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Abstract

Background and Objectives—Children and youth in immigrant families (CIF)—children and 

youth with at least one foreign-born parent—face unique psychosocial stressors. Yet little is 

known about access to mental/behavioral health (MBH) services for CIF. Among US CIF and non-

CIF with MBH problems, we assessed access to MBH treatment.

Methods—We used the National Survey of Children’s Health-2016, a nationally-representative 

survey of predominantly English- or Spanish-speaking US parents. The sample included 2–17 

year-aids whose parent reported at least one MBH problem. The primary outcome was prior-year 

receipt of MBH treatment (counseling, medication, or both).

Results—Of 50,212 survey respondents, 7,164 reported a current MBH problem (809 CIF and 

6,355 non-CIF). The majority of CIF were Hispanic/Latinx (56% CIF vs 13% non-CIF, p<0.001). 

CIF were less likely than non-CIF to have an ADHD diagnosis (35% vs 59%, p<0.001) and less 

likely to have received MBH medication and/or counseling (61% vs 71%, p = 0.02). This 

difference was pronounced for receiving medication (32% vs 50%, p<0.001). When controlling for 

multiple covariates, differences in any MBH treatment were no longer statistically significant 

(AOR 0.76, 95% CI 0.52–1.11), while the odds of receipt of medication remained significantly 

lower for CIF (AOR 0.61, 95% CI 0.42 – 0.88).
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Conclusions—Among children and youth with at least one parent-reported MBH problem, CIF, 

compared with non-CIF, were less likely to receive MBH treatment, specifically medication. This 

may be explained, in part, by differences in the proportion of CIF and non-CIF diagnosed with 

ADHD.
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Introduction

One in six US children and youth aged 6–17 years have at least one mental and behavioral 

health (MBH) diagnosis.1 While the majority of MBH conditions present in youth under 25 

years of age,2 childhood MBH problems have both short-term and long-term sequelae that 

can persist into adulthood. Nine MBH conditions are responsible for 50% of disability-

adjusted-life-years, a measure of years lost to death or disability.3 Thus, to reduce severity 

and to prevent known sequelae, pediatric providers should implement evidence-based, 

effective treatments, such as combined pharmacotherapy and psychotherapy for depression.2 

Yet, depending on geographic location, approximately 30–70% of children and youth with 

MBH diagnoses do not receive treatment.1

Access to treatment may be particularly problematic for children and youth in immigrant 

families (CIF), US- or foreign-born children and youth with at least one foreign-born parent, 

who comprise 25% of the US child population. Notable barriers to MBH care for CIF 

include lack of accommodation for language barriers (56% of CIF have at least one parent 

with limited English proficiency), lower rates of diagnostic screening, a paucity of culturally 

or linguistic-concordant providers, stigma, provider racial/ethnic biases, and distrust of 

providers.4–12 Recent studies of children with Autism Spectrum Disorder (ASD) exemplify 

these barriers. In qualitative interviews, Hispanic/Latinx immigrant parents report lack of 

empowerment, language barriers, stigma, and a delayed process of diagnosis as reasons for 

delays In ASD care.7

Concurrently, many CIF are at higher risk for multiple stressors associated with suboptimal 

mental health. For example, immigration-related policy has had measurable effects on CIF 

mental health; when it was enacted, the Deferred Action for Childhood Arrival (DACA) 

program was associated with improvement in reported psychological distress for CIF who 

were DACA-eligible compared with those who were ineligible,13 although self-reported 

health of DACA-eligible CIF worsened amid later political uncertainties.14 Hispanic/Latinx 

adolescents whose family members were detained and/or deported were found to have 

higher a prevalence of suicidal ideation, alcohol use, externalizing behaviors, PTSD 

symptoms, and psychologic distress.15,16 Other risks for suboptimal mental health that CIF 

face include lack of health insurance or underinsurance,17 adverse childhood experiences 

including racism and exposure to violence18 acculturative stress, low income or 

socioeconomic status.13 unaccompanied status or family separation, and stress associated 

with migration status.19,20 With the known sequelae of MBH problems and demonstrated 
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benefits of treatment, quantitative data on relative access to MBH services for CIF compared 

with non-CIF are necessary to inform health system prioritization and MBH resource 

allocation. Previous studies of Hispanic/Latinx children referred to child welfare have found 

that children of undocumented parents are less likely to have access needed MBH care,21 but 

there is a paucity of data assessing CIF compared with non-CIF more broadly. To address 

this gap, we use a nationally-representative sample to examine receipt of MBH treatment for 

CIF and non-CIF with parent-reported MBH problems.

Methods

Data Source

This study used the National Survey of Children’s Health 2016 (NSCH-16), a cross-

sectional, nationally-representative survey of caretakers of noninstitutionalized US children 

and youth ≤ 17 years old. The NSCH is funded by the Health Resources and Services 

Administration’s Maternal Child Health Bureau and is conducted by the US Census Bureau. 

It assesses multiple domains of emotional and physical health and well-being of children and 

youth 0–17 years old in the United States.18

Prior iterations of the survey were administered via random-digit dialing, but the NSCH-16 

was administered via web and/or mail from June 2016 through February 2017. Outreach was 

conducted in English and Spanish. An initial screening questionnaire was administered, 

followed by a detailed survey focusing on one randomly-selected child per household. The 

survey was translated into English and Spanish, and telephonic interpretation was offered to 

parents requesting other language support. The survey oversampled children ≤5 years of age 

and children with special healthcare needs. Sampling weights were adjusted for non-

response, and survey data were weighted to allow for generalizability to the entire non-

institutionalized, ≤17 year-old population. The NSCH-16 sample size was 50,212 

(representing 73.35 million children and youth nationally), with an overall weighted 

response rate of 40.7%. Additional information regarding survey methodology is available 

elsewhere.22

The NSCH-16 is a publicly-available, de-identified dataset. Its use is not considered Human 

Subjects Research and did not require IRB approval.

Analytic Sample

The analytic sample wa s restricted to 2–17 year-aids with non-missing data on household 

generation (an NSCH variable combining parental and child nativity) and at least one of the 

five parent-reported current MBH problems, consistent with MBH problems included in 

prior NSCH studies of children.23 The five MBH problems assessed were: “Behavioral or 

Conduct Problems,” “Attention Deficit Disorder or Attention Deficient/Hyperactivity 

Disorder,” “Autism or Autism Spectrum Disorder,” “Depression,” and “Anxiety Problems” 

They required affirmative responses to the survey questions of, “Has a doctor or other health 

care provider [or educator, for behavior or conduct problems] EVER told you that the child 

has…” and, “If Yes, does the child CURRENTLY have the condition.” A total of 725 

respondents were excluded from the analytic sample because of missing data: 17 had 
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missing data on all five MBH problems, and of those with identified MBH problems, 689 

had missing data on household generation and 21 were 0 to ≤1 years of age (2 had missing 

data in both age and household generation categories).

The final analytic sample, after exclusions, included 7,183 children and youth (representing 

8.87 million nationally). Among these, 813 were CIF and 6,370 were non-CIF. The survey-

weighted prevalence of ≥1 parent-reported current MBH problem was significantly lower for 

CIF than non-CIF (9.5% vs 17.0%, p<0.001), and, with the exception of ASD, the survey-

weighted prevalence of each MBH problem was also statistically significantly lower for CIF 

than non-CIF (Appendix Figure 1).

Study Variable Construction and Selection

Children and Youth in Immigrant Families—Consistent with prior studies,24,25 CIF 

were defined as US- or foreign-born children and youth with at least one parent born outside 

of the United States. Using the NSCH “household generation” variable, CIF were defined as 

children and youth in 1st and 2nd generation households, and non-CIF were defined as those 

in 3rd generation households.

Outcome Variables—The primary outcome was receipt, in the 12 months prior to the 

survey, of “any MBH treatment,” defined as an affirmative response to any of the six survey 

questions about MBH treatment. Secondary outcomes were non-mutually exclusive receipt 

of the individual treatment types: (1) counseling (+/− medication) and (2) medication (+/− 

counseling) (Appendix Figure 2).

Covariate Selection—Based on prior studies of access to MBH services and of CIF, 

covariates included: gender, age (continuous measurement in years), race/ethnicity 

(compiled by NSCH into Hispanic, Non-Hispanic Black, Non-Hispanic Asian, Non-

Hispanic Other/Multi-Racial, and Non-Hispanic white, and subsequently reported in this 

study as Hispanic/Latinx, African-American/Black, Asian, other, and white), household 

structure (single mother, two parent, or other), insurance (public, uninsured, private, or 

unknown), household income (reported as percent of federal poverty level), parental 

education, and primary household language (English or other).26 The NSCH’s medical 

home composite measure was also included, given its association with access to care,27 

which included an affirmative to at least one of the five criteria: has a personal doctor or 

nurse; has a usual source of care; received family-centered care; obtained specialty care 

referrals if needed; and obtained health care coordination if needed.22

Statistical Analyses

Statistical analyses were conducted using Stata Version 15 (StataCorp College Station, 

Texas). All analyses accounted for survey weights using the svy(subpop) command. Simple 

descriptive statistics and Pearson χ2 tests were used to compare the social and demographic 

characteristics of CIF and non-CIF as well as the primary and secondary outcomes. Using 

bivariate logistic regression, the principle variable (CIF/non-CIF) and all covariates were 

examined for association with the primary outcome (MBH treatment). Multivariable logistic 

regression was used to calculate adjusted odds ratios for receipt of the primary outcome (any 
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MBH treatment) and secondary outcomes (medication +/− counseling, counseling +/− 

medication) by CIF compared with non-CIF after adjusting for covariates found to be 

significant at the P<0.2 level in bivariate models, which excluded the medical home and 

parental education variables from the analysis. Additionally, primary-household language 

was found to be collinear with non-CIF status (99.0% of non-CIF reported English as their 

primary household language) and was thus excluded. Multivariable logistic regression was 

also performed to assess primary and secondary outcomes by each MBH problem.

To ensure that our results were not overly sensitive to the way in which “MBH problems” 

was operationalized, sensitivity analyses were conducted in which the analytic samples were 

adjusted to include: (1) children and youth who had ever had a MBH problem, (2) children 

and youth with “other mental health condition” as a sixth current MBH problem, (3) 

children and youth with ADHD, ASD, anxiety, or depression (but not “behavioral or conduct 

problems”), (4) children and youth with ADHD, anxiety, behavioral or conduct problems, or 

depression (but not “ASD”), and (5) a restricted age range of 6–17. Results were comparable 

to those documented below. See Appendix for details.

We also assessed whether the relationship between receipt of treatment and CIF was 

modified by family income, insurance status, age, geographic region, or family structure and 

did not find statistically significant differences among these interaction terms (p>0.05 for 

all).

Results

Sociodemographic characteristics

Among children and youth with MBH problems, sociodemographic characteristics that 

varied significantly (all p<0.001) between CIF and non-CIF included: report of English as 

the primary language spoken at home (60.1% CIF vs 99.0% non-CIF), white race (24.8% 

CIF vs 66.3% non-CIF), Hispanic/Latinx ethnicity (55.6% CIF vs 12.8% non-CIF), and 

parental post-high school education (59.9% CIF vs 83.7% non-CIF). Fewer CIF (29.1% vs 

43.1% non-CIF) met the criteria of having a medical home. Gender, age distribution, 

insurance type, and household income were not significantly different (Table 1).

Receipt of Any MBH Treatment among CIF and Non-CIF with MBH Diagnoses

Fewer CIF than non-CIF received any MBH treatment in the prior year (61.1% vs 71.3%, p 

= 0.02; Figure 1). In the bivariate (unadjusted) logistic regression model, the odds of receipt 

of any MBH treatment were lower for CIF than non-CIF with current parent-reported MBH 

problems (OR 0. 63, 95% CI 0.44–0.92; Table 2). In the multivariable logistic regression 

model,CIF status was no longer statistically significantly associated with MBH treatment 

after adjustment for covariates (AOR 0.76 95% CI 0.52–1.11; Table 2).

Receipt of MBH Medication among CIF and Non-CIF with MBH Diagnoses

Fewer CIF with current parent-reported MBH problems received medication than non-CIF 

(32.0% vs 49.5%, p < 0.001; Figure 1). In both the bivariate (unadjusted) and multivariable 

(adjusted) logistic regression models, the odds of receipt of medication (with or without 
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counseling) were lower for CIF compared with non-CIF (OR 0.61, 95% CI 0.42–0.88; AOR 

0.61, 95% CI 0.42–0.88; Table 2).

Receipt of MBH Counseling among CIF and Non-CIF with MBH Diagnoses:

There was no significant difference in the proportion of CIF compared with non-CIF who 

received counseling (53.4% vs 56.0%, p = 0.56; Figure 1). CIF status was not associated 

with receipt of counseling in either the unadjusted or adjusted model (Table 2).

Analysis of the Relationship Between MBH Problems and MBH Treatment

Because of the association between certain MBH problems and MBH treatment, access to 

treatment for each MBH problem was explored. In the analytic sample (comprised only of 

children and youth with at least one parent-reported, current MBH problem), CIF had a 

significantly lower prevalence of ADHD compared with non-CIF (34.5% vs 58.6%, 

p<0.001) as well as significantly lower prevalence of polymorbid (≥2) conditions (40.9% vs 

51.4%; Figure 2). However, the receipt of MBH treatment, especially medication, was 

similar for CIF and non-CIF with ADHD, with markedly higher odds of receipt of 

medication for all who were reported to have ADHD (AOR 10.27, 95% CI 8.33 – 12.65; 

Table 3 and Figure 3).

Need for Treatment for MBH Problems: Parent-Reported Severity

To assess the need for treatment among those with MBH problems, parent-reported MBH 

severity was assessed post-hoc. Parent-reported MBH severity was comparable for CIF and 

non-CIF (“moderate/severe” reported in 53.6% of CIF vs 59.3% of non-CIF, p = 0.184) and, 

in an adjustment for parent-reported severity of MBH problem alone, CIF again had lower 

odds of receipt of any MBH treatment (AOR 0.65, 95% CI 0.44 – 0.95).

Discussion

In this study using the nationally representative NSCH-16 dataset, we demonstrate that, 

among children and youth with parent-reported MBH problems, CIF, compared with non-

CIF, are less likely to receive treatment, particularly medication. This difference in receipt of 

any treatment is not statistically significant after adjusting for multiple covariates, although 

receipt of medication remains statistically significantly different in the adjusted model. 

Children and youth with parent-reported ADHD—regardless of their immigrant s tatus—are 

far more likely to receive MBH treatment than children and youth with other parent-reported 

MBH concerns. However, among those with parent-reported MBH problems, fewer CIF than 

non-CIF have reported ADHD.

Differences in parent-reported ADHD diagnosis between CIF and non-CIF may be 

explained by prior research identifying racial/ethnic disparities in “access to diagnosis.” In 

the United States, multiple prior studies have identified fewer ADHD diagnoses among 

Hispanic/Latinx and African-American/Black children compared with white children.28–30 

By contrast, research that has directly evaluated children for ADHD symptoms has found 

that Hispanic/Latinx and African-American/Black children have similar rates of ADHD 

symptoms compared with white children.28 This body of work suggests that ADHD may be 
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underdiagnosed for African-American/Black and/or Hispanic/Latinx children, who together 

comprise 32.7% of the CIF in our analytic sample. For those who report a known ADHD 

diagnosis, however, receipt of treatment was similar for both CIF and non-CIF. This may 

reflect accessibility to treatment without subspecialty care; ADHD medications are most 

often prescribed by general pediatricians who treat ADHD more frequently than any other 

MBH diagnosis.31–33

This study adds to the established literature describing inequities in health care for CIF. Prior 

studies have demonstrated that CIF are less likely to have access to health insurance, a usual 

source of care, a patient-centered medical home, or access to a physician within one day 

when sick.34 In the fully adjusted model, those without health insurance or in lower income 

brackets were less likely to receive MBH treatment. Additionally, parents of CIF report 

fewer patient-centered interactions with healthcare providers. Specifically, they are less 

likely to report that providers spend enough time, listen carefully, provide detailed 

information, are culturally sensitive, or partner in care.35

We also found that CIF with MBH problems are less likely to be treated with medication, 

including in the fully adjusted model, while the receipt of counseling is comparable for CIF 

and non-CIF. This finding is consistent with prior reports on treatment preferences among 

African-American/Black, Hispanic/Latinx, and Asian parents and youth.36 Additionally, it 

may reflect a threshold effect for access to psychosocial treatment and counseling, given the 

United States’ well-documented shortage of pediatric MBH specialists,37 with fewer than 

11% of respondents to the 2015 American Psychological Association Survey of Psychology 

Health Service Providers reporting an ability to provide care in a language other than 

English and fewer than 6% reporting an ability to provide Spanish-language care.38 ln other 

words, access to MBH counseling may be suboptimal for both CIF and non-CIF for reasons 

that are both population-specific and broadly systemic.

There were several limitations to this study. These data are based on parent report, and prior 

studies show that white parents are more likely to report that their children have ADHD and 

other MBH concerns compared with African-American/Black and Hispanic/Latinx parents.
29 Of children and youth with ≥1 reported MBH problem, 689 had missing data on 

household generational status, and this group had different sociodemographic characteristics 

than the included sample population. Further, the dataset does not allow for nuanced 

analyses among immigrant subgroups—e.g., refugees or asylum-seekers—and was 

underpowered for this analysis to compare treatment for CIF born outside compared to 

inside the US. Additionally, while a sensitivity analysis that restricted the sample to 6–17 

years of age found similar results to those reported, the dataset was underpowered to 

compare treatment by further age category restrictions (eg assessing 12–17 compared with 

6–11 years). Individual items on the NSCH may also perform differently for CIF compared 

with non-CIF, as has been described prior in its under-identification of CIF with Special 

Healthcare Needs.39

Furthermore, because NSCH recruitment was conducted only in English and Spanish, other-

language households were likely under-sampled, meaning families with limited English 

proficiency are likely to be both underrepresented in this sample and not representative of 
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those other-language families with limited English proficiency who may have the greatest 

difficulty finding bilingual providers and other accommodation for language barriers.4 

Additionally, the NSCH-16 relied on written materials for outreach, so findings from the 

NSCH-16 sample may not be representative of the experiences of children whose parents 

have low literacy skills. Finally, this survey was fielded during a politically contentious and 

fearful time for immigrants,40 and thus non-response and/or missing data may reflect under-

sampling of more vulnerable immigrant families, such as those who have undocumented 

family members. Thus, this sample may not be representative of families with the greatest 

access barriers, and the findings likely overestimate access to care for CIF.

Conclusion

These data add to previous studies of CIF by demonstrating that, for children and youth with 

MBH problems, after adjustment for multiple covariates, the odds of receipt of any treatment 

(medication and/or counseling) was not statistically significantly different, but the odds of 

receipt of medication was significantly lower for CIF. This may be explained, in part, by 

differences in the proportion of CIF and non-CIF diagnosed with ADHD. It is important to 

note that survey limitations resulting from language and structural barriers may have 

resulted in under-sampling of selected CIF, especially CIF in families whose preferred 

language is neither English nor Spanish.

Programmatic and health policy interventions, as well as changes to future surveys to ensure 

full participation of CIF subgroups with the greatest access challenges, are needed to address 

unique barriers. We call for expanding access to health insurance; ensuring pediatric MBH 

systems offer interpretation, translation, and qualified bilingual/bicultural providers; and 

implementing quality improvement to address “access to diagnosis” disparities.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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What’s New:

Compared with other children and youth with parent-reported mental and behavioral 

health problems, children and youth in immigrant families (CIF) are less likely to receive 

medication. A lower prevalence of reported ADHD diagnosis for CIF may contribute to 

this difference.
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Figure 1. 
Children 2–17 years old with ≥1 Parent-Reported Mental/Behavioral Health Problem: 

Receipt of Mental/Behavioral Health Treatment by Type, National Survey of Children’s 

Health-2016

Children and Youth in Immigrant Families: US or foreign-born children with at least one 

parent/guardian born outside of the United States. Percentages and 95% Confidence 

Intervals (95 % CI), shown by bars, are survey-weighted.

Pearson χ2: *p <0.05; **p <0.01; ***p <0.001.
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Figure 2. 
Children 2–17 years with ≥1 Parent-Reported Mental/Behavioral Health Problem: 

Prevalence of Specific Problems and of More than One Reported Problem, National Survey 

of Children’s Health-2016

Children and Youth in Immigrant Families: US or foreign-born children with at least one 

parent/guardian born outside of the United States. Percentages and 95% Confidence 

Intervals (95 % CI), shown by bars, are survey-weighted.

Pearson χ2: *p <0.05; **p <0.01; ***p <0.001
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Figure 3. 
Receipt of Treatment by MBH Problem, Stratified by Treatment Type, in Children 2–17 

years old with ≥1 Parent-Reported Mental/Behavioral Health Problem, National Survey of 

Children’s Health-2016
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Table 1.

Children 2–17 years old with ≥1 Parent-Reported Mental/Behavioral Health Problem: Sociodemographic 

Characteristics, National Survey of Children’s Health-2016

Children and Youth in Immigrant 
Families

Children and Youth in NonImmigrant 
Families

Sociodemographic Characteristics (n = 813) % (95% CI) (n = 6370) % (95% CI)

Gender - Female 41.04 (33.07 – 49.51) 38.45 (36.12 – 40.84)

Age in Years

 2 to 5 9.07 (5.94 – 13.60) 7.76 (6.39 – 9.39)

 6 to 11 39.97 (31.76 – 48.79) 39.28 (36.88 – 41.73)

 12 to 17 50.96 (42.70 – 59.16) 52.96 (50.51 – 55.39)

Race/Ethnicity***

 Hispanic/Latinx 55.58 (47.69 – 63.19) 12.8 (10.89 – 15.07)

 African-American/Black, Non-Hispanic 6.05 (3.76 – 9.59) 13.5 (11.67 – 15.52)

 Asian, Non-Hispanic/Latinx 6.03 (4.06 – 8.88) 0.69 (0.43 – 1.12)

 Other, Non-Hispanic/Latinx 7.59 (5.19 – 10.96) 6.71 (5.44 – 8.26)

 White, Non-Hispanic/Latinx 24.75 (19.07 – 31.47) 66.28 (63.66 – 68.80)

Insurance

 Public 44.54 (36.18 – 53.22) 35.60 (33.11 – 38.16)

 Private 50.07 (41.88 – 58.26) 59.40 (56.85 – 61.90)

 Uninsured 3.42 (1.72 – 6.67) 3.49 (2.60 – 4.73)

 Unknown 1.97 (0.70 – 5.39) 1.51 (1.05 – 2.19)

Household Income

 0–99% Federal Poverty Level 28.24 (20.98 – 36.84) 22.63 (20.49 – 24.92)

 100–199% Federal Poverty Level 26.38 (18778 – 35.72) 21.18 (19.18 – 23.33)

 200–399% Federal Poverty Level 21.24 (15.82 – 27.90) 26.51 (24.39 – 28.74)

 >400% Federal Poverty Level 24.15 (19.31 – 29.74) 29.69 (27.73 – 31.72)

Household Structure***

 Single Mother 11.99 (8.10 – 17.41) 28.20 (26.01 – 30.50)

 Two Parent 85.79 (80.20 – 90.00) 66.45 (64.04 – 68.77)

 Other 2.22 (1.06 – 4.59) 5.35 (4.23 – 6.75)

Primary Household Language***

 English 60.18 (51.56 – 68.22) 98.95 (98.12 – 99.42)

 Other 39.82 (31.78 – 48.44) 1.05 (0.58 – 1.88)

Has Medical Home*** 29.06 (23.30 – 35.58) 43.11 (40.77 – 45.49)

Highest Parental Education***

 < High School 19.02 (12.52 – 27.82) 5.97 (4.6 – 7.8)

 High School or GED 21.09 (14.23 – 30.08) 20.33 (18.3 – 22.6)

 > High School or GED 59.89 (50.86 – 68.29) 73.70 (71.2 – 76.0)
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Children and Youth in Immigrant Families – US or foreign-born children with at least one parent/guardian born outside of the United States. 

Percentages and 95% Confidence Intervals (CI) are survey-weighted. Reported n’s are non-weighted. Pearson χ2:

*
p <0.05;

**
p <0.01;

***
p <0.001.
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Table 2.

Children 2–17 years old with ≥1 Parent-Reported Mental/Behavioral Health Problem: Unadjusted and 

Adjusted Odds Ratios of Receipt of Any Mental/Behavioral Health Treatment in Prior Year, National Survey 

of Children’s Health −2016

Receipt of Any MBH Treatment 
UOR (95% CI)

Receipt of Treatment AOR (95% CI)

Any MBH Treatment Medication
(+/− Counseling)

Counseling
(+/− Medication)

Immigrant Family

 CIF 0.63 (0.44 – 0.92) 0.76 (0.52 – 1.11) 0.61 (0.42 – 0.88) 0.92 (0.64 – 1.33)

 Non-CIF 1.00 1.00 1.00 1.00

Gender

 Male 1.32 (1.04 – 1.67) 1.37 (1.09 – 1.74) 1.75 (1.43 – 2.12) 0.99 (0.81 – 1.22)

 Female 1.00 1.00 1.00 1.00

Age in Years 1.06 (1.03 – 1.09) 1.06 (1.03 – 1.09) 1.13 (1.10 – 1.16) 1.01 (0.99 – 1.04)

Race/Ethnicity

 Hispanic/Latinx 0.62 (0.43 – 0.89) 0.75 (0.43 – 1.06) 0.59 (0.42 – 0.82) 1.01 (0.72 – 1.40)

 African-American/Black, Non-
Hispanic/Latinx 1.03 (0.73 – 1.46) 0.99 (0.69 – 1.44) 0.88 (0.63 – 1.24) 1.18 (0.84 −1.65)

 Asian, Non-Hispanic/Latinx 0.82 (0.44 – 1.53) 1.04 (0.54 – 2.00) 0.62 (0.35 – 1.11) 1.62 (0.86 – 3.05)

 Other, Non-Hispanic/Latinx 0.59 (0.37 – 0.94) 0.61 (0.39 – 0.96) 0.68 (0.48 – 0.96) 0.72 (0.48 – 1.08)

 White, Non-Hispanic/Latinx 1.00 1.00 1.00 1.00

Insurance

 Public 1.08 (0.82 – 1.42) 1.41 (1.02 – 1.95) 1.32 (0.99 – 1.75) 1.47 (1.10 – 1.96)

 Uninsured 0.43 (0.25 – 0.76) 0.54 (0.32 – 0.91) 0.81 (0.48 – 1.36) 0.61 (0.36 – 1.03)

 Unknown 0.57 (0.26 – 1.27) 0.74 (0.35 – 1.57) 1.10 (0.48 – 2.50) 0.67 (0.29 – 1.13)

 Private 1.00 1.00 1.00 1.00

Household Income

 0–99% Federal Poverty Level 0.70 (0.51 – 0.96) 0.59 (0.31 – 0.85) 0.73 (0.53 – 1.01) 0.61 (0.44 – 0.85)

 100–199% Federal Poverty Level 0.69 (0.50 – 0.95) 0.61 (0.43 – 0.87) 0.74 (0.53 – 1.03) 0.69 (0.50 – 0.94)

 200–399% Federal Poverty Level 0.68 (0.52 – 0.88) 0.67 (0.52 – 0.87) 0.66 (0.53 – 0.83) 0.72 (0.58 – 0.91)

 >400% Federal Poverty Level 1.00 1.00 1.00 1.00

Household Structure

 Single Mother 1.71 (0.97 – 3.02) 1.39 (1.04 – 1.85) 1.14 (0.89 – 1.47) 1.34 (1.04 – 1.72)

 Other 1.22 (0.71 – 2.10) 0.87 (0.53 – 1.40) 0.81 (0.51 – 1.28) 0.92 (0.59 – 1.42)

 Two Parent 1.00 1.00 1.00 1.00

Children and Youth in Immigrant Families – US or foreign-born children with at least one parent/guardian born outside of the United States. 
Unadjusted and adjusted odds ratios (UOR and AOR) and 95% Confidence Intervals (CI) are survey-weighted.
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Table 3.

Odds Ratios for Receipt of Treatment in Prior Year by Mental/Behavioral Health Problem for Children 2–17 

years old with ≥1 Parent-Reported Mental/Behavioral Health Problem, National Survey of Children’s 

Health-2016

°
Receipt of Any MBH Treatment 

UOR (95% CI)

Receipt of Treatment AOR (95% CI)

Any MBH Treatment
°

Medication
°

(+/− Counseling)
Counseling

°

(+/− Medication)

ADHD

 ADHD 3.93 (3.12 – 4.96) 3.72 (2.98 – 4.65) 10.27 (8.33 – 12.65) 1.42 (1.17 – 1.73)

 CIF
° 0.92 (0.63 – 1.43) 0.79 (0.54 – 1.14) 0.93 (0.66 – 1.30)

Anxiety

 Anxiety 1.06 (0.83 – 1.34) 1.03 (0.81 – 1.32) 0.97 (0.78 – 1.20) 1.90 (1.51 – 2.39)

 CIF
° 0.77 (0.53 – 1.13) 0.62 (0.42 – 0.91) 0.95 (0.65 – 1.38)

ASD

 ASD 2.05 (1.48 – 2.84) 2.35 (1.66 – 3.31) 0.85 (0.66 – 1.10) 3.11 (2.32 – 4.18)

 CIF
° 0.72 (0.49 – 1.05) 0.61 (0.42 – 0.89) 0.86 (0.59 – 1.25)

Behavior/Conduct Problem

 Behavior/Conduct Problem 2.00 (1.58 – 2.45) 2.33 (1.79 – 3.02) 2.33 (1.88 – 2.89) 2.57 (2.04 – 3.24)

 CIF
° 0.77 (0.53 – 1.10) 0.58 (0.40 – 0.84) 0.93 (0.65 – 1.33)

Depression

 Depression 3.87 (2.83 – 5.27) 3.95 (2.81 – 5.56) 1.94 (1.49 – 2.52) 5.01 (3.72 – 6.74)

 CIF
° 0.79 (0.54 – 1.15) 0.60 (0.41 – 0.89) 0.97 (0.66 – 1.43)

°
Adjusted for individual MBH Problem (reference: no reported individual MBH problem) (data shown); Children or Youth in Immigrant Family 

(CIF) status (reference: non-CIF) (data shown); and adjusted for gender, age in years, insurance status, household income, and household structure 
(data not shown). MBH problems are not mutually exclusive. Unadjusted and adjusted odds ratios (UOR and AOR) and 95% Confidence Intervals 
(CI) are s urvey-weighted.
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