
Ethnic Differences in Psychosocial Services Use Among Non-
Latina White and Latina Breast Cancer Survivors

Rosario Costas-Muñiz, PhD1, Migda Hunter-Hernández, PhD2, Olga Garduño-Ortega, BA1, 
Jennifer Morales-Cruz, PhD3, and Francesca Gany, MD MS1

1Memorial Sloan Kettering Cancer Center, 485 Lexington Avenue, 2nd floor, New York, NY 10017

2NYS Office for People With Developmental Disabilities, 220 White Plains Rd,, Tarrytown, NY 
10591

3University of Puerto Rico, Medical Sciences Campus, Center for Evaluation and Sociomedical 
Sciences, PO Box 365067, San Juan, PR 00936-5067

Abstract

Background—This study examined the use of psychosocial services (i.e. social work, 

psychiatric, psychological, and spiritual/pastoral services) among Latina and Non-Latina White 

breast cancer survivors.

Methods—Survivors who received treatment in a Comprehensive Cancer Center in New York 

completed a mailed questionnaire about interest in help for distress, and psychosocial service use. 

Descriptive and non-parametric statistics were used to explore ethnic differences in use of, and 

interest in, psychosocial services.

Results—Thirty three percent of breast cancer survivors reported needing mental health or 

psychosocial services after their cancer diagnosis (33% Latinas, 34% Whites); 34% of survivors 

discussed with their oncologist or cancer care provider their emotional problems or needs after the 

diagnosis (30% Latinas, 36% Whites). Only 40% of the survivors who reported needing services 

received a referral for psychosocial services (42% Latinas, 39% Whites). Sixty six percent of 

survivors who reported needing services had contact with a counselor or mental health 

professional (psychiatrist, psychologist, social worker) after their diagnosis (57% Latinas, 71% 

Whites), and 61% of those needing services reported receiving psychosocial services (53% 

Latinas, 67% Whites). Whites were significantly more likely than Latinas to have contact with a 

social worker (33% vs. 17%, respectively) and to receive psychotropic medication (15% vs. 0%, 

respectively). However, Latinas were significantly more likely to receive spiritual counseling than 

Whites (11% vs. 3%, respectively).

Conclusion—Our study revealed gaps for both groups; however, the gaps differed by group. It is 

crucial to study and address potential differences in the psychosocial services availability, 

acceptability and help-seeking behaviors of ethnically diverse cancer patients and survivors.

Corresponding author: Rosario Costas-Muñiz, PhD, Memorial Sloan Kettering Cancer Center, 485 Lexington Avenue, 2nd floor, New 
York, NY 10017, Phone: (646) 888 – 8062, Fax: (929) 321-1520, costasmr@mskcc.org. 

Conflict of Interest
The authors indicated no potential conflicts of interest.

HHS Public Access
Author manuscript
J Psychosoc Oncol. Author manuscript; available in PMC 2018 July 01.

Published in final edited form as:
J Psychosoc Oncol. 2017 ; 35(4): 424–437. doi:10.1080/07347332.2017.1310167.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Keywords

Latinas; Healthcare Disparities; Minority Health; Psychosocial services; Depression

Introduction

A diagnosis of cancer has a significant impact on the psychosocial milieu of patients. Some 

studies report depression rates of up to 58% among cancer patients (Massie 2004) and 19% 

of patients with clinical levels of anxiety (Linden et al. 2012). In 2010, 20% of the 1.5 

million Americans who were diagnosed with cancer belonged to an ethnic minority group 

(U.S. Cancer Statistics Working Group 2013). Further, near 126,000 new cases of cancer 

among Latinos were diagnosed in 2015 (American Cancer Society 2015). A body of 

literature has shown that Latinos have poorer psychological outcomes when compared to 

other ethno-cultural groups (Luckett et al. 2011, Yanez, Thompson, and Stanton 2011). 

Latina breast cancer patients report almost twice the rate of depressive symptoms (Eversley 

et al. 2005), and report poorer mental health than non-Latino whites (Bowen et al. 2007), 

while Latinos with prostate cancer report lower health related quality of life (QOL) (Krupski 

et al. 2005) than do non-Hispanic white and African-American patients. Furthermore, 

Latinos with varied cancer diagnoses have high rates of clinically significant depression and 

significant rates of depression recurrence after 24 months (Ell et al. 2011). It is alarming that 

even though Latino cancer patients are at higher risk for poor mental health outcomes, they 

are less likely than non-Latino whites to receive psychological and psychiatric services, and 

other psychosocial interventions (Luckett et al. 2011). This is likely due to mental illness 

stigma, limitations imposed by language differences and acculturation levels (Acosta 1979, 

August et al. 2011), lack of insurance or underinsurance (Carson, Le Cook, and Alegria 

2010), and discrimination (Finch, Kolody, and Vega 2000), among other reasons.

Culture, language, and income are commonly acknowledged sociodemographic factors that 

influence quality of care and optimal distress screening (Mitchell, Vahabzadeh, and 

Magruder 2011). Distress management in ethnic minority cancer patients presents unique 

patient-, provider- and system-related barriers and challenges. A discussion of mental health 

concerns with a healthcare professional after the cancer diagnosis and being of white 

ethnicity have been identified as the strongest predictors of receipt of mental health services 

(Kadan-Lottick et al. 2005). Ell and colleagues (Ell et al. 2005), found in their study of 

ethnic minority women with cancer that 24% reported moderate to severe levels of 

depressive disorder, but only 12% of women meeting criteria for major depression reported 

receiving medications for depression, and only 5% of such women reported seeing a 

counselor or participating in a cancer support group. Among severely depressed ethnic 

minority patients, only between 2–6% were receiving counseling and/or antidepressants (Ell 

et al. 2005).

Starting in 2015, the Commission on Cancer, which accredits the centers that treat almost 

70% of all new cancers diagnosed in the US, has required providers to evaluate patients for 

distress and refer them to programs for help (Commission on Cancer 2012). The National 

Comprehensive Cancer Network (NCCN), has published guidelines to screen, evaluate and 
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refer patients to psychosocial services, which include mental health, social work and/or 

spiritual/chaplaincy services (National Comprehensive Cancer Network 2003). However, 

little research has been conducted to document the prevalence of psychosocial distress and 

its management in ethnic minority and other ethno-cultural or linguistic groups.

This study examines differences by Latina versus non-Latina white ethnicity in the use of 

psychosocial services by breast cancer survivors. We explore differences in patients’ receipt 

of services before and after their cancer diagnosis, and their current use of, and interest in, 

psychosocial services. This study seeks to identify important factors ranging from ethnicity, 

education, language, and literacy that may contribute to health disparities and discrepancies 

in patient satisfaction in order to help address these disparities.

Methods

Procedures and Participants

A comprehensive review of medical records in an NCI-designated comprehensive cancer 

center in New York City revealed 409 Latina and 5146 non-Latina White patients who had 

been treated during 2009–2014 and who were considered to be in remission. A random 

sample of 10% of the non-Latina whites and all 409 of the Latinas were selected for this 

study. A questionnaire packet was mailed to the 409 Latina and 514 non-Latina White 

eligible breast cancer survivors. The Latina patients received two versions of the 

questionnaire, one in English and one in Spanish. Instructions were included asking patients 

to choose the questionnaire of their preferred language. All patients who preferred Spanish 

completed the questionnaire in Spanish. A reminder letter was sent two weeks after the 

original package was mailed. Two hundred eighty survivors completed and mailed the 

packet back (see Figure 1), for a response rate of 30%. Questionnaires from 265 survivors 

were considered evaluable (15 cases had missing data for psychosocial services use). 

Eligible participants were adult survivors (age 21 or older) with a breast cancer diagnosis 

(identified through their medical records), who had received cancer care in our 

comprehensive cancer center, who were in remission (identified through their medical 

records),

Measures

The questionnaire contained demographic, medical, and psychosocial services sections. 

These included questions assessing age, education, religion, marital status, socioeconomic 

status, family composition, living situation, employment status, ethnicity, race, language 

preference, birthplace, years living in the United States, insurance status and time since 

diagnosis, and questions about survivors’ history of use of psychosocial services prior to and 

after the cancer diagnosis. The survey also assessed patients’ preferences for services, type 

of counseling, delivery format, type of mental health professional, and barriers to accessing 

the services. The type of mental health professional was defined utilizing the NCCN Distress 

Management Guidelines to include social workers, psychologists, psychiatrists, and religious 

counselors (i.e. priests, pastoral counselors, or ministers). Additionally, we assessed the use 

of type of psychosocial services recommended by the NCCN Distress Management 

Guidelines including individual counseling, family therapy, couple therapy, support groups, 
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group therapy, and pharmacotherapy. The survey was based on prior literature (Mosher et al. 

2010, Weinberger, Nelson, and Roth 2011, Moadel, Morgan, and Dutcher 2007), and on the 

clinical experience of the authors with Latino populations in mental health and cancer 

disparities (Gany et al. 2011).

Analysis

Statistical analyses were conducted using the SPSS 22 software package. First, the 

demographic characteristics of the 168 participants who completed and returned the survey 

were described using descriptive statistics. Then, the self-reported use of psychosocial 

services prior to and after the cancer diagnosis was described. The use of psychosocial 

services was assessed by type of service (i.e. individual therapy, pharmacology, etc.) and 

type of professionals (i.e. psychologist, psychiatrist, etc.). The frequency of use of service 

was assessed for the full sample and for the two ethnic groups, non-Latina Whites and 

Latinas. Descriptive statistics were used to characterize the sample by ethnicity. T-test and 

χ2 analyses were used to evaluate differences between groups in the patterns of use and 

interest in psychosocial services. We used a two-sided significance level of a = 0.05. All 

analyses were restricted to available cases.

Bivariate logistic regression models were used to identify factors significantly associated 

with contact with mental health professionals and receipt of mental health services after a 

diagnosis of cancer. Type of mental health professional (social worker, religious counselor, 

psychiatrist, or psychologist), and type of mental health services (individual counseling, 

family therapy, couple therapy, group counseling, support group, or pharmacotherapy) after 

the cancer diagnosis were analyzed separately. Individuals were included in the analysis if 

they stated that they needed counseling or mental health services after their cancer diagnosis 

(n=116). These classifications were reduced to binomial outcomes for the purpose of 

analysis (i.e. contact with mental health professionals, yes or no). Potential explanatory 

variables included socio-demographics (age, marital status, employment status, and 

education level), ethnicity, preferred language, birthplace, and medical factors (private health 

insurance, time since diagnosis). Because of the limited sample size (n=116) we only 

conducted binary logistic regression models. Unadjusted odds ratios (ORs) and 95 % 

confidence intervals were calculated to assess the relationship of demographic factors, type 

of insurance and time since diagnosis with the use of services and contact with 

professionals. A two-sided p significant level of less than .05 was considered statistically 

significant.

Results

Participants

Table 1 shows the means and standard deviations of the demographics of the study 

participants. About two thirds of the sample was married or partnered (63%). Latinas had 

lower levels of education; 30% had a high school education or less, compared to 17% of the 

non-Latina Whites (χ2 = 8.29, p < .05). One third of the Latinas preferred only Spanish for 

their care; 30% of the Latina and 91% of the non-Latina Whites were born in the continental 

USA, although Latinas were also frequently born in Puerto Rico (22%) and South America 
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(22%). One quarter of the sample (25%) had been diagnosed with breast cancer less than 

two years ago.

Use of Psychosocial Services by Ethnicity

Table 2 demonstrates the use of psychosocial services by ethnicity. Only one third of the 

sample (34%) reported having a discussion with their oncologist or cancer care provider 

about emotional problems or needs after the diagnosis (36% non-Latina Whites and 31% 

Latinas) (see Table 2). The most common reason why survivors did not have such 

discussions was because they did not need mental health services; non-Latina Whites (56%) 

were more likely to cite this reason than Latina survivors (36%,χ2 = 6.04, p < .001) (see 

Table 2).

Prior to the cancer diagnosis (see Table 2), 31% of the survivors had any contact with a 

psychosocial services provider, including social workers, psychologists, psychiatrists, or a 

religious counselor. Latinas (13%) were more likely to have previous contact with a 

religious counselor than non-Latina Whites (5%, χ2 = 6.29, p < .01) (see Table 2). Prior to 

the diagnosis both groups had a similar frequency of contact with the other professionals.

As demonstrated in Table 2, recalling the time after their cancer diagnosis, 43% of the 

survivors (49% Latinas and 40% non-Latina Whites) expressed that they wanted or needed 

psychosocial services after the diagnosis. Of the survivors who reported needing services 

after the cancer diagnosis, two thirds (66%) reported having contact with psychosocial 

services providers and 61% reported using psychosocial services after the diagnosis. Non-

Latina whites were more likely to have had contact with social workers (33%) than Latinas 

(17%, χ2 = 3.80, p < .05), and to use psychotropic medications (15%) than Latinas (0%, χ2 = 

3.80, p < .01). There were no significant differences between the groups on contact with 

psychiatrists and psychologists or the use of counseling or psychotherapy.

Table 3 depicts in unadjusted logistic analyses, Latinas were less likely to have contact with 

mental health professionals (OR = 0.42, CI = 0.19–0.94). Further, survivors with lower 

education were less likely to have contact with mental health professionals (OR = 0.21, CI = 

0.06–0.81) and to use psychosocial services (OR = 0.27, CI = 0.07–0.99).

Twenty-seven percent of the survivors (21% Latinas, 32% non-Latina Whites) are currently 

using psychosocial services. A quarter of the survivors (25% overall, non-Latina 24%, 

Latina 28%) are interested in obtaining psychosocial services. Although the difference is not 

statistically significant, non-Latina whites have more contact with psychologists (17%) and 

psychiatrists (15%) than Latina survivors (7%, 6%, respectively).

Discussion

This study evaluated ethnic differences in contact with providers of and use of psychosocial 

services by breast cancer survivors after their cancer diagnosis and during the survivorship 

phase. The same proportion of Latina and non-Latina white survivors reported needing 

psychosocial services after their cancer diagnosis, although non-Latina white survivors had 

contact with psychosocial services more frequently. Among the survivors who reported 
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needing help for their psychosocial needs, Latina survivors were less likely to have contact 

with a social worker and to receive pharmacotherapy. In addition, survivors with less 

education were less likely to access psychosocial services, and to have contact with mental 

health professionals.

These disparities in use of services might be due to different patterns of general use of 

psychosocial services for ethnic minorities and individuals with lower education. For 

example, a large majority of Latina survivors expressed not wanting to take medication for 

their emotional difficulties. Acceptance of pharmacotherapy, could affect Latina patients’ 

outlook on seeking services from psychologists and psychiatrists. Mental health providers 

need to be aware and understanding of the resistance to pharmacotherapy from Latina 

survivors when forging the therapeutic alliance.

About a third of the total sample had a discussion with their oncologist or cancer care 

provider about their emotional problems or needs. Health care communication comprises a 

dual approach, patient and physician communication. A reciprocal relationship among both 

parts aims to improve exchange of information and address disinformation. Researches with 

Latinos and Latinas and African Americans report lack of knowledge or disinformation 

related to cancer treatment and psychosocial needs compared to non-Latina whites. 

Survivors reported not having these conversations because they had no need and because the 

provider was not interested or did not ask. It is critical that emotional well-being discussions 

be incorporated by oncologists or cancer care providers as part of medical check-ups to 

ensure that such conversations can occur. An assessment should be included in the routine 

ongoing cancer care plan.

Other differences in use of services by Latinas could be due to different help seeking 

behaviors. For instance, Latina survivors were more likely to seek help from their spiritual 

counselors and pastoral services, which distinguishes them from their non-Latina White 

counterparts. Our findings are consistent with previous studies that concluded Latinos 

endorse a greater interest in religious/spiritual counseling in the cancer context than their 

non-Latina White counterparts. (Yanez et al. 2016, Yanez, Stanton, and Maly 2012, Hunter-

Hernandez, Costas-Muniz, and Gany 2015, Jurkowski, Kurlanska, and Ramos 2010). It has 

been demonstrated that religion can promote the use of health services in Latino religious 

communities (Leyva et al. 2014), and parishes have expressed their support to provide 

cancer care to their communities (Allen et al. 2014). To address this preference, religious 

leaders and pastoral counselors could create services and a network of care for Latina 

survivors. Such a network could be mutually beneficial as it could inform and improve 

psychologists and psychiatrists’ delivery of psychosocial services and referrals to Latinas, 

and religious leaders and pastoral services could expand their cancer care network and their 

health programming for their congregations.

Results illustrated the need to educate patients and cancer care providers about patients’ 

needs surrounding psychosocial issues and to create interventions that address cultural and 

linguistic issues. Patients need to receive information about how to access mental health 

services and cancer providers need to screen patients for distress and provide referrals when 

needed. Cancer care providers also need to be aware of and receive information about 
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patients’ psychosocial needs and knowledge gaps, and about how to address patients’ 

concerns and questions. Mental health providers of cancer patients also need to be informed 

and receive training to provide culturally responsive services and to address concerns about 

medical interpretation in the context of mental health services delivery.

Providers should have an active role in screening for distress and identifying the 

psychosocial needs of patients. Some patients might not bring up their emotional issues and 

distress feelings spontaneously, for a variety of reasons. Therefore, in addition to 

communicating effectively, it is incumbent on providers to actively screen for psychosocial 

distress in ethnically diverse patients. The NCCN recommends the distress thermometer as 

screening tool (National Comprehensive Cancer Network 2003). The distress thermometer is 

a quick screening tool used to measure psychosocial distress. It includes a visual analogue 

scale that resembles a thermometer and an accompanying list of 34 problems grouped into 

five categories (practical, family, emotional, spiritual/religious and physical). This tool has 

been studied, validated, and used in multiple languages, including Spanish. Screening for 

psychosocial distress will likely help to identify patients in need of services but might also 

improve communication about distress with providers, and help to normalize and reduce 

mental health stigma.

This study has several limitations. First, the study was retrospective – the sample population 

was a cohort of breast cancer survivors replying to questions retrospectively about unmet 

needs and psychosocial service use in the period following news of their cancer diagnosis. 

Women were responding during remission, anywhere from one to five years post active 

treatment. Second, the study has a small sample of 265 participants (97 Latinas and 168 non-

Latina whites). Even though, we sent a similar number of surveys the response rate of the 

non-Latina whites was higher than for Latinas. Given that Latinas showed lower educational 

levels than the non-Latina whites survivors, it is possible that the lower response rate 

amongst Latinas was due to lower literacy in this group. Further, another possible reason for 

the lower response supported by the research literature is disengagement. Disengagement 

from official institutions has been put forward as a reason to explain low response rates 

amongst ethnic minority groups (Groves and Couper 2012). Disengagement is often the 

result of lack of understanding of research and suspicion about the purpose or the merit of 

the research (Groves and Couper 2012). It is likely that patients with lower reading levels or 

patients who did not understand the purpose or importance of this study chose not to 

participate in this self-administered survey. Third, this is a single-site study – the sample was 

recruited from only one comprehensive cancer center limiting its generalizability. Fourth, all 

participants were already receiving cancer care in a comprehensive cancer center and had 

insurance; these results might not represent the experience of uninsured patients and patients 

who receive care in a more limited-resource environment. Fifth, the study relied on self-

report, which potentially lead to subjective accounts of psychological needs. Additionally, 

due to the small sample of participants the results were not adequately powered to fully 

evaluate all possible covariates and cofounders; hence, it is possible that other factors such 

as education, language, literacy, and insurance could explain the differences found between 

both groups of women. Lastly, the study does not delve into other type of patient centered 

interventions outside of the NCCN Distress Management Guidelines recommendations, such 

as web-based interventions or other Complementary and Alternative Medicine interventions 
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which could impact the distress and overall psychological health and well-being. Given the 

limitation noted above, this study makes important contributions to the literature indicative 

of the need for a larger scale study with a larger sample size, an enhanced study design, and 

a standardized methodology that uses evidence-based, standardized measures and tools to 

assess depression and distress.

Conclusion

The results gathered from this study can help inform the development of targeted 

psychosocial services and interventions to address the mental health preferences, needs, and 

service barriers of breast cancer survivors. Ethnically diverse patients often have different 

attitudes, needs, and preferences for psychosocial services. Previous literature shows that 

when appropriate treatment is well-delivered to minorities, results are comparable to those 

of white patients (Schraufnagel et al. 2006). Hence, it is crucial to study and address 

potential differences in psychosocial services availability, acceptability and help-seeking 

behaviors of ethnically diverse cancer patients and survivors to help lessen the disparities in 

contact with providers and use of psychosocial services. The study identifies critical factors 

from ethnicity, education, language and literacy that may constitute to health disparities and 

discrepancies in survivors’ overall satisfaction. The findings suggest the need for more 

culturally contextual research in the area of psychosocial services use in order to break 

disparities in the area of psychosocial services (Yanez et al. 2016).
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Figure 1. 
CONSORT diagram with cohort selection
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Table 1

Characteristics of Breast Cancer Survivors by Ethnicity

No. (%) or Mean (SD) of Participants

Total (N =265) Latinas (n =97) NL Whites (n =168) χ2

Age1 61.16 (11.20) 60.38 (11.40) 61.64 (11.08) −0.86

Marital Status 1.82

 Married or partnered 166 (62.9) 55 (57.3) 111 (66.1)

 Single 19 (7.2) 8 (8.3) 11 (6.5)

 Separated 5 (1.9) 3 (3.1) 2 (1.2)

 Divorced 42 (15.9) 20 (20.8) 22 (13.1)

 Widowed 32 (12.1) 10 (10.4) 22 (13.1)

Education 8.29*

 12th grade/high school graduate 58 (22.9) 29 (30.0) 29 (17.0)

 Some college or Associate’s degree 60 (22.6) 21 (2.1) 39 (22.9)

 College Graduate 55 (20.8) 20 (21.1) 35 (20.6)

 Post college/Graduate school 92 (34.7) 25 (26.3) 67 (39.4)

Employment 4.40

 Employed- Full Time 51 (33.3) 23 (29.9) 28 (36.8)

 Employed- Part Time 28 (18.3) 11 (14.3) 17 (22.4)

 Retired 58 (37.9) 32 (41.6) 26 (34.2)

 Unemployed 8 (5.2) 4 (5.2) 4 (5.2)

 Unable to work 8 (5.2) 7 (9.1) 1 (1.3)

Birth Place

 US 182 (69.0) 29 (30.2) 153 (91.1)

 Puerto Rico 21 (8.0) 21 (21.9) 0 (0.0)

 Caribbean 16 (6.0) 16 (16.7) 0 (0.0)

 Central America 7 (2.7) 7 (7.3) 0 (0.0)

 South America 21 (8.0) 21 (21.9) 0 (0.0)

 Europe 17 (6.4) 2 (2.1) 15 (8.9)

Preferred language

 English 202 (76.2) 34 (35.1) 168 (100)

 Both equally 32 (12.1) 32 (33.0) 0 (0)

 Spanish 31 (11.7) 31 (32.0) 0 (0)

Questionnaire language

 English 234 (88.3) 66 (68.1) 168 (100)

 Spanish 31 (11.7) 31 (32.0) 0 (0)

Health Insurance 1.89

 Private 38 (31.7) 13 (25.0) 25 (36.8)

 Medicare or Medicaid 82 (68.3) 39 (75.0) 43 (63.2)

Time since diagnosis 1.81

 0–11 months 12 (4.7) 5 (5.8) 7 (4.2)
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No. (%) or Mean (SD) of Participants

Total (N =265) Latinas (n =97) NL Whites (n =168) χ2

 1–2 years 52 (20.6) 14 (16.3) 38 (22.8)

 3–5 years 152 (60.1) 52 (60.5) 100 (59.9)

 6 years or more 37 (14.6) 15 (17.4) 22 (13.2)

Note. Percentages may not equal 100% due to rounding

Frequencies might not be based on a total of 265 participants due to missing data

SD: Standard deviation

1
t-test was conducted,

*
p<.05
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Table 3

Unadjusted Logistic Regression Models Predicting Likelihood of Not Receiving Psychosocial Services of No 

Contact with Psychosocial Care Professionals in Survivors with Psychosocial Needs After the Cancer 

Diagnosis (n=116)

Contact with mental health professionals1 Receipt of services2

OR CI OR CI

Age

 Younger than 50 1.00 1.00

 50–65 years old 0.38 (.13–1.16) † 0.46 (0.17–1.27)

 Older than 65 0.39 (.11–1.37) 0.71 (0.21–2.35)

Marital Status

 Non-married 1.00 1.00

 Married 0.56 (0.23–1.36) 0.45 (0.18–1.07) †

Education

 High School or less 0.21 (0.06–0.81)* 0.27 (0.07–1.01)*

 Some college 0.59 (0.20–1.71) 0.89 (0.31–2.57)

 College graduate 0.62 (0.22–1.79) 0.50 (0.18–1.36)

 Graduate school 1.00 1.00

Employment

 Employed 1.00 1.00

 Retired 0.71 (0.23–2.18) 0.63 (0.21–1.90)

 Unemployed or unable to work 0.19 (0.02–1.99) 0.21 (0.02–2.19)

Ethnicity

 White 1.00

 Latina 0.42 (0.19–0.94)* .57 (.26–1.24)

Language Preference

 English 1.00

 Spanish 0.94 (0.22–4.01) 0.67 (0.17–2.66)

Birthplace

 USA 1.00 1.00

 Puerto Rico 1.38 (0.27–7.14) 1.65 (0.32–8.53)

 Latin America 0.48 (0.18–1.32) 0.47 (0.17–1.28)

 Europe 0.26 (0.04–1.68) 0.31 (0.05–2.00)

Years living in US

 Born in USA 1.00 1.00

 More than 20 0.39 (0.15–1.04) † 0.47 (0.18–1.23)

 20 or less years 0.98 (0.18–5.44) 1.18 (0.21–6.50)

Type of insurance

 Private 1.00 1.00

 Public 0.68 (0.18–2.48) 0.74 (0.21–2.58)

Time since Diagnosis
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Contact with mental health professionals1 Receipt of services2

OR CI OR CI

 Less than 2 years 1.78 (0.64–4.94) 0.52 (0.23–1.18)

 2–6 years 1.00 1.00

Note.

†
p<.10,

*
p<.05

1
Professionals included social workers, psychiatrists, religious counselors, and/or psychologists

2
Type of mental health services included individual, family, couple, pharmacotherapy, or group counseling/support groups
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