledge of available ser-
vices, and insurance coverage; socioeconomic
factors; and neighborhood poverty.12,25,45–49

Language is a particularly important correlate of
service use for Asian Americans: those who have
poor English skills may be less likely to use
mental health services. For example, a study of
East Asian immigrants found that English flu-
ency was positively related to willingness to use
psychological services.50

We examined the association between per-
ceived discrimination and service use, control-
ling for demographic characteristics, poverty
status, immigration status, and barriers to
services related to access and attitudes, in
a national representative sample of Asian
Americans using data from the NLAAS. Spe-
cifically, we examined rates of formal and
informal service use. We hypothesized that
discrimination would be associated with less
use of formal services and more use of informal
services. We also hypothesized that individuals
with low English proficiency in addition to
higher rates of self-reported discrimination
would be less likely to use formal services and
more likely to use informal services for mental
health problems.

METHODS

Data for this study come from the NLAAS,
a household survey conducted between May
2002 and November 2003. The current anal-
yses include only the sample of Asian Ameri-
cans. The sampling procedure included 3
components: (1) core sampling of primary
sampling units (metropolitan statistical areas
and counties) and secondary sampling units
(from continuous groupings of census blocks)
using probability sampling according to the size
of the census block, from which housing units
and household members were sampled; (2)
high-density supplemental sampling of census
block groups with a density of targeted ethnic
groups of greater than 5%; and (3) second-
respondent sampling to recruit participants
from households where a primary respondent

had already been interviewed. Survey weights
were developed to take into account the joint
probabilities of selection for these 3 compo-
nents and to allow the sample estimates to be
nationally representative. Details of the com-
plex sample design are found in Heeringa
et al.51

A total of 2095 Asian American adults were
interviewed in either English, Chinese (Can-
tonese and Mandarin), Tagalog, or Vietnamese
by trained bilingual interviewers, who used
computer-assisted interviewing software. Fur-
ther details of the study procedures and field
implementation have been previously docu-
mented.51–53 Our sample included 600 Chinese,
508 Filipinos, 520 Vietnamese, and 467 other
Asians (Table 1). The 467 other Asians com-
prised 107 Japanese, 141 Asian Indians, 81

Koreans, 39 Pacific Islanders, and 99 members
of other small subgroups.

Measures

Mental health–related service use. Mental
health–related service use was assessed with
the question, ‘‘In the past12 months, did you go
to see [provider on list] for problems with your
emotions, nerves, or your use of alcohol or
drugs?’’ We classified the 13 services on the list
into 3 categories: (1) formal service (psychia-
trist; psychologist; social worker; counselor;
any other mental health professionals, such as
a psychotherapist or mental health nurse), (2)
informal service (a religious or spiritual advisor
such as a minister, priest, pastor, or rabbi; any
other healer, such as an herbalist, doctor of
oriental medicine, chiropractor, or spiritualist;

TABLE 1—Individual Characteristics of Asian Americans and Their Use of Mental Health

Services: National Latino and Asian American Study, 2002–2003

Characteristic No. (%) or Mean (SD)

12-month use of mental health services

Use of any formal mental health service 83 (3.70)

Use of any informal mental health service 60 (2.91)

Use of any mental health-related service 179 (8.56)

Mental and physical health status

Any 12-month psychiatric disorder 192 (9.46)

Chronic illnesses (range = 0–10) 1.34 (1.45)

Perceived racial/ethnic discrimination (1 = low, 4 = high) 1.72 (0.69)

English proficiency good or excellent 1292 (66.19)

Barriers to service use

No health insurance 290 (13.16)

Embarrassment (1 = low, 4 = high) 2.12 (0.98)

Generational status

Foreign-born, first-generation immigrant 1369 (76.94)

US-born, second generation 272 (13.68)

US-born, third generation 182 (9.38)

In poverty 357 (17.55)

Demographic characteristics

Age, y 41.33 (15.61)

Female 998 (52.55)

Married 1376 (65.39)

Ethnic group

Chinese 600 (28.69)

Filipino 508 (21.59)

Vietnamese 520 (12.93)

Other Asian 467 (36.79)

Note. Analyses are weighted to be nationally representative; survey design effects are taken into account.
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hotline; Internet support group or chat room;
self-help group), and (3) general health service
(general practitioner or family doctor; any
other medical doctor; nurse, occupational
therapist, or other health professional).

Three dichotomous variables were com-
puted: use of formal service (1=at least 1
formal service; 0=none), informal service
(1=at least 1 informal service; 0=none), and
use of any service (1=at least 1 of the listed
services; 0=none). We used 12-month service
use rather than lifetime service use to limit the
threats of recall bias and temporal ordering
of causal factors. Our categories are similar to
those used in a study of service use by Abe-Kim
et al. that also used the NLAAS.12 We used
these categories to distinguish the effects of
discrimination on Asian Americans’ use of spe-
cialty mental health services (formal service de-
livery systems) compared with their use of other
possible sources of help (informal systems). Users
of general health services include those who
speak to their health care provider about mental
health issues.

Mental and physical health status. The fol-
lowing 4 categories of 12-month psychiatric
disorders were dichotomous variables indicat-
ing the presence or absence of a disorder
within the past 12 months: (1) depressive
disorders (major depressive disorder or dys-
thymia), (2) anxiety disorders (panic attack,
panic disorder, agoraphobia, social phobia,
generalized anxiety disorder, or posttraumatic
stress disorder), (3) substance disorders (alco-
hol abuse, alcohol dependence, drug abuse, or
drug dependence), or (4) eating disorders
(anorexia or bulimia). This variable was
assessed with the World Mental Health Com-
posite International Diagnostic Interview
(WMH-CIDI).54

Chronic illness was assessed by the WMH-
CIDI checklist of the following 10 lifetime
physical problems: arthritis or rheumatism,
chronic back or neck problems, frequent or
severe headaches, stroke, heart disease, high
blood pressure, asthma, tuberculosis, diabetes
or high blood sugar, and cancer.54 The sum of
these items ranged from 1 to 10. Mental and
physical health statuses are often correlated with
service use on the basis of need for services,
above and beyond attitudes and experiences
with discrimination, and were therefore included
in this study as covariates. For example, Wang

et al. found in the National Comorbidity Study
that 41.1% of individuals in the general popula-
tion with any psychiatric disorder used some
form of mental health services, compared with
10.1% that did not report a disorder.9

Discrimination. Perceived discrimination was
assessed by 3 questions: (1) ‘‘How often do
people dislike you because of your race/eth-
nicity?’’ (2) ‘‘How often do people treat you
unfairly because of your race/ethnicity?’’ and
(3) ‘‘How often have you seen friends treated
unfairly because of their race/ethnicity?’’ Re-
sponses to these questions were summed and
averaged; the range was 1=never to 4=often
(a=0.86).

Language proficiency. English language pro-
ficiency was assessed by the question, ‘‘How
well do you speak English?’’ (1=excellent or
good; 0=fair or poor).

Barriers to service use. We computed 2 vari-
ables to measure barriers to service use. No
health insurance was dichotomously coded,
with 1=respondent had ‘‘no health insurance’’
and 0=respondent had some form of health
insurance. Shame was assessed by the question,
‘‘How embarrassed would you be if your
friends knew you were getting professional
help for an emotional problem?’’ The scale
ranged from 1=not at all embarrassed to
4=very embarrassed.

Other variables we assessed included the
following: generational status comprised 3
categories (0=foreign-born, first-generation
immigrant; 1=US-born, second generation;
2=US-born, third generation), similar to the
categories used by Takeuchi et al.2; poverty
status was a binary variable indicating whether
the family income was beneath the federal
poverty threshold for the corresponding family
size in 2000; demographic characteristics in-
cluded age in years, gender (1=female; 0=male),
and marital status (1=married; 0=other).

Analyses

We computed weighted descriptive statistics
so that the sample would be nationally repre-
sentative. We used Stata version 9.2 SVY
command (StataCorp LP, College Station,
Texas) to adjust for complex survey design
effects and to allow for estimation of standard
errors in the presence of stratification and
clustering. We used logistic regression to ex-
amine the association between perceived

racial/ethnic discrimination and mental health
service use and the interactive effect of dis-
crimination and English language proficiency.
Our first set of models focused on the associ-
ation between perceived racial/ethnic discrim-
ination and the 3 types of service use (formal,
informal, and any mental health–related ser-
vice). We controlled for 12-month psychiatric
disorder, chronic illness, barriers to service use,
English language proficiency, generational sta-
tus, poverty status, and demographic charac-
teristics. In our second set of models, we added
the interaction of perceived discrimination and
English language proficiency. We computed
interaction terms for discrimination·English
proficiency. In preliminary analyses, we found
that the coefficient for language proficiency
did not differ significantly when discrimination
was not included in the model. Also, the
correlation between discrimination and lan-
guage proficiency was quite low (–0.005);
therefore, we tested only the moderating effects
of these variables to examine whether the
amount of discrimination reported depended
on the level of English proficiency. We used
a=0.05 as our level of statistical significance;
all confidence intervals and odds ratios are
reported at 95%. We estimated the predicted
probabilities of service use by holding all other
control variables at their survey means.

RESULTS

Overall, levels of psychiatric disorders were
comparable to those in other studies of Asian
Americans, with 9.5% reporting any disorder.
A mean of 1.72 was reported for our measure
of perceived discrimination, indicating that re-
spondents experienced moderate levels of dis-
crimination. About 13% reported having no
health insurance and modest levels of embar-
rassment about seeking services (mean
embarassment=2.1; SD=0.98). About 8.6%
indicated that they sought any mental health–
related services in the past 12 months, includ-
ing 3.7% seeking formal services and 2.9%
seeking informal services.

Table 2 reports the results of our logistic
regression analyses for factors related to use of
mental health services during a 12-month
period. Third-generation Asian Americans
were twice as likely to use any services and
more than 3 times as likely to use formal

RESEARCH AND PRACTICE

2412 | Research and Practice | Peer Reviewed | Spencer et al. American Journal of Public Health | December 2010, Vol 100, No. 12



TA
B

LE
2

—
R

eg
re

ss
io

n
R

es
ul

ts
of

Fa
ct

or
s

R
el

at
ed

to
U

se
of

M
en

ta
l

H
ea

lt
h

S
er

vi
ce

s
A

m
on

g
A

si
an

A
m

er
ic

an
s

D
ur

in
g

a
1

2
-M

on
th

P
er

io
d:

N
at

io
na

l
La

ti
no

an
d

A
si

an
A

m
er

ic
an

S
tu

dy
,

2
0

0
2

–2
0

0
3

Us
e

of
An

y
Fo

rm
al

M
en

ta
lH

ea
lth

Se
rv

ic
e

Us
e

of
An

y
In

fo
rm

al
M

en
ta

lH
ea

lth
Se

rv
ic

e
Us

e
of

An
y

M
en

ta
lH

ea
lth

–R
el

at
ed

Se
rv

ic
e

M
od

el
I-1

,
OR

(9
5%

CI
)

M
od

el
I-2

,
OR

(9
5%

CI
)

M
od

el
II-

1,
OR

(9
5%

CI
)

M
od

el
II-

2,
OR

(9
5%

CI
)

M
od

el
III

-1
,

OR
(9

5%
CI

)
M

od
el

III
-2

,
OR

(9
5%

CI
)

M
en

ta
la

nd
ph

ys
ic

al
he

al
th

st
at

us

An
y

12
-m

on
th

ps
yc

hi
at

ric
di

so
rd

er
7.

55
**

*
(3

.8
2,

14
.9

4)
7.

36
**

*
(3

.6
6,

14
.7

9)
6.

75
**

*
(3

.0
6,

14
.9

1)
6.

62
**

*
(2

.9
6,

14
.8

3)
5.

58
**

*
(3

.5
8,

8.
71

)
5.

51
**

*
(3

.4
8,

8.
72

)

Ch
ro

ni
c

ill
ne

ss
1.

45
**

*
(1

.2
4,

1.
71

)
1.

45
**

*
(1

.2
3,

1.
71

)
1.

19
*(

0.
98

,
1.

43
)

1.
18

*(
0.

98
,

1.
43

)
1.

46
**

*
(1

.3
0,

1.
65

)
1.

46
**

*
(1

.3
0,

1.
65

)

Pe
rc

ei
ve

d
ra

ci
al

/e
th

ni
c

di
sc

rim
in

at
io

n
1.

29
(0

.7
4,

2.
26

)
1.

80
(0

.7
8,

4.
18

)
1.

51
**

(1
.1

0,
2.

09
)

2.
35

**
*

(1
.3

5,
4.

10
)

1.
26

*
(0

.9
7,

1.
64

)
1.

46
(0

.8
7,

2.
46

)

En
gl

is
h

pr
ofi

ci
en

cy
go

od
or

ex
ce

lle
nt

1.
87

(0
.8

2,
4.

23
)

5.
07

*
(0

.8
7,

29
.6

0)
1.

23
(0

.3
6,

4.
22

)
4.

62
**

*
(1

.5
3,

13
.9

5)
1.

31
(0

.7
3,

2.
38

)
2.

07
(0

.5
8,

7.
33

)

Pe
rc

ei
ve

d
di

sc
rim

in
at

io
n

·
En

gl
is

h
go

od
or

ex
ce

lle
nt

NA
a

0.
61

(0
.2

6,
1.

41
)

NA
0.

54
(0

.2
8,

1.
03

)
NA

0.
79

(0
.4

0,
1.

56
)

Ba
rri

er
s

to
se

rv
ic

e
us

e

No
he

al
th

in
su

ra
nc

e
1.

49
(0

.8
2,

2.
70

)
1.

41
(0

.7
7,

2.
58

)
2.

41
**

(1
.1

8,
4.

94
)

2.
36

**
(1

.1
5,

4.
87

)
1.

26
(0

.7
4,

2.
13

)
1.

24
(0

.7
4,

2.
07

)

Em
ba

rra
ss

m
en

t
0.

74
(0

.4
9,

1.
13

)
0.

74
(0

.4
8,

1.
14

)
0.

76
(0

.4
6,

1.
26

)
0.

76
(0

.4
6,

1.
25

)
0.

73
**

(0
.5

6,
0.

96
)

0.
73

**
(0

.5
6,

0.
95

)

Ge
ne

ra
tio

na
ls

ta
tu

s

Fi
rs

t-g
en

er
at

io
n

im
m

ig
ra

nt
(R

ef
)

1.
00

1.
00

1.
00

1.
00

1.
00

1.
00

US
-b

or
n,

se
co

nd
ge

ne
ra

tio
n

1.
18

(0
.3

8,
3.

69
)

1.
18

(0
.3

9,
3.

60
)

0.
42

**
(0

.1
8,

0.
97

)
0.

42
**

(0
.1

8,
0.

97
)

0.
69

(0
.3

2,
1.

49
)

0.
69

(0
.3

2,
1.

46
)

US
-b

or
n,

th
ird

ge
ne

ra
tio

n
3.

35
**

*
(1

.9
4,

5.
80

)
3.

26
**

*
(1

.8
9,

5.
60

)
2.

41
*

(0
.9

8,
5.

91
)

2.
32

*
(0

.9
4,

5.
71

)
2.

09
**

(1
.0

2,
4.

28
)

2.
06

**
(1

.0
0,

4.
26

)

In
po

ve
rty

1.
32

(0
.5

6,
3.

13
)

1.
28

(0
.5

5,
3.

00
)

0.
46

*
(0

.2
1,

1.
05

)
0.

44
*(

0.
19

,
1.

01
)

0.
93

(0
.5

4,
1.

59
)

0.
93

(0
.5

4,
1.

59
)

De
m

og
ra

ph
ic

ch
ar

ac
te

ris
tic

s

Ag
e,

y
1.

01
(1

.0
0,

1.
03

)
1.

01
(0

.9
9,

1.
03

)
0.

97
(0

.9
4,

1.
01

)
0.

97
(0

.9
4,

1.
01

)
1.

00
(0

.9
8,

1.
02

)
1.

00
(0

.9
8,

1.
02

)

Fe
m

al
e

1.
26

(0
.6

8,
2.

35
)

1.
31

(0
.7

1,
2.

44
)

2.
41

*
(0

.8
4,

6.
90

)
2.

52
*(

0.
89

,
7.

17
)

1.
47

(0
.7

8,
2.

76
)

1.
49

(0
.8

0,
2.

76
)

M
ar

rie
d

0.
31

**
*

(0
.1

8,
0.

55
)

0.
32

**
*

(0
.1

8,
0.

55
)

0.
54

(0
.2

0,
1.

44
)

0.
55

(0
.2

1,
1.

44
)

0.
51

**
*

(0
.3

4,
0.

76
)

0.
51

**
*

(0
.3

4,
0.

76
)

Et
hn

ic
gr

ou
p

Ch
in

es
e

(R
ef

)
1.

00
1.

00
1.

00
1.

00
1.

00
1.

00

Fi
lip

in
o

0.
61

(0
.2

8,
1.

36
)

0.
62

(0
.2

9,
1.

34
)

0.
52

(0
.2

3,
1.

17
)

0.
51

*
(0

.2
3,

1.
13

)
0.

98
(0

.5
6,

1.
72

)
0.

98
(0

.5
6,

1.
70

)

Vi
et

na
m

es
e

1.
49

(0
.6

1,
3.

64
)

1.
52

(0
.6

2,
3.

77
)

0.
62

(0
.2

2,
1.

76
)

0.
61

(0
.2

1,
1.

79
)

1.
77

(0
.8

7,
3.

62
)

1.
81

*
(0

.9
0,

3.
64

)

Ot
he

r
As

ia
n

0.
68

(0
.2

2,
2.

12
)

0.
67

(0
.2

2,
2.

06
)

0.
82

(0
.3

1,
2.

17
)

0.
79

(0
.3

1,
2.

00
)

1.
22

(0
.5

9,
2.

54
)

1.
22

(0
.5

9,
2.

50
)

No
te

.O
R

=
od

ds
ra

tio
;C

I=
co

nfi
de

nc
e

in
te

rv
al

;N
A

=
no

t
ap

pl
ic

ab
le

.A
na

lys
es

ar
e

we
ig

ht
ed

to
be

na
tio

na
lly

re
pr

es
en

ta
tiv

e;
su

rv
ey

de
si

gn
ef

fe
ct

s
ar

e
ta

ke
n

in
to

ac
co

un
t.

M
od

el
s

I-1
,I

I-1
,a

nd
III

-1
in

cl
ud

e
al

lv
ar

ia
bl

es
in

th
e

m
od

el
ex

ce
pt

di
sc

rim
in

at
io

n.
M

od
el

s
I-2

,
II-

2,
an

d
III

-2
in

cl
ud

e
di

sc
rim

in
at

io
n

in
th

e
m

od
el

.
a In

th
es

e
m

od
el

s
th

e
in

te
ra

ct
io

n
te

rm
wa

s
no

t
in

cl
ud

ed
so

th
at

th
e

m
ai

n
ef

fe
ct

s
co

ul
d

be
se

en
be

fo
re

th
e

ef
fe

ct
of

th
e

in
te

ra
ct

io
n

te
rm

.
*P

<
.1

0;
**

P
<

.0
5,

**
*P

<
.0

1.

RESEARCH AND PRACTICE

December 2010, Vol 100, No. 12 | American Journal of Public Health Spencer et al. | Peer Reviewed | Research and Practice | 2413



services as were first-generation individuals.
Second-generation status was associated
with a lower likelihood of use of informal
services than first-generation status. Ethnic-
ity was not associated with differences in
formal, informal, or any service use, there-
fore we did not conduct further analyses by
ethnicity.

Asian Americans who experienced a psychi-
atric disorder in the past 12 months were 6.8
times more likely to use informal services and
7.6 times more likely to use formal services
than were Asian Americans who did not
experience a psychiatric disorder. Those who
did not have health insurance were 2.4 times
more likely to use informal services than were
those who had insurance. Shame was associ-
ated with a lower likelihood of using any
services. When we used other codings of the
shame variable, including dichotomous and
categorical values, the results were similar. The
main effect of discrimination was a greater
likelihood of using informal services. English
proficiency was not associated with service use.

We examined the interaction between per-
ceived discrimination and English proficiency.
As shown in Figure 1, those with poor or fair
English proficiency and a perception of higher
levels of discrimination used informal services
more than those with good or excellent English
proficiency. Other interaction terms examined
were not statistically significant.

DISCUSSION

Our data from a national sample of Asian
Americans indicate that perceived discrimina-
tion was associated with more use of informal
services, as hypothesized. However, counter to
our hypothesis, discrimination was not associ-
ated with less use of formal services. Further,
language proficiency was not associated with
any kind of service use. However, we also
hypothesized that individuals who had less
English proficiency and perceived more dis-
crimination would be less likely to use formal
services and more likely to use informal ser-
vices. Our data show that higher levels of
perceived discrimination in addition to lower
English proficiency were associated with more
use of informal services, but not with less use of
formal services.

Studies of service use among Asian Ameri-
cans suggest that utilization rates may be
associated with the use of traditional healing
methods.55 Although family and extended fam-
ily often serve as an active support and source of
help for psychological problems, the family may
turn to outside help within their community,
consulting indigenous healers and community
elders for assistance when unable to resolve
the problem.56,57 Delay of treatment that could
have mitigated symptoms of mental health
problems may occur as a result of seeking
informal services when symptoms become

severe and unmanageable, even if these informal
supports are helpful.

The lack of association between perceived
discrimination, English proficiency, and formal
service use could be attributed to at least 2
factors. First, we could not examine causal
relationships in this cross-sectional sample, and
therefore it is possible that individuals experi-
enced discrimination after using formal ser-
vices. Second, it is possible that individuals with
low English proficiency used ethnic-centered
formal services or services tailored to Asian
Americans (e.g., access to translators). We
could not determine whether such formal
services were used. More research is necessary
to determine what factors draw Asian Ameri-
cans to formal services despite their experi-
ences with discrimination or lack of English
proficiency.

In addition, our findings are consistent with
previous research that highlights the signifi-
cance of immigration-related factors.9,58 Spe-
cifically, compared with first-generation Asian
Americans, the third generation used more
formal services and the second generation used
fewer informal services. Given these findings,
culturally relevant services and outreach to these
communities should be mindful of generational
differences. Although empirically based Western
interventions may be used by some second- and
third-generation Asian Americans, cultural bar-
riers may still be significant. Interestingly, first-
and third-generation Asian Americans in our
study were equally likely to use informal ser-
vices, which indicates that collaboration between
formal and informal service and support systems
is warranted.

Increasingly, community health workers are
being recognized as effective bridges between
health care systems and minority communi-
ties,59–65 including Asian communities.66,67 Al-
though community health workers are effective
at helping minority populations to access physical
health care, their promise for mental health
access has yet to be fully explored. Another
promising model in mental health services is the
use of peer support, which often involves mutual
support groups, consumer-run services, and the
employment of consumers as providers within
clinical settings.68 Community health workers
and peer support specialists could mitigate neg-
ative attitudes related to discrimination, including
discrimination based on language proficiency.

FIGURE 1—Predicted probability of use of informal mental health services among Asian

Americans, by perceived discrimination and English proficiency: National Latino and Asian

American Study, 2002–2003.
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More research must examine the implications of
English proficiency, not only in terms of com-
munication but of language bias in the form of
English-only policies.

Our study also suggests that lack of health
insurance is associated with more use of in-
formal services and that embarrassment about
seeking services is associated with less overall
service use. Lack of health insurance is a com-
mon barrier to health care access among low-
income racial and ethnic minorities.69 These
findings are consistent with those of Spencer and
Chen,16 who found that informal service use was
higher among Chinese Americans without health
insurance. Embarrassment about seeking ser-
vices could also be related to traditional barriers
such as stigma, but it might also be associated
with cultural barriers such as fear of loss of
face.41,43,70 Shame and loss of face are significant
factors affecting service use because of the highly
stigmatized nature of mental illness in many
Asian cultures. Loss of face is a key interpersonal
dynamic in Asian social relations that defines
an individual’s social integrity and the perception
of the individual as an integral member of
a group.70

Limitations

We did not conduct analyses stratified by
ethnicity because the sample sizes were too
small and because we did not detect significant
differences in service use by ethnicity. How-
ever, we caution against using these findings to
generalize to all Asian ethnic groups. Such
monolithic approaches, although useful for
calling attention to an understudied group as
a whole, also obfuscate differential histories of
immigration and adaptation among these eth-
nic groups.

Other limitations should be noted. First, it
would have been informative to include
a measure of language-based discrimination,
but we did not have such a measure. Therefore,
some of the interaction between discrimination
and language proficiency may have resulted
from language discrimination. Second, despite
our use of a large, national sample of Asian
Americans, the occurrence of mental health–
related service use was quite low, which limited
our statistical power to observe differences
when they indeed existed. This also limited
our ability to disaggregate our sample by eth-
nicity, gender, immigration status, or other

significant factors that might have explained our
findings more thoroughly. The NLAAS is
a landmark study and will continue to yield new
insights into the Asian American experience in
the United States; however, it will likely also raise
new questions that require further investigation.

Third, our study relied primarily on self-
reported measures, including perceived dis-
crimination. Our findings were based on a ret-
rospective self-report of discrimination, which
is susceptible to recall and reporting biases.
Also, although social desirability may be at-
tributed to individuals’ responses to self-
reported measures such as discrimination,
the measures are similar to those used by
other studies of discrimination.16,17,71,72 Addi-
tionally, in a study examining self-reported
discrimination and mental disorders, Gee et al.
found that a measure of social desirability
did not explain the association between the
variables.31

Conclusions

Despite these limitations, our study provides
further evidence for the role of discrimination
as a critical factor in service use among Asian
Americans. Furthermore, it demonstrates that
discrimination is correlated with informal ser-
vice use. It is particularly relevant for immi-
grant Asian American populations, who may be
further hampered in the US mental health
system by issues of language proficiency and
discriminatory attitudes. Thus, our study has
implications for such current trends in the
service delivery system as the use of commu-
nity health workers and peer support. It also
stresses the need for academic institutions to
continue to recruit and educate culturally
appropriate, bilingual providers. Negligence in
dealing with these trends could lead to contin-
ued inequality and injustice among 1 of the
fastest-growing racial groups in the United
States. j
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