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Abstract

The authors examined racial/ethnic differences in pathways from maltreatment exposure to 

specialty mental health service use for youth in contact with the Child Welfare system. 

Participants included 1600 non-Hispanic White, African American, and Latino youth (age 4–14) 

who were the subjects of investigations for alleged maltreatment and participated in the National 

Survey of Child and Adolescent Well-Being. Maltreatment exposure, internalizing, and 

externalizing problems were assessed at baseline and subsequent specialty mental health service 

use was assessed one year later. Maltreatment exposure predicted both internalizing and 

externalizing problems across all racial/ethnic groups, but non-Hispanic White youth were the 

only group for whom maltreatment exposure was linked with subsequent service use via both 

internalizing and externalizing problem severity. Only externalizing problems predicted 

subsequent service use for African American youth and this association was significantly stronger 

relative to non-Hispanic White youth. Neither problem type predicted service use for Latinos. It is 

likely that individual, family, and system-level factors converge to link African American youth 

with externalizing problems to services, but not as responsive in linking African American and 

Latino youth with internalizing problems to services.
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As many as 4 of 5 American children with mental health (MH) need do not receive services, 

and this unmet need is even higher for racial/ethnic minority youth compared to non-

Hispanic White youth (Kataoka, Zhang, & Wells, 2002). Racial/ethnic disparities in care 

remain after factors such as problem severity, impairment, insurance coverage, and 

socioeconomic status (SES) are accounted for (Garland et al., 2005). Children in Child 

Welfare (CW) are of particular concern, as they are disproportionately impacted by a 

constellation of risk factors (e.g., maltreatment, poverty, etc.). Indeed, up to 80% of youth 

involved in the CW system have emotional or behavioral disorders, developmental delays, 

or other indications of needing mental health intervention (Farmer et al., 2001; Landsverk, 

Garland, & Leslie., 2002; Taussig, 2002). Although contact with CW facilitates access to 

care, particularly in the months following a maltreatment investigation (Leslie et al., 2005), 

racial/ethnic disparities in mental health services (MHS) persist. Overall, African American 

HHS Public Access
Author manuscript
Child Maltreat. Author manuscript; available in PMC 2015 October 19.

Published in final edited form as:
Child Maltreat. 2013 May ; 18(2): 98–107. doi:10.1177/1077559513483549.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and Latino youth are half as likely to receive MHS compared to their non-Hispanic White 

counterparts, even after accounting for SES, maltreatment exposure, and indicators of MH 

need (Burns et al., 2004; Leslie et al., 2005).

While prior research has found these overall racial/ethnic disparities in MHS use for youth 

in CW, it is clear that factors beyond race/ethnicity impact service use. For example, child 

age and gender are key sociodemographic factors that predict service use, with older 

children and males being more likely to use MHS (Garland, Landsverk, Hough, & Ellis-

MacLeod., 1996; Leslie et al., 2000). Perhaps more central to youth in CW, maltreatment 

exposure and the severity of emotional/behavioral problems are predictive of MHS use 

(Garland et al., 1996; Leslie et al, 2000). Interestingly, maltreatment exposure is predictive 

of MHS use only to the extent that it is also associated with emotional/behavioral problems 

(Leslie et al., 2000). Moreover, the extent to which specific child emotional/behavior 

problems are predictive of MHS use varies by race/ethnicity. That is, racial/ethnic disparities 

in MHS use may be attenuated or amplified depending on the types of child behavior 

problems under investigation (Gudiño, Lau, Yeh, McCabe, & Hough, 2009; Gudiño, 

Martinez, & Lau, 2012). Although there is substantial evidence of racial/ethnic disparities in 

MH care for youth in contact with CW when overall group differences are the focus and 

other predictors are accounted for statistically, fully understanding pathways to MHS 

requires an examination of complex interrelationships among various predictors in addition 

to an examination of potential racial/ethnic group differences.

Maltreatment Exposure and MHS Use

The type of maltreatment exposure experienced by youth in CW is one important predictor 

of MHS use. For example, children exposed to physical or sexual abuse were more likely to 

receive MHS than those that were not exposed to physical or sexual abuse, while children 

exposed to neglect were less likely to receive MHS compared to other forms of 

maltreatment (Garland et al., 1996). However, another study found that maltreatment type 

(physical, sexual, neglect, emotional) was not significantly related to use of outpatient 

mental health services (Leslie, et al., 2000). A limitation in operationalizing maltreatment by 

a single indicator is that it overlooks the high degree of overlap in different types of 

maltreatment experiences. For example, the majority of children exposed to maltreatment 

have been abused in multiple ways (Edwards, Holden, Felitti, & Anda, 2003), with less than 

10% of child abuse cases reporting only single types of maltreatment (McGee, Wolfe, Yuen, 

Wilson, & Carnochan, 1995; Ney Fung, & Wickett, 1994). How cumulative exposure to 

multiple forms of maltreatment is related to MHS use patterns is less clear from previous 

research.

Regardless of how maltreatment exposure is measured, racial/ethnic disparities in MHS use 

remain after accounting for type of maltreatment, with numerous studies indicating that 

racial/ethnic minority youth in CW are less likely to receive services compared to non-

Hispanic White youth (Burns et al., 2004; Garland & Besinger, 1997; Leslie et al, 2000). 

Racial/ethnic differences in receipt of care for youth exposed to maltreatment may be due to 

several contributing factors, such as cultural differences in help-seeking patterns, 

accessibility of service providers, and systematic bias in referral patterns within CW 
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(Garland, Landsverk, & Lau, 2003). One study explored systematic bias of referral patterns 

by race/ethnicity, and found that caseworkers were more likely to recommend, and courts 

were more likely to order, psychotherapy for non-Hispanic White youth compared to Latino 

and African American youth, even after controlling for type of maltreatment exposure 

(Garland & Besinger, 1997). Upon further review, there was evidence that the majority of 

those referrals did, in fact, use services, and there were no racial/ethnic differences in rates 

of follow through with services (Garland et al., 2003).

Maltreatment Exposure and Emotional/Behavioral Problems

Research suggests a strong association between early maltreatment experiences and later 

development of emotional/behavioral problems, from internalizing to externalizing behavior 

problems. A 12-year prospective study found that early maltreatment exposure in children 

was significantly associated with later development of aggression, anxiety/depression, 

dissociation, delinquent behaviors, posttraumatic stress disorder (PTSD), social problems, 

thought problems, and social withdrawal, that were twice as high, on average, as those of 

their non-maltreated counterparts (Landsford et al., 2002). Notably, the effects of 

maltreatment exposure on all of these behavior problems could not be explained away by 

other ecological and child risk factors. Among children and adolescents, there is also a high 

degree of co-occurrence between internalizing and externalizing problems (Angold, Costello 

& Erkanli, 1999; Cosgrove et al., 2011). Thus, the MH needs of youth in CW may be 

characterized by high rates of both internalizing and externalizing problems, both of which 

are strongly associated with maltreatment exposure.

Given limited resources for delivering specialty MH care to youth in CW, maltreatment 

exposure itself is unlikely to ensure receipt of MHS. In a study of youth in foster care, Leslie 

and colleagues (2000) found that maltreatment history was unrelated to outpatient service 

use. However, children with emotional/behavioral problems were significantly more likely 

to use outpatient services compared to children without such problems. This makes sense 

given that not all children exposed to maltreatment will evidence MH problems warranting 

clinical intervention. Therefore, it stands to reason that maltreatment exposure is indirectly 

linked to MH care to the extent that it is related to presenting emotional/behavioral 

problems.

Racial/Ethnic Differences in the Association between MH Need and MHS 

Use

While the research reviewed above suggests that MH need drives MHS use, recent research 

suggests that the type of MH problem present may be an important determinant of who 

receives services. Specifically, when examining internalizing vs. externalizing problems 

overall, racial/ethnic disparities in MHS use appear much less pronounced among youth 

with externalizing problems. In a diverse sample of youth in contact with public sectors of 

care in San Diego county, African American (46%) and Latino (48%) youth with 

externalizing problems were found to have service use rates similar to non-Hispanic White 

(55%) youth (Gudiño, Lau, Yeh, McCabe, & Hough, 2009). Among youth surveyed from a 

national sample of youth in contact with CW, the National Survey of Child and Adolescent 
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Well-Being (NSCAW I), African American youth were far more likely to receive care when 

they had elevated externalizing problems (45%) than when they did not (6%) relative to 

non-Hispanic White youth (48% vs. 27%; Gudiño, Martinez, & Lau, 2012).

In contrast, racial/ethnic disparities appear to be more pronounced among youth with 

internalizing problems, where non-Hispanic White youth had higher rates of service use 

(72%) compared to Latino (41%) and African American youth (56%; Gudiño et al., 2009). 

Findings from NSCAW I revealed that non-Hispanic White youth were the only group to 

have higher rates of service use when internalizing need was present versus absent (48% vs. 

25%) when compared to African American (15% vs. 23%) and Latino (27% vs. 29%) youth 

(Gudiño et al., 2012). Accordingly, it is important to examine problem-specific disparities 

when considering issues of parity in youth MH care.

The Current Study

While previous studies have examined associations between maltreatment exposure and MH 

need on MHS use, these studies have focused on examining a single factor or simply 

controlling statistically for the presence of other predictors. However, pathways to MHS use 

for children in CW are likely complex and multiply determined. In the current study, we 

utilize structural equation modeling (SEM) to simultaneously explore interrelationships 

among variables and pathways to MHS use. We examined whether race/ethnicity moderates 

patterns of specialty MHS use as a function of maltreatment exposure and child 

internalizing/externalizing problems in a nationally representative sample of youth in 

contact with the CW system. Specifically, we tested a model whereby maltreatment 

exposure directly predicts the development of both internalizing and externalizing problems 

in youth and indirectly predicts MHS use, via internalizing and externalizing problem 

severity. For all racial/ethnic groups, we hypothesized that maltreatment exposure would be 

a strong predictor of both internalizing and externalizing problems. We also expected that 

there would be a strong correlation between internalizing and externalizing problem severity 

in this high-risk population.

The central aim of the current study, however, was to examine whether pathways from 

maltreatment exposure to MHS use via internalizing/externalizing problems are moderated 

by race/ethnicity. Our model considers the potential direct association between maltreatment 

exposure and MHS use. However, as prior research suggests that maltreatment exposure is 

likely indirectly linked to MHS use to the extent that it is related to child emotional/behavior 

problems, we hypothesized that 1) maltreatment exposure would be associated with 

increased specialty MHS use via both internalizing and externalizing child behavior 

problems (indirect effects). Yet, given the foregoing evidence suggesting racial/ethnic 

disparities in MHS use as a function of problem type for youth in contact with CW, we 

further hypothesized that 2) these indirect pathways to care would differ for racial/ethnic 

minority youth. Specifically, we predicted a stronger association (amplification) between 

externalizing behavior problems and MHS use for African American and Latino youth 

compared to non-Hispanic White youth, and a weaker association (attenuation) between 

internalizing problems and MHS use for African Americans and Latinos compared to non-

Hispanic White youth.
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Method

Participants

This study utilized data from the National Survey of Child and Adolescent Well-Being 

(NSCAW I), a nationally representative sample of youth in contact with the CW system. 

The NSCAW I sample includes 5,501 children from birth to age 14 years at the time of the 

initial study assessment. Participants in the current study include a subsample of families 

where the child who was the focus of the CW investigation was four years of age or older at 

the time of the initial assessment (n=3177), where the caregiver identified the child as being 

non-Hispanic White, African American, or Latino (n=2931), where the child remained in an 

in-home placement at baseline and at 12 months following the initial investigation (n=2229), 

and where the caregiver completed a 12-month follow-up interview reporting on specialty 

MHS use in the past year (n=1600). We conducted attrition analyses to determine whether 

the follow-up sample differed from the families who did not complete the follow-up 

interview reporting on specialty MHS use (n=629). There were no significant differences 

between the groups in terms of race/ethnicity, parental education, age, gender, maltreatment 

exposure, and internalizing and externalizing MH need. The final sample for analysis 

included 843 non-Hispanic White youth (52.7%), 449 African American youth (28.1%), and 

308 Latino youth (19.1%).

Procedures

Families who had contact with the CW system in 97 counties nationwide during a 15-month 

period starting October 1999 were randomly selected to participate in NSCAW. Caregivers 

completed baseline face-to-face interviews (Wave 1) where demographic variables, child 

maltreatment exposure, and child behavior problems were assessed within 6 months of the 

close of the CW investigation. Specialty MHS use was assessed during a subsequent 

interview with caregivers (Wave 2) about 12 months following the close of the initial CW 

investigation (M = 12.18 months, SD = 1.51).

Measures

Family Demographic variables included child age (continuous), gender (0=male, 1=female), 

race/ethnicity (non-Hispanic White, African American, Latino), and parental education 

(0=no HS diploma, 1=HS diploma or above).

Youth Maltreatment Exposure In the past year was assessed using the Parent-Child Conflict 

Tactics Scale (CTSPC; Straus, Hamby, Finkelhor, Moore, & Runyon, 1998). The CTSPC 

measures the extent to which a parent reports having carried out specific acts of physical 

assault, psychological aggression, and neglect. The CTSPC scales were developed with a 

national sample matching general population representation and the CTSPC has been found 

to have adequate reliability, with kappa estimates above 0.75 (Straus et al., 1998). 

Confirmation of the factor analytic structure has been demonstrated in Latino samples 

(Reichenheim & Moraes, 2006) and comparable internal consistency has been reported for 

African American and European American families (Lau, Litrownik, Newton, Black & 

Everson, 2006). In the overall NSCAW sample, the internal consistency ranged from good 

to marginal (Total Scale α = .79, Neglect α = .39, Psychological Aggression α = .66 Minor 
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Physical Assault α = .57, Severe Physical Assault α = .11, Very Severe Physical Assault α 

= .22; NSCAW Research Group, 2004). Lower internal consistency in some cases may be 

the result of the inclusion of items with rare occurrences (Straus, Hamby, Finkelhor, Moore, 

& Runyon, 1998).

We constructed a maltreatment exposure factor using the core scales of Psychological 

Aggression and Physical Assault, and the supplementary scale on Neglect. The Physical 

Assault scale is further categorized into Minor Assault, Severe Assault, and Very Severe 

Assault. Each scale includes past year prevalence, which is a 0–1 dichotomy (1 = one or 

more of the acts in the scale occurred). Chronicity, which is the number of times the acts 

occurred in the past year, is also measured with a continuous total score provided for all 

items. We explored including sexual abuse as an additional indicator of maltreatment. 

However, possibly due to the lower base rate of sexual abuse in the current sample (under 

10%), the inclusion of sexual abuse resulted in a poorer measurement model. Model results 

suggested that sexual abuse reflects a dimension of maltreatment that is distinct from the 

other dimensions measured in the current study and sexual abuse was thus not an adequate 

indicator of the overall maltreatment latent variable.

In the current study we focus on maltreatment (physical assault, psychological aggression, 

and neglect) in the past year, as endorsed by the caregiver at the baseline interview. We 

analyzed the distributions of our indicator variables and their factor loadings in a 

measurement model. For Physical Assault, the chronicity scale was nonnormally distributed 

(zero-inflated), thus we opted to use a 3-level ordinal variable for Physical Assault (1 = 

None, 2 = Minor Assault, 3 = Severe Assault/Very Severe Assault) for past year prevalence. 

For the Psychological Aggression and Neglect indicators, we examined the past year 

chronicity total scores. Our results suggested that these variables had a skewed but fairly 

normal distribution, thus we elected to use the continuous scores in our model. Thus, in 

constructing our maltreatment exposure factor, we used a 3-level ordinal variable using 

subscales of Physical Assault (1= None, 2 = Minor Assault, 3 = Severe Assault/Very Severe 

Assault) and past year chronicity continuous scores for Psychological Aggression and 

Neglect.

Youth emotional/behavior problems Were assessed from the caregiver-reported Child 

Behavior Checklist (CBCL), a standardized measure of children’s emotional/behavioral 

problems. The child’s primary caregiver completed 113 items on a 3-point Likert scale (0 = 

not true, 1 = somewhat or sometimes true, and 2 = very true or often true). The CBCL yields 

eight syndrome scales: Withdrawn, Somatic Complaints, Anxious/Depressed, Social 

Problems, Thought Problems, Attention Problems, Delinquent Behavior, and Aggressive 

Behavior. We used the broadband Externalizing score, comprised of the Delinquent and 

Aggressive Behavior syndromes, and the broadband Internalizing score, comprised of the 

Withdrawn, Somatic Complaints, and Anxious /Depressed syndromes. We utilized the 

Internalizing and Externalizing T-scores, which are normed by gender and age from a 

nationally representative sample. The CBCL has well-established reliability and validity 

(Achenbach, 1991), as well as support for its use across cultures and racial/ethnic groups 

(Achenbach & Rescorla, 2001; Ivanova et al., 2007). The broadband internalizing and 

externalizing scales demonstrate high internal consistency (alphas ranging from .89 to .94), 
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with strong concurrent validity for clinically-diagnosed disorders in Latino youth (Rubio-

Stipec, Bird, Canino, & Gould, 1990), and support for comparable factor structures in 

African American and non-Hispanic White samples (Latkovich, 1996). The convergent and 

divergent validity of the CBCL scales has been established in multi-ethnic samples of 

American children (Nakamura, Ebesutani, Bernstein, & Chorpita, 2009). In the overall 

NSCAW sample, the internal consistency reliability of the CBCL was good (externalizing α 

= 0.91, internalizing α = 0.90; NSCAW Research Group, 2004). In the current sample, the 

internal consistency reliability of the CBCL internalizing scale by race/ethnicity (African 

American α = .96, Latino α = .98, non-Hispanic White α = .91) as well as the externalizing 

scale by race/ethnicity (African American α = .96, Latino α = .98, NHW α = .93) was also 

good.

Youth Specialty MHS Use Was assessed using the Child and Adolescent Services 

Assessment (CASA; Ascher, Farmer, Burns, & Angold, 1996). We examined past-year use 

of specialty outpatient MHS, including visits to MH centers, community health centers, day 

hospital/partial hospitalization programs, or a private practitioner (psychiatrists, 

psychologists, social workers, and psychiatric nurses). We were unable to calculate the 

internal consistency for the CASA in our sample due to unavailable item level data in the 

NSCAW I data set. Nevertheless, the CASA has demonstrated acceptable internal 

consistency for probing the number of service settings used (ICC = .76), good test-retest 

reliability for probing the use of outpatient services (Κ= .81), and good validity for probing 

the use of outpatient services (Ascher et al., 1996).

Data Analytic Procedures

Study hypotheses were examined using multi-group structural equation modeling (SEM) in 

Mplus, version 5.0 (Muthén & Muthén, 2007). All analyses accounted for the complex 

survey design (clustering and stratification) and utilized sampling weights to yield estimates 

that were nationally representative. Good model fit is indicated by values greater than .90 

for the Comparative Fit Index (CFI), and less than .06 for the Root Mean Squared Error 

Approximation (RMSEA; McDonald & Ho, 2002). Full information maximum likelihood 

estimation was used to estimate the models, with the missing data option used to make full 

use of all available data. Because our study sample was restricted to those who provided 

follow-up data on specialty MHS use and complete CBCL data were available, missing data 

estimation was only relevant for the CTSPC scales. Rates of missing data were low, with 

minimum covariance coverage of 98%. Given the inclusion of ordinal and binary variables, 

we used a robust weighted least squares (WLSM) estimation procedure. To investigate 

whether structural paths of interest varied by race/ethnicity, the DIFFTEST command for the 

WLSM estimation procedure was used to test for differences in chi-square indicators of 

model fit between unconstrained and constrained models. Indirect effects were analyzed 

using the MODEL INDIRECT command, which provides results on the effect of 

Maltreatment Exposure on Specialty MHS use via Internalizing and Externalizing behavior 

problems.
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Results

Table 1 presents sample descriptives for all study variables by racial/ethnic group. African 

American youth were less likely to receive specialty MHS relative to non-Hispanic White 

youth [design-based F(1.94, 160.85) = 4.42, p = .01]. Additionally, caregivers of African 

American youth were more likely to endorse using severe/very severe physical assaultive 

behavior than non-Hispanic White caregivers [design-based F(3.26, 270.76) = 3.75, p = 

0.01]. Other study variables did not differ by race/ethnicity. Table 2 shows bivariate 

correlations between study variables.

We examined our study hypotheses by fitting the model depicted in Figure 1 across racial/

ethnic groups using multi-group SEM. The fit indices for this model suggested an overall 

good fit to the data (χ2 = 340.84, df = 25, p = .09; CFI = .96; RMSEA = .03). See Table 3 for 

unstandardized path estimates by race/ethnicity, and Figure 1 for all standardized path 

estimates for the model.

Maltreatment Exposure and Specialty MHS Use

There was no direct effect of maltreatment exposure on specialty MHS use for all racial/

ethnic groups.

Maltreatment Exposure and Internalizing/Externalizing Problems

For all racial/ethnic groups, there was a significant effect of maltreatment exposure on 

internalizing problems. Similarly, for all racial/ethnic groups, there was a significant effect 

of maltreatment exposure on externalizing problems.

Racial/Ethnic Differences in Association between Internalizing/Externalizing Problems and 
Specialty MHS Use

For non-Hispanic White youth, both internalizing and externalizing problems significantly 

predicted specialty MHS use at Wave 2. Conversely, only externalizing problems predicted 

specialty MHS use for African American youth, whereas neither internalizing nor 

externalizing problems significantly predicted service use among Latinos. We formally 

examined moderation by race/ethnicity by comparing a constrained and unconstrained 

model. The constrained model included pairwise racial/ethnic group constraints on the 

externalizing and internalizing to specialty MHS use paths. Because our hypotheses were 

specific to contrasts between non-Hispanic White compared to the two racial/ethnic minority 

groups, we examined the relevant pairwise contrasts for the internalizing and externalizing 

to specialty MHS use paths. Constraining the externalizing to service use path to be equal 

for non-Hispanic White and African American youth produced a significantly poorer fit 

compared to the unconstrained model (χ2 = 7.91, df = 1, p < .01), suggesting that this path 

differed significantly for non-Hispanic White and African American youth. The pairwise 

contrast for this path was not significant for non-Hispanic White and Latino youth. 

Constraining the internalizing to service use path to be equal for non-Hispanic White and 

Latino youth produced a significantly poorer fit compared to the unconstrained model (χ2 = 

6.88, df = 1, p < .01) suggesting that this path differed significantly for non-Hispanic White 

and Latino youth. Similarly, constraining the internalizing to service use path across non-
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Hispanic White and African American youth resulted in a significantly poorer fit compared 

to the unconstrained model (χ2 = 4.40, df = 1, p < .05), suggesting that this path differed 

significantly for non-Hispanic White and African American youth.

Indirect Effect of Maltreatment Exposure on Specialty MHS Use via Internalizing/
Externalizing Problems

There was an indirect effect of maltreatment exposure on specialty MHS use via 

externalizing problems for both non-Hispanic White (β = 0.14, p < .05) and African 

American youth (β = 0.22, p < .05), but not for Latinos. Therefore, for non-Hispanic White 

and African American youth maltreatment exposure was linked to MHS use via an indirect 

pathway through externalizing problem severity. However, the indirect effect of 

maltreatment exposure on specialty MHS use via internalizing problem severity was only 

significant for non-Hispanic Whites (β = 0.09, p < .05). Thus, although maltreatment 

exposure significantly predicted both internalizing and externalizing problems for all racial/

ethnic groups, non-Hispanic White youth were the only group for whom pathways through 

both types of problems significantly predicted subsequent MHS use. For African American 

youth, MHS use was predicted by a pathway linking maltreatment exposure to externalizing 

problem severity.

Discussion

The current study sought to examine racial/ethnic differences in pathways to specialty MHS 

in a nationally representative sample of youth in contact with the CW system. Consistent 

with prior research, we found that African American youth (10.9%) were less likely to 

receive specialty MHS overall relative to non-Hispanic White youth (21.8%). However, 

there were important differences in the pathways leading to specialty MHS use that varied as 

a function of youth race/ethnicity and child behavior problem type.

For all racial/ethnic groups, we hypothesized that maltreatment exposure would be a strong 

predictor of both internalizing and externalizing problems, which was supported by our 

findings. We also expected that there would be a strong correlation between internalizing 

and externalizing problem severity in this high-risk population, which was also supported by 

our data. While our model considered the potential direct association between maltreatment 

exposure and MHS use, we predicted that maltreatment exposure would be indirectly linked 

to MHS via child emotional/behavior problems. Given the foregoing evidence suggesting 

racial/ethnic disparities in MHS use as a function of problem type for youth in contact with 

CW, we further hypothesized that these indirect pathways to care would differ for racial/

ethnic minority youth, which also supported by our data. Specifically, although 

maltreatment exposure significantly predicted both internalizing and externalizing problem 

severity across all racial/ethnic groups, non-Hispanic White youth were the only group for 

whom both types of problems significantly predicted subsequent specialty MHS use. Only 

externalizing problems predicted subsequent specialty MHS use for African American youth 

and neither type of MH problem predicted service use for Latinos. Thus, we found evidence 

of disparities in pathways from maltreatment exposure to mental health service use that 

varied by problem-type and youth race/ethnicity. Furthermore, while externalizing problem 
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severity was a predictor of specialty MHS use for both non-Hispanic White and African 

American youth, it was a much stronger predictor for African American compared to non-

Hispanic White youth. Conversely, internalizing problem severity was a stronger predictor 

of specialty MHS use for non-Hispanic White youth compared to African American and 

Latino youth.

Taken together, these findings suggest a more complicated association between race/

ethnicity and MHS use than what is suggested by research examining disparities without 

considering the type of MH problem in question. These differential patterns may be 

explained by individual, family, and system-level factors that lead to the particular visibility 

of racial/ethnic minority youth with disruptive behavior as compared to internalizing 

problems. However, the data and design of the current study does not enable us to discern 

whether these racial/ethnic disparities are due to differences in responsiveness on the part of 

the CW system in linking certain youth with certain needs to specialty MHS, or whether 

individual and family factors deter families from following through with MHS receipt.

It is likely that individual, family, and system-level factors converge to influence problem-

specific disparities in pathways from maltreatment exposure to MH care for different racial/

ethnic groups. Ethnic minority youth are overrepresented in CW and juvenile justice (Crane 

& Ellis, 2004; Morton, 1999), where externalizing problems are closely scrutinized. 

Disruptive behavior is also a robust predictor of placement instability in CW (James, 

Landsverk, & Slymen, 2004), thus more resources may be directed towards youths with 

externalizing problems to support placement stability. CW workers may attend particularly 

to addressing the externalizing behaviors of African American youth who, in general, are at 

greater risk of placement instability and other negative CW outcomes. Data from NSCAW I 

suggest that externalizing problems are systematically associated with placement disruption 

for African American children but not for non-Hispanic White children (Foster, Hillemeier 

& Bai, 2011). Perhaps stronger linkages to effective care for disruptive behavior problems 

are all the more important for African American children who are more vulnerable to 

adverse system outcomes.

Yet, it may also be the case that individual and family factors work to amplify system-level 

determinants of MHS use. Even if a referral for MHS is made on the part of the CW system, 

racial/ethnic minority parents may hold culturally-influenced perceptions of child MH 

problems (e.g., beliefs about causes) and MHS (e.g., mistrust, stigma,) that may dissuade or 

encourage help-seeking (Cauce et al., 2002). These barriers may be more pronounced in the 

identification of and help-seeking for internalizing problems compared to externalizing 

problems in ethnic minority families (Gudiño et al., 2009). While child behavior that is 

disruptive, oppositional, or defiant may run counter to cultural values that emphasize 

respect, obedience, and deference to adults, internalizing problems may not necessarily be at 

odds with such cultural values. The adult distress threshold model of cultural influence 

(Weisz et al., 1988) suggests that culture may influence perceptions of how serious a 

problem is and decisions about what should be done. Because internalizing problems are 

already less likely to lead to MHS use, relative to externalizing problems (Wu et al., 1999), 

the presence of internalizing problems in racial/ethnic minority children may not lead to 
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sufficient distress to overcome a higher threshold for concern and the aforementioned 

barriers to accessing mental health services.

Examining specialty MHS use prospectively, use of a nationally representative sample of 

children in contact with the CW, and the application of analytic methods to examine 

moderation and indirect effects are notable strengths of this study. However, our results 

should be interpreted in light of study limitations. First, we relied on parent-report for all 

study variables and it would be important to replicate these results with multi-informant 

methods. Second, while the use of a general maltreatment latent variable is a strength in that 

it accounts for the complexity of exposure to such adversity, the current study does not 

examine potential differences related to specific forms of maltreatment. Third, although 

paths from internalizing and externalizing problems to MHS use were in the predicted 

direction, they were not statistically significant predictor of MHS use for Latino youth. 

Despite the large nationally representative sample, uneven group sizes could have impacted 

significance levels. For example, the relatively smaller sample of Latino youth and the 

resulting larger standard errors for estimates may have limited our ability to identify 

significant effects. Additional research examining specific determinants of MHS use for 

Latino youth in contact with child welfare is warranted. Fourth, we were unable to verify the 

Missing at Random (MAR) assumption from our missing data estimation used in Mplus. 

However, this concern is mitigated by the fact that there were few missing data. Fifth, we 

defined service use as any contact with an outpatient specialty MH provider and cannot 

comment on the effectiveness or quality of services. Furthermore, although we assessed 

child behavior problems, we are unable to specify the reasons families sought services. 

Lastly, while we examined overall racial/ethnic group disparities in specialty MHS use, we 

were unable to examine more proximal indicators of culture in our model due to limitations 

of the NSCAW data set. Research is needed to refine our understanding of enthnocultural 

factors impacting MHS use. Despite these limitations, these results highlight concerning 

patterns of disparities that require further study.

Gatekeepers of MHS, including those within the family and the broader CW system, may be 

more likely to direct attention to racial/ethnic minority youth with externalizing problems 

who are also at risk of having poor CW system outcomes. Yet, this greater responsiveness to 

disruptive behavior among African American children occurs in the context of disparities 

whereby racial/ethnic minorities are less likely to receive services overall. It stands to reason 

that racial/ethnic minority youth with clinical need that does not include disruptive behavior 

may be driving the overall pattern of disparities (Gudiño et al., 2012). Increased awareness 

of these disparities as a function of problem type and increased awareness of the negative 

impact of untreated internalizing problems is needed within CW. While information 

provided to CW staff and families of children who come into the system may be one 

important avenue for targeting disparities, efforts must also focus on improving methods for 

identifying need and facilitating referral to MHS. Efforts to support the implementation of 

evidence-based MH assessment within CW and to examine the impact of these methods on 

disparities may help ensure equitable linkage of vulnerable youths to MHS.
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Figure 1. 
Multi-group structural equation model path estimates for maltreatment exposure, child 

behavior problems, and specialty mental health service use by race/ethnicity.
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