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ABSTRACT 

This study examines the variation by age and racial/ethnic minority status in factors 

affecting misuse of mental health services (MHS) to identify barriers to adequate mental 

healthcare among racially/ethnically diverse older adults.  Drawn from the nationally 

representative Collaborative Psychiatric Epidemiology Surveys (CPES), a racially/ethnically 

diverse group of adults who demonstrated either an objective (psychiatric diagnosis) or perceived 

need for MHS (n=5,545) was selected for analyses.  Binary logistic regression analyses were 

conducted, with a focus on the interaction of older age with racial/ethnic minority status.  To 

further explore the issue, we used chi-squared tests of proportional differences to compare the 

rates at which varying racial/ethnic groups and age groups encountered various attitudinal and 

structural barriers to proper MHS use.   

We found that Asian, Hispanic/Latino, and Black respondents were significantly more 

likely to misuse MHS than non-Hispanic Whites (ORs [95% CIs]=1.960 [1.471, 2.609], 2.362 

[1.955, 2.854], & 2.906 [2.475, 3.412], respectively).  Older adults were less likely than younger 

adults to misuse MHS (OR=0.991; 95%CI=0.986, 0.995).  All differences were significant at 

p<0.001.  There were significant age by race/ethnicity interactions on overall misuse of MHS.  

Post hoc analyses indicate that many attitudinal and structural barriers showed greater disparity 

between racial/ethnic minorities and whites in older adults than in younger adults.   

These results suggest that older age and membership in a racial/ethnic minority group 

interact to predict greater deficits in openness and access to MHS.  Efforts to improve MHS 

underutilization by these groups should take their unique obstacles into account in order to 

reduce existing disparities. 
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1. INTRODUCTION 

Older adults and racial/ethnic minorities are both considered particularly vulnerable 

populations with regards to their risk for mental disorders, for underutilization of mental health 

services (MHS) and for receiving inadequate mental health care when they utilize it (Breslau, 

Kendler, Su, Gaxiola-Aguilar, & Kessler, 2005; Crabb & Hunsley, 2006; Kim, Parton, DeCoster, 

Bryant, Ford, & Parmelee, in press; Redmond, Galea, & Delva, 2009; U.S. Department of Health 

and Human Services, 1999; USDHHS 2001).  The compounding of these two demographic risk 

factors (old age and racial/ethnic minority status) may result in a set of unique concerns for the 

older minority population which are greater and more complex than the mere addition of the 

issues involving each independent demographic.  We review the relevant literature concerning 

racial/ethnic minority elders and their need for and utilization of MHS.  However, due to the lack 

of literature that examines the nexus of race/ethnicity and age, we first discuss evidence for the 

vulnerability of older adults in general, then for racial/ethnic minorities, and finally we touch 

upon the small body of research that examines the MHS needs and utilization by older 

racial/ethnic minorities.  

 Older adults are generally believed to be at lower risk for mental illness than younger and 

middle aged adults (Karlin, Duffy & Gleaves, 2008; Klap, Unroe, & Unutzer, 2003); however, 

those older adults with mental illness (and therefore, assumed to have an objective need for 

MHS) are far less likely than their younger counterparts to use MHS (Karlin et al., 2008; 

Mackenzie et al., 2010; Pettigrew, Donovan, Pescud, Boldy, & Newton, 2010).  The strongest 

predictor of MHS use among adults with an objective need is perceived need (Karlin et al., 2008; 
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Mackenzie et al., 2010).  This seems to be the missing mediator in older adults; their lack of 

perceived need for MHS has been attributed to confusion or misidentification of mental illness 

symptoms (Yang & Jackson, 1998; Pettigrew et al., 2010; Quinn, Laidlaw, & Murray, 2009) and 

to attitudinal barriers such as the desire to handle one’s problems independently or the 

stigmatization of mental illness and its treatment (Mackenzie et al., 2010; Pettigrew et al., 2010).  

Additionally, external barriers such as inadequate MHS provided by general practitioners (whom 

older adults are most likely to consult when they experience mental or emotional distress; James 

& Buttle, 2008; see Tai-Seale et al., 2005; Harman, Edlund, Fortney, & Kallas, 2005; Teasdale & 

Hill, 2006; Callahan, 2001; and Alvidrez & Arean, 2002) may contribute to older adults’ 

underutilization of and dissatisfaction with MHS.  Surprisingly, older adults are generally more 

satisfied with the MHS they receive than their younger MHS user counterparts (Ford, Bryant, & 

Kim, 2012), suggesting that if older adults can overcome the barriers described above, and access 

MHS, they will likely have positive experiences. 

 The literature yields mixed results regarding overall mental disorder prevalence rates 

among racial/ethnic minorities (Vega & Lopez, 2001; Miranda, McGuire, Williams, & Wang, 

2008; Williams & Earl, 2007), but clearly demonstrates increased risk for several specific 

disorders among minorities and immigrants (González, Tarraf, Whitfield, & Vega, 2010; 

LaVeist, 2005; USDHHS, 2001).  Similar to older adults, minorities are less likely to utilize 

MHS than non-Hispanic Whites (Abe-Kim et al., 2007; Gonzalez, Alegria, Prihoda, Copeland, & 

Zeber, 2008; González et al., 2010; Kim et al., in press; Wang et al., 2005).  Alegria and her 

colleagues (2002) found lower utilization rates among Latinos and African Americans after 

controlling for other, possibly mediating factors, such as income, geographic location, and 

insurance status. Exceptionally poor rates of MHS use were also observed for those who are 
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foreign-born immigrants or who have limited English-speaking abilities (Bauer, Chen, & 

Alegria, 2010; Kim, Jang, Chiriboga, Ma, & Schonfeld, 2010). 

 Like in older adults, lower MHS utilization rates by racial/ethnic minorities may be 

accompanied by a lack of perceived need.  This can be associated with the attribution of mental 

illness and distress to religious or spiritual causes, which may necessitate personal action or 

spiritual help, rather than traditional MHS – a tendency more common among racial/ethnic 

minority groups than Whites (Caplan et al., 2011; Hartog & Gow, 2005; McAuley, Pecchioni, & 

Grant, 2000).  Disparities have also been attributed to the failure of clinicians and diagnostic 

instruments to be sensitive to cultural variations in the experience and presentation of mental 

illness (Kim et al., 2011); from the dearth of high-quality health service providers in 

neighborhoods inhabited mostly by minorities (Blanco, Arvalho, Olfson, Finnerty, & Pincus, 

1999); and from the extremely low proportions of minority MHS providers – creating issues of 

patient mistrust and clinician incompetency (Ault-Brutus, 2012; McGuire & Miranda, 2008). 

 However – just as with older adults – there are encouraging findings within the body of 

literature about racial/ethnic minorities’ MHS utilization.  For example, Redmond et al. (2009) 

found that among their sample of MHS users from the National Comorbidity Survey-

Replication, racial/ethnic minorities were often more satisfied with the treatments they had 

received for mental health issues than were non-minorities.  Abe-Kim and colleagues (2007) 

demonstrated the same trend with an Asian sample; Jackson et al. (2007) found higher 

satisfaction with MHS among Black Caribbeans; and Alegria and her colleagues (2007) found 

the same to be true of a Latino sample.  Similarly, Diala et al. (2001) found that African 

American respondents to the National Comorbidity Survey held more positive attitudes toward 

seeking MHS than non-Hispanic Whites.  Despite their positive attitudes and experiences, 
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racial/ethnic minorities’ MHS use rates remain lower than Whites’, suggesting that structural 

barriers (e.g., geographic or financial inaccessibility, lack of clinician diversity, etc.), rather than 

attitudinal, are more likely responsible for preventing successful MHS utilization among 

minorities. 

 A few studies consider the effects of both older age and racial/ethnic minority status on 

the prevalence of mental illnesses and access to and utilization of MHS, but most of these studies 

focus on single, specific racial/ethnic minority populations; see, for example, Sorkin, Nguyen, 

Ngo-Metzger, 2011; Jang, Chiriboga, & Okazaki, 2009; and Kim, J. & Choi, 2010; all of which 

focus on Asian American samples; Barrio et al., 2008; regarding Hispanic/Latino older adults; or 

Kim, G. et al., 2010; which considers Latino and Asian immigrants. 

 Sorkin, Pham, & Ngo-Metzger (2009) were among the first to examine the influences of 

age and racial/ethnic minority status on prevalence of mental illness and MHS utilization, using 

multiple racial/ethnic categories (i.e., African American, Asian/Pacific Islander, and Latino).  

The researchers found that among their large sample of California residents, age 55 and older, 

members of all categories of racial/ethnic minorities were more likely to report high levels of 

mental distress, more symptoms indicative of serious mental illness, and lower utilization rates 

for MHS of any kind.  Sorkin and her colleagues’ findings were mostly consistent with the 

literature concerning the influences of race/ethnicity, but their analyses did yield one unusual 

result.  Unlike previous research (e.g., Alegria et al., 2002), Sorkin and colleagues (2009) were 

able to eliminate the significant racial/ethnic differences they found in rates of serious mental 

illness by controlling for variables such as education level, English language proficiency, and 

insurance coverage.  Although this finding should be interpreted with caution due to their use of 

geographically limited samples, it highlights the uniqueness of the older racial/ethnic minority 



 

 5 

populations.  It may even demonstrate their increased vulnerability to the influences of such 

variables as the lack of insurance coverage and language barriers, compared with younger 

racial/ethnic minorities. 

 It is clear that the older adult population, racial/ethnic minorities, and especially those 

who fall within both demographic categories should be of special concern to the mental health 

care community.  They are generally unlikely to seek MHS despite their risk for mental illness, 

and their unique cultures and issues necessitate sensitive, competent, and individualized 

treatment options that are not yet widely available.  Before improvements in treatment utilization 

rates or quality can be made, however, more research into the factors affecting lower MHS 

utilization rates must be conducted. 

The present study was designed to explore the attitudes toward MHS among 

racially/ethnically diverse older adults.  We used the nationally representative Collaborative 

Psychiatric Epidemiology Surveys (CPES) to examine the variation by age and racial/ethnic 

minority status in factors associated with the misuse of MHS.  We conducted a series of binary 

logistic regression analyses to test the effects of age (measured continuously) and race/ethnicity 

(Asian, Hispanic/Latino, Black/African American, and Non-Hispanic White) on both patterns of 

MHS misuse and on reasons cited for such misuse.   

It is important to note, here, that examining MHS utilization is more complex than simply 

tallying numbers of patients who were seen by MHS providers.  Quality of care (McGuire & 

Miranda, 2008), number of visits (Blanco et al., 2007), duration of treatment and adherence to 

provider recommendations (USDHHS, 2001), the type of provider seen (Kuno & Rothbar, 2005), 

and many other factors can determine whether MHS are used “appropriately.”  Thus, our study 

focuses on three specific types of MHS “misuse” – (a) delaying care, (b) refusing care altogether, 
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and (c) prematurely terminating care – in an effort to more fully and accurately understand 

patterns and underlying causes of MHS misuse.   

Additionally, with regards to the reasons cited by respondents for their misuse of MHS, 

we adopted the model proposed by the Institute of Medicine (IOM; Smedley, Smith, & Nelson, 

2003) to distinguish between disparities and dissimilarities in their contributions to differences in 

health care access, use, and outcomes (see Figure 1).  The IOM model contrasts differences in 

health care delivery that are due to actual differences in the patients being served 

(“dissimilarities” – for example, the failure to use obstetric services by a male patient) with 

differences in health care delivery that are unrelated to characteristics of the patient (“disparities” 

– for example, when patients with similar diagnoses receive different treatments, depending on 

the geographical region in which they are treated).  Although the IOM model has traditionally 

been used to understand racial/ethnic disparities in health care use, we applied this model to the 

use of MHS, and considered age disparities, as well.  Specifically, we designated each of the 

reasons cited for MHS misuse as either attitudinal (probable dissimilarities) or structural 

(probable disparities), in an effort to distinguish between barriers that would indicate the need for 

user-centered change versus system-wide change.  
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Figure 1: Illustration of the Institutes of Medicine Model of Healthcare Disparities 

 

 

Based on findings and implications from previous studies, we hypothesize that: 1) older 

respondents will be more likely to misuse MHS than their younger counterparts, and members of 

racial ethnic minority groups more likely to do so than non-Hispanic Whites; 2) older 

respondents will be significantly more likely to endorse attitudinal barriers to properly utilizing 

MHS than younger respondents; 3) racial/ethnic minority respondents will be more likely to 

endorse external or structural barriers as reasons for their delaying, refusing, or quitting 

treatment than White respondents; and 4) older age and racial/ethnic minority status will produce 

significant interaction effects for both misuse of MHS and endorsement of reasons for misuse, 

with racial/ethnic minority respondents more likely to misuse MHS and to encounter barriers to 

proper use with increasing age.  Findings from this research will help us understand ways to 

reduce or eliminate existing disparities in MHS utilization among racially/ethnically diverse 

populations across the lifespan. 
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2.  METHODS 

Dataset 

 Data were drawn from the Collaborative Psychiatric Epidemiology Surveys (CPES), a 

merger of three separate, nationally representative datasets collected from 2001 to 2003: the 

National Comorbidity Survey-Replication (NCS-R), the National Survey of American Life 

(NSAL), and the National Latino and Asian American Study (NLAAS).  These surveys were 

sponsored by the National Institute of Mental Health and conducted by the Survey Research 

Center of the Institute for Social Research at the University of Michigan.  Information included 

here regarding the methodology of the CPES surveys is derived from the CPES User Guide 

(Alegria, Kessler, Jackson, & Takeuchi, 2004), in which more detailed information may be found 

(see also Pennell et al., 2004).   

The samples were collected using a multi-stage probability sampling procedure to 

randomly select participants from the households in each of 252 geographical regions of the U.S. 

(including U.S. Metropolitan Statistical Areas, single counties, and groups of counties).  The 

probability sampling procedure was used to approximate national representativeness, except that 

the NSAL dataset used a supplemental sample of Afro-Caribbean adults and the NLAAS 

supplemented their Puerto Rican, Cuban, Chinese, Filipino, and Vietnamese adult samples.  All 

three surveys were restricted to adults age 18 and older and to respondents who were able to 

complete the surveys in English, except for the NLAAS, which was offered in English, Spanish, 

Vietnamese, Cantonese, Mandarin, and Tagalog. 
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 Interviews were conducted mostly using face-to-face, computer-assisted personal 

interviews in the respondents’ homes, although some were conducted over the phone.  The 

response rates were 70.9% for NCS-R, 76.4% for NSAL, and 75.7% for NLAAS.  The use of 

publicly available CPES data has been pre-approved by the University of Alabama Institutional 

Review Board (IRB). 

Participants 

 In order to investigate barriers to MHS utilization, the current sample, selected from the 

full CPES respondent pool, included those who had a subjective or objective need for MHS over 

the past 12 months.  Subjective need for MHS was determined by an affirmative answer to any 

of the following questions: “In the past 12 months, did a medical doctor suggest that you see a 

specialist or go to a special program for emotional or substance problems?” “Did anyone 

encourage you or put pressure on you to see a professional about your emotions or substance 

use?” or “Was there ever a time during the past 12 months when you felt that you might need to 

see a professional because of problems with your emotions or nerves or your use of alcohol or 

drugs?”  Objective need for MHS was signified by a respondent’s meeting criteria for one or 

more diagnoses as outlined by the Diagnostic and Statistical Manual of Mental Disorders, 4
th

 ed., 

text revision, (DSM-IV, American Psychiatric Association, 2000) over the past 12 months. 

Participants’ numbers of DSM-IV diagnoses were determined by the trained CPES 

interviewers, who administered the World Mental Health Composite International Diagnostic 

Interview (WMH-CIDI).  Participants could be determined to be positive or negative for each of 

23 possible diagnoses (including agoraphobia without panic disorder, generalized anxiety 

disorder, panic disorder, post-traumatic stress disorder, adult separation anxiety disorder, social 

phobia, specific phobia, alcohol abuse, alcohol dependence, drug abuse, drug dependence, 
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nicotine dependence, anorexia nervosa, bulimia nervosa, binge eating disorder, attention deficit 

disorder, conduct disorder, intermittent explosive disorder, oppositional defiant disorder, bipolar 

I disorder, bipolar II disorder, major depressive disorder, and dysthymia).  The presence of one 

or more DSM-IV diagnoses was interpreted as an objective need for MHS.  We also calculated 

participants’ total number of DSM-IV diagnoses (measured continuously). 

Measures 

 Background characteristics.  Respondents’ background characteristics were self-

reported.  Variables included in the current analysis were age (measured continuously); 

race/ethnicity (Asian, Hispanic/Latino, Black/African American, or non-Hispanic White); gender 

(Male or Female); marital status (Married/Cohabiting or Divorced/Separated/Widowed/ Never 

married); educational attainment (0-11 years, 12 years, 13-15 years, or 16+ years); employment 

status (Employed or Unemployed/Not in labor force); country of birth (United States or Other); 

and poverty level (whole number increments ranging from ≤0 to 17).   

 Mental health service utilization variables.  We were interested in those participants 

with subjective or objective need for MHS.  Specifically, we aimed to investigate whether they 

were able to access and utilize such services, and any barriers they encountered to the 

appropriate use of MHS.  Using the CPES questionnaire set, we determined respondents to have 

“misused” MHS when, despite perceiving that they needed MHS, they either a) delayed seeking 

MHS for four weeks or more [i.e., delayed MHS], b) refused MHS altogether [i.e., refused 

MHS], or c) terminated MHS prematurely [i.e., quit MHS], according to their MHS providers’ 

recommended treatment course length.   

Respondents to the CPES were asked a series of questions about their MHS use over the 

past 12 months.  The respondents were asked whether they (or a close friend, family member, 
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caregiver, etc.) thought that they had needed to seek MHS at any time during the past year for 

“problems with their emotions, nerves, or use of alcohol or drugs”, and whether they did so.  

Those respondents who had used some type of MHS during the year were asked about their 

experiences, including the question, “Did you complete the full recommended course of 

treatment?  Or did you quit before the [MHS provider] wanted you to stop?”  Those who 

answered that they had quit before their MHS provider recommended they do so were considered 

to have prematurely terminated their MHS.  Respondents who utilized MHS were also asked 

how long they waited to begin treatment after perceiving that they ought to do so.  Those who 

waited for 4 weeks or more were considered to have delayed seeking MHS.  Finally, those 

respondents who had perceived a need for MHS but reported that they never sought any form of 

treatment will be categorized as having refused MHS.  Some respondents may fall into multiple 

utilization categories (for example, one may have both delayed seeking care for more than four 

weeks, and then quit treatment early). 

Barriers to mental health service utilization.  The CPES questionnaires offered 

respondents to whom it was applicable a list of common reasons for delaying, refusing, or 

prematurely terminating care.  Participants could then choose either to endorse or not to endorse 

each of the suggested reasons as barriers that they had personally experienced to seeking MHS.  

For our analyses, we split up the various reasons (14 for delaying, 15 for refusing, and 15 for 

prematurely terminating MHS; mostly overlapping for all three variables) into categories based 

on the nature of these barriers to seeking MHS (according to those outlined by Mackenzie et al., 

2010).  The categories include attitudinal barriers (i.e., those intrinsic to the respondent) and 

structural barriers (i.e., those related to the MHS themselves or to accessing MHS), and align 

with the IOM (Smedley, Smith, & Nelson, 2003) health care services utilization model 
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constructs of dissimilarities and disparities, respectively.  The barriers are organized as shown in 

Table 1.  In addition, there were five reasons for delaying care, three for quitting early, and seven 

for failing to seek care which were offered to only the respondents to the NLAAS component of 

the CPES.  We examined these supplemental data in our post hoc analyses. 

 

Table 1: Categories of Reasons for Misusing Mental Health Services 

 

 

  Subset from Questionnaire 

Category Reasons for Delaying MHS Reasons for Refusing MHS Reasons for Quitting MHS 

Attitudinal 

Barriers 

1. Problem got better by itself. 1. The problem went away by itself. 1. Problem got better. 

 

2. Problem didn’t bother you at first. 2. The problem did not bother you 

much. 

2. Did not need more help. 

3. Thought you could handle the 

problem on your own. 

3. Wanted to handle the problem on 

your own. 

3. Thought you could handle the 

problem on your own. 

4. Thought treatment wouldn’t work. 4. Thought treatment wouldn’t work. 4. Worried about what others 

would think. 

5. Worried about what others would 

think. 

5. Thought the problem would get 

better without help. 

5. You moved. 

6. Scared of being put in the hospital 

against your will. 

6. Worried about what others would 

think. 

6. You felt out of place. 

 7. Scared of being put in the hospital 

against your will. 

7. Your family wanted you to stop 

treatment. 

    

 Subset from Questionnaire 

Category Reasons for Delaying MHS Reasons for Refusing MHS Reasons for Quitting MHS 

Structural 

Barriers 

1. Health insurance wouldn’t cover 

treatment. 

1. Health insurance wouldn’t cover 

treatment. 

1. Health insurance stopped 

covering treatment. 

2. Treatment did not work before. 

 

2. Treatment did not work before. 2. Problem was not getting better. 

3. Treatment is too expensive. 

 

3. Treatment would have been too 

expensive. 

3. Treatment was too expensive. 

4. Transportation, childcare, or 

scheduling conflicts. 

4. Transportation, childcare, or 

scheduling conflicts. 

4. Transportation, lack of time, or 

scheduling problems. 

5. Couldn’t get an appointment. 

 

5. Couldn’t get an appointment. 5. Your therapist left practice or 

moved. 

6. Dislike the available service 

options. 

6. Dislike the available service 

options. 

6. Had a bad experience with 

treatment providers. 

7. Unsure of where to go or who to see 

for treatment. 

7. Unsure of where to go or who to 

see for treatment. 

7. You were treated unfairly. 

8. Treatment is time consuming or 

inconvenient. 

8. Treatment is time consuming or 

inconvenient. 

8. The policies were a hassle. 
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Data Analysis 

 We performed descriptive analyses to examine the background characteristics of the 

sample.  Then binary logistic regression analyses were performed to determine the extent to 

which each of the independent variables (age, race/ethnicity, and the race/ethnicity × age 

interaction), as well as the overall model, predicted respondents’ misuse of MHS (delaying, 

quitting, and refusing variables, and overall misuse) after controlling for covariates.  We also 

conducted tests to ensure that our data did not violate the assumptions of linearity and 

multicollinearity, and that there were no outlying cases which exerted undue influence on the 

model.   To further explore the interaction effects of age and race/ethnicity on MHS misuse and 

its subtypes, we calculated the correlation of age with MHS misuse for each of the racial/ethnic 

subgroups.  The resulting Pearson-r values were examined for significant differences between 

each pairwise combination of racial/ethnic subgroups using Fisher’s transformation.  For more 

detailed information on the nature of the patterns of MHS misuse across age groups for each 

racial/ethnic category, we performed chi-squared analyses of proportions to identify significant 

differences in the rates at which respondents from different age and racial/ethnic categories 

engaged in each of the three types of MHS misuse (delaying, refusing, or quitting). 

Additional post hoc exploratory analyses were performed for each of the 44 individual, 

uncategorized reasons for delaying, refusing, or prematurely terminating MHS using only the 

subsamples who responded to each of the respective sets of questions in order to determine 

which specific barriers were endorsed most frequently, and by whom; these included chi-squared 

tests of the differences in rates of endorsement of each of the barriers by those from varying age- 

and racial/ethnic-groups.  All statistical analyses were performed using SPSS Version 20.0 

(IBM, 2011). 
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3.  RESULTS 

Sample Characteristics 

Using the criteria mentioned above, the sample selected from the CPES database 

included 5,545 adults, aged 18 and older, distributed racially/ethnically as follows (see Table 2): 

Asian American respondents, n=318; Hispanic/Latino respondents, n=983; Black/African 

American respondents, n=1,886; and Non-Hispanic White respondents, n=2,357.  (For the 

remainder of this document, African American and Afro-Caribbean respondents will all be 

referred to as falling under the category labeled “Black/African American,” which may be used 

interchangeably with “Black” in the interest of brevity; the term “non-Hispanic Whites” will be 

used interchangeably with the abbreviated term “Whites”).  Of the selected sample, 1,044 adults 

delayed using MHS; 3,489 refused MHS; and 370 quit MHS over the past twelve months.  A 

total of 215 adults had both delayed seeking needed MHS and quit a course of treatment earlier 

than recommended by the provider.  Thus, these 215 cases will be included in subsequent 

analyses of both delayed MHS and quit MHS. 

 

Table 2: Sample Distribution by Age and Race/Ethnicity (n=5,545)  

 

 

 

 

 

 

RACE/ETHNICITY Age 18-29 

n 

Age 30-54 

n 

Age 55+ 

n 

Asian 97 173 48 

Hispanic/Latino 313 529 141 

Black/ African American 505 1086 295 

non-Hispanic White 550 1322 478 
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As shown in Table 3, the mean age of the sample was 40.83 ± 15.019 years, and they 

were 64.8% female, 47.5% married, and 63.9% employed.  Significant differences across 

race/ethnicity groups were observed for all demographic variables examined.  For instance, 

Asian Americans were most likely to have received 16+ years of education (43.7%), whereas 

most Black/African American and Hispanic/Latino respondents had completed 12 or fewer years 

(58.8% and 60.3%, respectively), and Whites fell in the middle (χ
2
=385.378; p<0.001).  

Similarly, Asian Americans had the highest ratio of household income to the U.S. poverty 

threshold (household income to poverty threshold ratio = 5.61 ± 4.744), followed by Whites 

(4.55 ± 3.690), Hispanic/Latinos (3.44 ± 3.693), and Blacks/African Americans (2.57 ± 2.657; 

across-groups F=149.938; p<0.001). 

Mental health and service utilization.  Among our sample of CPES respondents with 

either an objective or subjective need for mental healthcare (see “Participants,” above), Whites 

had the highest number of DSM-IV diagnoses (1.33 ± 1.78), and Asian Americans had the lowest 

number of diagnoses (0.77 ± 1.20; F=19.992; p<0.001).  Over 75% of the total sample had 

misused MHS in some way over the past 12 months.  Whites were the least likely to have 

misused MHS (64.7%), and Blacks/African Americans most likely (84.9%), with Asian 

Americans and Hispanic/Latinos falling between (78.6% and 82.0% misused MHS, respectively; 

across-groups χ
2
=263.926; p<0.001). 

However, the patterns of specific types of misuse of MHS deviated from this overall 

trend.  That is, Hispanic/Latinos were most likely to have delayed seeking needed MHS (23.4%) 

and Blacks/African Americans least likely (13.8%; across-groups χ
2
=51.147; p<0.001).  

Black/African American respondents were most likely to have refused to seek MHS all together 

(72.0%), followed by Whites and Hispanic/Latinos (58.9% and 58.5%, respectively), and Asian 
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Americans were least likely to completely refuse MHS (52.8%; across-groups χ
2
=104.349; 

p<0.001).  Finally, Blacks/African Americans and Whites were least likely to have prematurely 

terminated mental health treatment (5.5% and 5.8%, respectively), and Asian Americans and 

Hispanic/Latinos were most likely (11.0% and 9.8%, respectively; across-groups χ
2
=32.240; 

p<0.001). 

Predictors of MHS Misuse 

 Demographic covariates.  Covariates considered included sex, marital status, 

employment status, years of education, poverty level, and number of DSM-IV diagnoses.  We 

conducted logistic regression analyses to examine the extent to which each of these factors 

predicted respondents’ delaying, refusing, quitting, or misusing MHS overall.  Results are 

displayed in Table 4, below.  For each of the four logistic regression analyses, our final model 

was a significant fit for the data (overall misuse, χ
2
(12)=377.283, p<0.001; delayed MHS, 

χ
2
(12)=250.835, p<0.001; refused MHS, χ

2
(12)=380.907, p<0.001; and quit MHS, 

χ
2
(12)=132.597, p<0.001).  We ensured that each of the demographic predictor variables had 

linear relationships with the outcome variables by testing the significance of the interaction 

effect of the predictor times its own log on each type of misuse (as recommended by Field, 

2009).  We also generated tolerance and variance inflation factor statistics for each predictor 

variable to detect the presence of any multicollinearity among the predictors, and examined the 

data for any cases with a Cook’s distance of 1.0 or greater to identify cases with undue influence 

on the model.  We found no evidence for violation of either of these assumptions. 

Those having attained more years of education were more likely to have delayed care 

(odds ratio [OR]=1.172, 95% confidence interval [CI]=1.090, 1.261) and to have quit their 
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Table 3: Sample Characteristics (n=5,545) 

 Racial/Ethnic Groups 

 

 

 

Characteristic 

 

Total Sample 

(n=5,545) 

% or M±SD 

 

Asian 

(n=318) 

% or M±SD 

 

Hispanic/Latino 

(n=983) 

% or M±SD 

Black/ 

African American 

(n=1,886) 

% or M±SD 

 

White/Caucasian 

(n=2,357) 

% or M±SD 

 

 

 

χ
2 
or (F) 

Age 40.83 ± 15.019 39.23 ± 14.617 38.76 ± 14.412 40.13 ± 14.509 42.46 ± 15.548 (18.196)
***

 

Female 64.8% 61.3% 65.5% 68.0% 62.4% 16.351
***

 

Married 47.5% 55.0% 54.2% 33.7% 54.7% 218.298
*** 

Employed 63.9% 62.6% 57.3% 63.9% 66.8% 27.256
*** 

Years of Education      385.378
*** 

     ≤11 years 20.3% 10.7% 32.5% 24.2% 13.3%  

     12 years 29.6% 14.2% 27.8% 34.6% 28.4%  

     13-15 years 28.2% 31.4% 25.5% 26.2% 30.5%  

     ≥16 years 21.9% 43.7% 14.2% 15.0% 27.8%  

Ratio of Income to Poverty Threshold 3.74 ± 3.586 5.61 ± 4.744 3.44 ± 3.693 2.57 ± 2.657 4.55 ± 3.690 (149.938)
*** 

Number of DSM-IV Diagnoses 1.17 ± 1.68 0.77 ± 1.20 1.25 ± 1.70 1.00 ± 1.58 1.33 ± 1.78 (19.992)
*** 

Delayed MHS in Past Year 18.8% 19.8% 23.4% 13.8% 20.8% 51.147
***

 

Refused MHS in Past Year 62.9% 52.8% 58.5% 72.0% 58.9% 104.349
***

 

Prematurely Quit MHS in Past Year 6.7% 11.0% 9.8% 5.5% 5.8% 32.240
***

 

Misused MHS in Past Year 75.4% 78.6% 82.0% 84.9% 64.7% 263.926
*** 

Note: MHS = Mental Health Service 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

Age groupings used here are for descriptive purposes only.  Age will be treated as a continuous variable in successive 

analyses. 
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course of MHS prematurely (OR=1.176, 95% CI=1.051, 1.316), but significantly less likely to 

have misused MHS, overall (OR=0.865, 95% CI=0.810, 0.924), and to have refused MHS 

altogether (OR=0.858, 95% CI=0.809, 0.911).  Being employed was predictive of an opposite 

pattern:  The employed were less likely to have delayed care (OR=0.806, 95% CI=0.694, 0.935), 

but significantly more likely to have misused care, overall (OR=1.536, 95% CI=1.342, 1.757), 

and to have failed to seek MHS completely (OR=1.729, 95% CI=1.530, 1.954).  Lower levels of 

poverty were associated with higher rates of delayed care (OR=1.037, 95% CI=1.016, 1.058), but 

lower rates of misuse of MHS, overall (OR=0.957, 95% CI=0.939, 0.975), and of refusing to 

seek MHS altogether (OR=0.967, 95% CI=0.950, 0.984).  Having a greater number of DSM-IV 

diagnoses was predictive of respondents’ delaying care (OR=1.247, 95% CI=1.203, 1.294) and 

prematurely terminating services (OR=1.238, 95% CI=1.179, 1.300); however, respondents with 

more diagnoses were less likely to have misused MHS, overall (OR=0.870, 95% CI=0.840, 

0.900), or to have failed to seek MHS altogether (OR=0.810, 95% CI=0.783, 0.838). 

 Simple effects of age and race/ethnicity.  As shown in Table 4, after controlling for the 

preceding covariates, we observed significant main effects for age and race/ethnicity on misuse 

of MHS.  Older age was significantly associated with lower likelihood of refusing MHS 

altogether (OR=0.992, 95% CI=0.988, 0.996), prematurely terminating their courses of treatment 

(OR=0.984, 95% CI=0,976, 0.992), and misusing MHS in general (OR=0.991, 95% CI=0.986, 

0.995).  Although Asian respondents were less likely to have refused MHS than their White 

counterparts (OR=0.726, 95% CI=0.569, 0.925), they were significantly more likely to have 

misused care, in general (OR=1.960, 95% CI=1.471, 2.609).  This difference was accounted for 

by Asians’ higher likelihood of quitting their courses of treatment before their providers 

recommended they do so, compared to the White reference group (OR=2.125, 95% CI=1.418, 
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Table 4: Logistic Regression Analyses of Predictors of MHS Misuse (n=5,545) 

 
Misused Care (Overall) Delayed Care Refused Care Quit Care 

Predictor OR (95% CI) 

 

OR (95% CI) 

 

OR (95% CI) 

 

OR (95% CI) 

 Block 1      

     Sex (Female) 0.872 (0.763, 0.996)
* 

1.399 (1.204, 1.627)
*** 

0.811 (0.719, 0.914)
***

 1.256 (0.994, 1.589)
 

     Marital Status (Married/Cohabiting) 1.074 (0.944, 1.222) 0.963 (0.835, 1.111) 1.138 (1.012, 1.278)
*
 0.897 (0.717, 1.121) 

     Educational Attainment 0.865 (0.810, 0.924)
***

 1.172 (1.090, 1.261)
***

 0.858 (0.809, 0.911)
*** 

1.176 (1.051, 1.316)
** 

     Employment Status (Employed) 1.536 (1.342, 1.757)
***

 0.806 (0.694, 0.935)
** 

1.729 (1.530, 1.954)
***

 0.841 (0.668, 1.059)
 

     Ratio of HH Income to Poverty Threshold 0.957 (0.939, 0.975)
***

 1.037 (1.016, 1.058)
**

 0.967 (0.950, 0.984)
*** 

0.993 (0.959, 1.028) 

     Total Number of DSM-IV Diagnoses 0.870 (0.840, 0.900)
***

 1.247 (1.203, 1.294)
***

 0.810 (0.783, 0.838)
***

 1.238 (1.179, 1.300)
***

 

Block 2     

     Age 0.991 (0.986, 0.995)
***

 1.000 (0.995, 1.005) 0.992 (0.988, 0.996)
*** 

0.984 (0.976, 0.992)
***

 

     Race/Ethnicity (Reference Group: Non-Hispanic White)  

          Asian 1.960 (1.471, 2.609)
***

 0.975 (0.722, 1.318)
 

0.726 (0.569, 0.925)
**

 2.125 (1.418, 3.184)
***

 

          Hispanic/Latino 2.362 (1.955, 2.854)
***

 1.292 (1.072, 1.557)
** 

0.904 (0.771, 1.061)
 

1.826 (1.374, 2.425)
*** 

          Black/African American 2.906 (2.475, 3.412)
***

 0.695 (0.584, 0.828)
*** 

1.661 (1.444, 1.910)
*** 

1.001 (0.758, 1.322)
 

Block 3 

     Age x Asian Race/Ethnicity 0.985 (0.967, 1.003) 1.027 (1.006, 1.047)
** 

0.979 (0.962, 0.995)
* 

1.012 (0.983, 1.041) 

     Age x Hispanic/Latino Race/Ethnicity 0.993 (0.981, 1.005) 1.024 (1.011, 1.037)
*** 

0.985 (0.974, 0.995)
** 

1.007 (0.986, 1.027) 

     Age x African American Race/Ethnicity 0.999 (0.989, 1.009) 1.020 (1.008, 1.031)
*** 

0.995 (0.986, 1.004) 1.013 (0.994, 1.033) 

Note: MHS = Mental Health Service 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 
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3.184).  Hispanic/Latino respondents were significantly more likely than Whites to have delayed 

(OR=1.292, 95% CI=1.072, 1.557), prematurely terminated (OR=1.826, 95% CI=1.374, 2.425), 

or misused mental healthcare in general (OR=2.362, 95% CI=1.955, 2.854).  Black/African 

American respondents were significantly less likely to have delayed seeking MHS than their 

White counterparts (OR=0.695, 95% CI=0.584, 0.828), but more likely to have misused care 

overall (OR=2.906, 95% CI=2.475, 3.412), especially refusing to seek MHS altogether 

(OR=1.661, 95% CI=1.444, 1.910). 

 Interaction effects.  Logistic regression analyses revealed significant interaction effects 

of age and racial/ethnic minority status on both delayed care and failure to seek care at all, as 

shown in Table 4.  That is, age showed a significant, positive interaction with membership in 

each of the three racial/ethnic minority groups to predict higher likelihood of delaying care 

compared to the White reference group (for Asians, OR=1.027, 95% CI=1.006, 1.047; for 

Hispanics/Latinos, OR=1.024, 95% CI=1.011, 1.037; and for Blacks/African Americans, 

OR=1.020, 95% CI=1.008, 1.031).  Conversely, age had a significant negative interaction with 

both Asian and Hispanic/Latino racial/ethnic membership on the likelihood of refusing MHS 

altogether (for Asians, OR=0.979, 95% CI=0.962, 0.995; for Hispanics/Latinos, OR=0.985, 95% 

CI=0.974, 0.995). 

 To further explore these significant interactions, we compared the correlations of age 

with each of the significantly affected subtypes of misuse across racial/ethnic groups using the 

Fisher r-to-z transformation (see Table 5).  These results elaborated on the differences in patterns 

of MHS misuse for younger versus older adults across racial/ethnic groups.  For respondents 

who delayed care, there was a significant positive interaction with age, so that older Asian, 

Hispanic/Latino, and Black/African Americans were more likely to have delayed seeking MHS 
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than their younger counterparts.  The opposite relationship was observed among Whites, 

indicating that older Whites were significantly less likely to delay seeking needed MHS than 

younger Whites.  This negative relationship for Whites differed significantly from the 

correlations for each of the three other racial/ethnic groups. 

Age was negatively correlated with refusing MHS for all racial/ethnic groups, although 

these associations were only significant for Asians (r = -.137, p<0.05), Hispanics/Latinos (r = -

.130, p<0.001), and Blacks (r = -.049, p<0.05).  The negative correlations of age with refusal of 

MHS were significantly stronger for both Asians and Hispanics/Latinos than for Whites, and the 

correlation for Asians was significantly stronger than that for Blacks. 

 

Table 5: Correlational Analyses of Age and MHS Misuse 

 

 

 
Delayed  

Care 
a,b,c 

Correlation with Age 

Refused  

Care 
a,b,d 

Correlation with Age 

 Pearson r Pearson  r 

Asian .057 -.137
* 

Hispanic/Latino .066
* 

-.130
*** 

Black/African 

American 
.031 -.049

* 

non-Hispanic White -.077
*** 

-.020 

 

Note: MHS = Mental Health Service 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

a
 Denotes a significant difference between non-Hispanic White and Asian respondents 

b
 Denotes a significant difference between non-Hispanic White and Hispanic/Latino respondents 

c
 Denotes a significant difference between non-Hispanic White and Black/African American respondents 

d
 Denotes a significant difference between Black/African American and Asian respondents. 
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In an alternative set of post hoc analyses designed to further explore the interaction of age 

and race/ethnicity on MHS use, we conducted a series of Pearson chi-squared proportional 

difference tests of misuse across racial/ethnic groups, and compared outcomes across age groups, 

to identify variations in the patterns of the effects of race/ethnicity by age.  Across all analyses, 

we only observed one expected frequency of less than five (that for the number of Asian 

respondents, age 55+, expected to prematurely terminate services).  This observation constituted 

only 12.5% of the expected frequencies generated as a part of its respective contingency table, 

and no expected frequencies fell below 1.0; thus, in keeping with recommendations by Field 

(2009), our analyses fulfilled all assumptions of chi-squared tests.  Results of these analyses are 

reported in Tables 6 & 7.  

Among 18-29 year olds, Whites and Hispanics/Latinos were both about twice as likely as 

Blacks to have delayed seeking MHS over the past year (overall  χ
2
=20.801; p<0.001; Cramer’s 

V=0.119, indicating a weak association of race/ethnicity with delayed care).  For the 30-54 year 

old group, these odds decreased:  Whites were only 1.77 times more likely, and 

Hispanics/Latinos 1.91 times more likely than Black respondents to have delayed MHS (overall  

χ
2
=37.068; p<0.001; Cramer’s V=0.109, a weak effect).  When considering older adults (55+), 

however, the differences between Blacks/African Americans and other racial/ethnic groups 

virtually disappear.  The only significant group difference observed is that older 

Hispanics/Latinos were 2.30 times more likely than Whites to have delayed seeking MHS. 

The shift in racial/ethnic variations with increasing age is largely attributable to changes 

in Whites’ patterns of delaying MHS.  That is, the rates of delayed care for each of the 

racial/ethnic minority groups does not vary substantially across the 18-29, 30-54, and 55+ age 
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Table 6: Racial/Ethnic Distribution of Rates of MHS Misuse 

 

 

 

 

 

Table 7: Age Distribution of Rates of MHS Misuse 

 

 

 
Note: MHS = Mental Health Service 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

 18 – 29 years (n=1,473) 

% of group who misused 

30 – 54 years (n=3,110) 

% of group who misused 

55+ years (n=962) 

% of group who misused 

Type of MHS Misuse 

A
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χ2 
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H
is

p
an

ic
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χ2 

A
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an
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L
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o
 

B
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W
h
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e 

All χ2 

Overall Misuse 80.4 84.0a 87.7b 71.9a,b 80.4 45.680*** 80.9i 82.6j 83.7k 61.6i,j,k 74.0 182.573*** 66.7s 75.2 84.7s,t 64.6t 72.5 38.268*** 

Delayed MHS 18.6 19.2c 10.3c,d 19.9d 16.4 20.801*** 19.7 25.9l 15.5l,m 24.5m 21.3   37.068*** 22.9 23.4u 13.6 11.7u 14.6 14.913** 

Refused to Seek MHS 53.6e 66.5f 77.6e,f,g 63.8g 68.4 35.728*** 56.6n 55.8o 69.1n,o,p 56.0p 60.5   50.682*** 37.5v,x 51.1w 72.9v,w,x 61.3x 62.2 34.359*** 

Prematurely Quit MHS 14.4h 11.2   6.3h   8.1   8.6 10.395*   9.8 10.4q,r   5.6q   5.7r   6.7   18.569***   8.3   4.3   3.4   3.3   3.7   3.220 

 Asian (n=318) 

% of group who endorsed 

Hispanic/Latino (n=983) 

% of group who endorsed 

Black (n=1,886) 

% of group who endorsed 

White (n=2,358) 

% of group who endorsed 

Type of MHS Misuse 

1
8

-2
9
 

3
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4
 

5
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+
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 χ2 

1
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+
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 χ2 

Overall Misuse 80.4 80.9 66.7 78.6 4.812 84.0 82.6 75.2 82.0   5.448 87.7 83.7 84.7 84.9   4.368 71.9e,f 61.6e 64.6f 64.7 17.920*** 

 
Delayed Seeking MHS 18.6 19.7 22.9 19.8 0.390 19.2 25.9 23.4 23.4   4.967 10.3c 15.5c 13.6 13.8   7.775* 19.9g 24.5h 11.7g,h 20.8 35.232*** 

Refused to Seek MHS 53.6 56.6 37.5 52.8 5.562 66.5a,b 55.8a 51.1b 58.5 12.996** 77.6d 69.1d 72.9 72.0 12.674** 63.8i 56.0i 61.3 58.9 11.338** 

Prematurely Quit MHS 14.4   9.8   8.3 11.0 1.759 11.2 10.4   4.3   9.8   5.810   6.3   5.6   3.4   5.5   3.252   8.1j   5.7   3.3j   5.8 10.590** 
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groups; the greatest distances between rates of delaying MHS across age groups were 4.3 

percentage points for Asians, 6.7% for Hispanics/Latinos, and 5.2% for Blacks.  However, for 

Whites, the rate of delayed care drops significantly in the older adult group (a 12.8% drop from 

the 30-54 year old group to the 55+ group).  The patterns of delayed MHS for each age- and 

racial/ethnic-group are illustrated by Figure 2. 

 

Figure 2:  Delayed MHS by Age & Racial Ethnic Group 

 

 

 

With regards to refusing care altogether (see Figure 3), we found that among the 

youngest adult group, Blacks were 1.97 times more likely than Whites, 1.75 times more likely 

than Hispanics/Latinos, and 3.00 times more likely than Asians to have refused MHS in the past 

year (overall  χ
2
=35.728; p<0.001; Cramer’s V=0.156).  The same pattern of significant pairwise 

group differences was observed in the 30-54 age group (overall  χ
2
=50.682; p<0.001; Cramer’s 
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V=0.128).  For the oldest group, however, odds increased so that Blacks were found to be 2.58 

times more likely than Hispanics and 4.48 times more likely than Asians to fail to seek services 

for their mental health needs.  In addition, White respondents were 2.68 times as likely as Asians 

to have refused MHS in the past year (overall χ
2
=34.359; p<0.001; Cramer’s V=0.189).  Unlike 

the patterns observed for delayed care, in this case it was the Asian and Hispanic/Latino samples  

 

Figure 3: Refused MHS by Age & Racial/Ethnic Group 

 

 

 

for whom rates of misuse decreased with age.  For Asian respondents, rates of MHS refusal 

dropped from 53.6% and 56.6% for the 18-29 year old and 30-54 year old groups, respectively, 

to 37.5% for the oldest Asians (a non-significant change across age groups; overall χ
2
=5.562, 

p>0.05, Cramer’s V=0.132).  Rates of refusal dropped significantly for Hispanics/Latinos across 

age groups, from 66.5% for the youngest cohort to 51.1% for the oldest (χ
2
=12.996; p<0.01; 
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Cramer’s V=0.115).  For both Black and White respondent samples, rates of MHS refusal were 

lower among 30-54 year olds (69.1% for Blacks, and 56.0% for Whites) and higher among the 

youngest and oldest groups (77.6% and 72.9% for Black 18-29 year olds and Black older adults, 

respectively, and 63.8% and 61.3% for whites). 

Analysis of Barriers to MHS Utilization 

Post hoc analyses.  Finally, we performed a series of post hoc chi-square tests of 

proportional differences in order to compare the rates of endorsement of individual barriers (as 

outlined in Table 1) to proper MHS utilization across racial/ethnic and age groups.  As differing 

sets of potential barriers to MHS use were offered to respondents who delayed, refused, or 

prematurely terminated MHS, we first examined each subsample of misusers separately.  Then, 

in order to draw more generalizable conclusions, we combined subsamples for those barriers that 

were similar across the different types of misuse, and compared rates of endorsement across all 

participants to whom a particular barrier was offered as a potential reason for their misuse.  

Across all analyses, we observed no expected frequencies of less than five; thus, again in 

keeping with recommendations by Field (2009), our analyses fulfilled all assumptions of chi-

squared tests.  Full results of these analyses are reported in Tables 8-12, for reference.   

Age and attitudinal barriers.  When comparing the rates of endorsement for each of the 

reasons for delaying seeking MHS across age groups within each racial/ethnic group (Table 8), 

we found that, among Asian Americans, adults age 55+ were significantly less likely than 

younger adults to have delayed MHS because “the problem got better on its own” (χ
2
=6.353; 

p<0.05) or because they thought they “could handle the problem on their own” (χ
2
=8.694; 

p<0.05).  Similar patterns were not observed in endorsement of this barrier in any of the other 

racial/ethnic groups.  Among non-Hispanic Whites who never sought care for their mental health 
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Table 8: Age Distribution of Reasons for Delaying MHS 

 

 

 

 

 

 

 

 

 

 

 Asian American (n=63) 

% of group who endorsed 

Hispanic/Latino (n=230) 

% of group who endorsed 

African American/Black (n=260) 

% of group who endorsed 

Non-Hispanic White (n=491) 

% of group who endorsed 

Reason 

1
8

-2
9
 

3
0

-5
4
 

5
5

+
 

A
ll

 χ2 

1
8

-2
9
 

3
0

-5
4
 

5
5

+
 

A
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 χ2 

1
8

-2
9
 

3
0

-5
4
 

5
5

+
 

A
ll

 χ2 

1
8

-2
9
 

3
0

-5
4
 

5
5

+
 

A
ll

 χ2 

Attitudinal Barriers                     

 (8-1) Problem got better by itself 77.8 73.5 36.4 68.3 6.353* 83.3 67.2 84.8 73.9 8.055* 82.7 69.6 70.0 72.3 3.503 76.6 72.2 66.1 72.5 2.099 

 
(8-2) Didn’t bother you at first 50.0 47.1 54.5 49.2 0.193 53.5 54.7 66.7 56.1 1.785 55.8 57.1 57.5 56.9 0.037 49.5 42.9 57.1 46.0 4.614 

(8-3) Could handle problem yourself 94.4a 73.5 45.5a 74.6 8.694* 75.0 75.9 75.8 75.7 0.019 82.7 82.7 85.0 83.1 0.124 81.1 81.5 76.8 80.9 0.685 

(8-4) Thought trmt wouldn’t work 44.4 41.2 45.5 42.9 0.957 45.0 40.1 54.5 43.5 2.320 65.4a 44.0 42.5a 48.1 7.831* 37.8 29.3 39.3 32.4 4.114 

(8-5) Worried what others think 22.2 20.6 9.1 19.0 0.877 38.3 27.0 15.2 28.3 5.906 36.5 25.0 27.5 27.7 2.641 37.8 31.5 25.0 32.2 3.023 

(8-6) Scared of being hospitalized 5.6 17.6 18.2 14.3 1.570 30.0 24.8 30.3 27.0 0.788 21.2 18.5 30.0 20.8 2.624 12.6 13.0 8.9 12.4 0.719 

Structural Barriers                     

(8-7) Health ins. wouldn’t cover 33.3 23.5 27.3 27.0 0.575 26.7 20.4 21.2 22.2 0.959 23.1 23.8 30.0 24.6 0.750 18.0 24.1 14.3 21.6 3.783 

(8-8) Trmt didn’t work before 11.1 35.3 18.2 25.4 3.999 20.0 17.5 15.2 17.8 0.364 25.0b 11.3
b 

15.0 14.6 5.970 20.7 19.4 21.4 20.0 0.170 

(8-9) Trmt would be too expensive 50.0 44.1 18.2 41.3 3.099 35.0 34.3 27.3 33.5 0.675 34.6 28.0 32.5 30.0 0.974 31.5 44.1 30.4 39.7 7.798* 

(8-10) Transp., child., sched. conflicts 16.7 20.6 27.3 20.6 0.469 18.3 25.5 27.3 23.9 1.433 26.9 20.2 22.5 21.9 1.046 19.8 18.5 7.1 17.5 4.804 

(8-11) Couldn’t get appointment 11.1 8.8 18.2 11.1 0.737 13.3 15.3 15.2 14.8 0.136 3.8 4.8 12.5 5.8 4.001 2.7 5.6 3.6 4.7 1.682 

(8-12) Dislike available options 5.6 14.7 18.2 12.7 1.250 15.0 18.2 12.1 16.5 0.860 19.2 10.1 20.0 13.5 4.565 5.4 12.7 12.5 11.0 4.584 

(8-13) Unsure where to go for trmt 33.3 38.2 36.4 36.5 0.122 45.0 43.1 39.4 43.0 0.273 40.4 40.5 37.5 40.0 0.123 33.3 35.2 21.4 33.2 4.076 

(8-14) Time consuming, inconvenient 22.2 23.5 27.3 23.8 0.099 30.0 29.2 36.4 30.4 0.652 36.5 27.4 30.0 29.6 1.601 27.0 27.2 14.3 25.7 4.289 

Note: MHS = Mental Health Service 

Trmt = treatment, Transp. = transportation,  child. = childcare,  sched. = scheduling 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

Cells with matching superscript letter designations are significantly different from one another.  
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Table 9: Age Distribution of Reasons for Refusing MHS 

 

 

 

 

 Asian American (n=168) 

% of group who endorsed 

Hispanic/Latino (n=575) 

% of group who endorsed 

African American/Black (n=1,357) 

% of group who endorsed 

Non-Hispanic White (n=1,389) 

% of group who endorsed 

Reason 

1
8
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3
0

-5
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5
5
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ll

 χ2 
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8
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3
0

-5
4
 

5
5
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1
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3
0

-5
4
 

5
5
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 χ2 

1
8

-2
9
 

3
0

-5
4
 

5
5

+
 

A
ll

 χ2 

Attitudinal Barriers                     

 (9-1) Problem got better by itself 3.8 6.1 5.6 5.4 0.840 10.1  6.4 8.3 8.0 2.227 8.2 6.7 3.7 6.6 4.428  8.7d  6.1 2.7d 6.0 10.110** 

 (9-2) Didn’t bother you much - 3.1 - 1.8 2.182  3.8  2.4 2.8 3.0 0.932 2.3 3.5 1.9 2.9 2.204  1.7  3.4 1.4 2.5   4.820 

(9-3) Could handle problem yourself 9.6 3.1 - 4.8 4.226  9.6 10.2 5.6 9.4 1.467 7.4b 8.0 2.8b 7.0 7.098* 10.4e 10.7f 4.1e,f 9.2 11.657** 

(9-4) Thought trmt wouldn’t work 5.8 2.0 - 3.0 2.254  4.8  5.1 1.4 4.5 1.893 3.1 2.3 1.9 2.4 1.037  4.8  5.3 2.0 4.5   5.220 

(9-5) It would get better w/out help 1.9 3.1 - 2.4 0.681 10.1  7.1 2.8 7.7 4.298 6.9 6.1 1.9 5.7 7.216* 8.4g  7.8h 2.7g,h 6.9 10.219** 

(9-6) Worried what others think 1.9 2.0 5.6 2.4 0.876  6.7  3.7 4.2 4.9 2.461 2.6 2.9 0.9 2.5 2.749  2.0  3.2 1.4 2.5   3.611 

(9-7) Scared of being hospitalized 3.8 - - 1.2 4.515  3.4  3.7 4.2 3.7 0.108 3.6 2.7 0.5 2.6 5.383  2.8  2.0 - 1.8   7.637* 

Structural Barriers                     

(9-8) Health ins. wouldn’t cover 3.8 7.1 11.1 6.5 1.290  9.6  5.8 9.7 7.7 3.061 5.1 5.5 3.7 5.1 1.056  7.9i  5.5j 2.0i,j 5.4 10.710** 

(9-9) Trmt didn’t work before 5.8 1.0 - 2.4 3.788  5.3  3.4 2.8 4.0 1.465 1.5 1.5 0.9 1.4 0.416  3.1  3.1 1.4 2.7   2.622 

(9-10) Trmt would be too expensive 11.5 5.1 5.6 7.1 2.199  7.2  8.1 6.9 7.7 0.206 4.3 5.5 2.8 4.7 2.839  8.1k  7.6l 2.4k,l 6.6 10.895** 

(9-11) Transp., child., schedule conflicts 3.8 1.0 5.6 2.4 2.041  3.8  3.4 1.4 3.3 1.025 3.8 2.5 1.4 2.7 3.330  4.8m  3.1 1.0m 3.1   7.540* 

(9-12) Couldn’t get appointment - 1.0 - 0.6 0.719  1.0  1.0 2.8 1.2 1.670 0.3 0.1 - 0.1 0.636  0.3  0.3 - 0.2   0.805 

(9-13) Dislike available options 1.9 2.0 - 1.8 0.369  1.9  1.4 4.2 1.9 2.437 1.0 1.2 0.5 1.0 0.885  2.0  2.3 0.7 1.9   3.003 

(9-14) Unsure where to go for trmt 7.7 1.0 - 3.0 5.856 10.1  9.5 6.9 9.4 0.632 6.6 5.9 2.8 5.6 4.101  6.7n  7.6o 2.0n,o 6.2 11.260** 

(9-15) Time consuming, inconvenient 7.7 5.1 5.6 6.0 0.413  4.8  6.8 4.2 5.7 1.253 4.6c 4.3 0.9c 3.8 5.911  5.9p  5.7q 1.7p,q 4.9   8.137* 

Note: MHS = Mental Health Service 

Trmt = treatment, Transp. = transportation,  child. = childcare,  sched. = scheduling 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

Cells with matching superscript letter designations are significantly different from one another.  
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Table 10: Racial/Ethnic Distribution of Reasons for Delaying MHS 

 

 18 – 29 years (n=247) 

% of group who endorsed 

30 – 54 years (n=676) 

% of group who endorsed 

55+ years (n=143) 

% of group who endorsed 

Reason 

Asian 
Hispanic 

Latino 
Black White All χ2 Asian 

Hispanic 

Latino 
Black White All χ2 Asian 

Hispanic 

Latino 
Black White All χ2 

Attitudinal Barriers                   

(10-1) Problem got better by itself 77.8 83.3 82.7 76.6 79.7 1.486 73.5 67.2 69.6 72.2 70.6 1.409 36.4 84.8 70.0 66.1 69.3 9.640* 

(10-2) Didn’t bother you at first 50.0 53.3 55.8 49.5 51.9 0.633 47.1 54.7 57.1 42.9 49.2 11.131* 54.5 66.7 57.5 57.1 59.3 1.007 

(10-3) Could handle problem yourself 94.4 75.0 82.7 81.1 80.9 3.601 73.5 75.9 82.7 81.5 80.2 3.560 45.5 75.8 85.0 76.8 76.4 7.501 

(10-4) Thought trmt wouldn’t work 44.4 45.0 65.4 37.8 46.1 10.883* 41.2 40.1 44.0 29.3 35.9 12.426** 45.5 54.5 42.5 39.3 44.3 2.033 

(10-5) Worried what others think 22.2 38.3 36.5 37.8 36.5 1.756 20.6 27.0 25.0 31.5 28.4 3.622 9.1 15.2 27.5 25.0 22.1 2.954 

(10-6) Scared of being hospitalized 5.6 30.0 21.2 12.6 18.3 10.152* 17.6 24.8 18.5 13.0 17.0 9.916* 18.2 30.3 30.0 8.9 20.7 8.727* 

Structural Barriers                   

(10-7) Health ins. wouldn’t cover 33.3 26.7 23.1 18.0 22.4 3.105 23.5 20.4 23.8 24.1 23.2 0.762 27.3 21.2 30.0 14.3 21.4 3.666 

(10-8) Trmt didn’t work before 11.1 20.0 25.0 20.7 20.7 1.609 35.3 17.5 11.3 19.4 17.8 12.556** 18.2 15.2 15.0 21.4 17.9 0.875 

(10-9) Trmt would be too expensive 50.0 35.0 34.6 31.5 34.4 2.355 44.1 34.3 28.0 44.1 38.0 13.674** 18.2 27.3 32.5 30.4 29.3 0.950 

(10-10) Transp., child., schedule conflicts 16.7 18.3 26.9 19.8 20.7 1.659 20.6 25.5 20.2 18.5 20.5 2.928 27.3 27.3 22.5 7.1 17.9 7.630 

(10-11) Couldn’t get appointment 11.1 13.3 3.8 2.7 6.2 8.794* 8.8 15.3 4.8 5.6 7.5 15.688** 18.2 15.2 12.5 3.6 10.0 4.640 

(10-12) Dislike available options 5.6 15.0 19.2 5.4 10.8 8.811* 14.7 18.2 10.1 12.7 13.3 4.566 18.2 12.1 20.0 12.5 15.0 1.361 

(10-13) Unsure where to go for trmt 33.3 45.0 40.4 33.3 37.8 2.566 38.2 43.1 40.5 35.2 38.3 2.983 36.4 39.4 37.5 21.4 31.4 4.379 

(10-14) Time consuming, inconvenient 22.2 30.0 36.5 27.0 29.5 2.032 23.5 29.2 27.4 27.2 27.5 0.486 27.3 36.4 30.0 14.3 25.0 6.265 

Note: MHS = Mental Health Service 

Trmt = treatment, Transp. = transportation,  child. = childcare,  sched. = scheduling 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

Cells with matching superscript letter designations are significantly different from one another.  
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Table 11: Racial/Ethnic Distribution of Reasons for Refusing MHS 

 

 

 
18 – 29 years (n=1031) 

% of group who endorsed 

30 – 54 years (n=1929) 

% of group who endorsed 

55+ years (n=615) 

% of group who endorsed 

Reason 

Asian 
Hispanic 

Latino 
Black White All χ2 Asian 

Hispanic 

Latino 
Black White All χ2 Asian 

Hispanic 

Latino 
Black White All χ2 

Attitudinal Barriers                   

(11-1) Problem got better by itself 3.8 10.1 8.2 8.7 8.5 2.198 6.1 6.4 6.7 6.1 6.4 0.227 5.3 8.3 3.7 2.7 3.8 5.058 

(11-2) Didn’t bother you much - 3.8 2.3 1.7 2.3 4.065 3.1 2.4 3.5 3.4 3.2 0.886 - 2.8 1.9 1.4 1.7 1.056 

(11-3) Could handle problem yourself 9.6 9.6 7.4 10.4 9.0 2.185 3.1 10.2 8.0 10.7 9.1 8.016* - 5.6 2.8 4.1 3.7 2.025 

(11-4) Thought trmt wouldn’t work 5.8 4.8 3.1 4.8 4.2 2.078 2.0 5.1 2.3 5.3 3.9 11.115* - 1.4 1.9 2.0 1.8 0.489 

(11-5) It would get better w/out help 1.9 10.1 6.9 8.4 7.8 4.648 3.1 7.0 6.1 7.8 6.8 3.994 - 2.8 1.9 2.7 2.3 0.903 

(11-6) Worried what others think 1.9 6.7 2.6 2.0 3.2 11.009* 2.0 3.7 2.9 3.2 3.1 0.858 5.6 4.2 0.9 1.4 1.7 5.263 

(11-7) Scared of being hospitalized 3.8 3.4 3.6 2.8 3.3 0.412 - 3.7 2.7 2.0 2.4 5.195 - 4.2 0.5 - 0.7 15.486** 

Structural Barriers                   

(11-8) Health ins. wouldn’t cover 3.8 9.6 5.1 7.9 6.9 5.595 7.1 5.8 5.5 5.5 5.6 0.481 11.1 9.7 3.7 2.0 3.8 11.863** 

(11-9) Trmt didn’t work before 5.8 5.3 1.5 3.1 3.1 7.822* 1.0 3.4 1.5 3.1 2.4 6.429 - 2.8 0.9 1.4 1.3 1.647 

(11-10) Trmt would be too expensive 11.5 7.2 4.3 8.1 6.6 6.773 5.1 8.1 5.5 7.6 6.4 4.094 5.6 6.9 2.8 2.4 3.2 4.349 

(11-11) Transp., childcare, schedule conflicts 3.8 3.8 3.8 4.8 4.2 0.511 1.0 3.4 2.5 3.1 2.8 1.960 5.6 1.4 1.4 1.0 1.3 2.652 

(11-12) Couldn’t get appointment - 1.0 0.3 0.3 0.4 2.206 1.0 1.0 0.1 0.3 0.4 5.786 - 2.8 - - 0.3 14.660** 

(11-13) Dislike available options 1.9 1.9 1.0 2.0 1.6 1.321 2.0 1.4 1.2 2.3 1.7 2.980 - 4.2 0.5 0.7 1.0 8.366* 

(11-14) Unsure where to go for trmt 7.7 10.1 6.6 6.7 7.4 2.759 1.0 9.5 5.9 7.6 6.9 10.178* - 6.9 2.8 2.0 2.8 5.585 

Note: MHS = Mental Health Service 

Trmt = treatment, Transp. = transportation,  child. = childcare,  sched. = scheduling 
*
 p<0.05, 

**
p<0.01, 

***
p<0.001 

Cells with matching superscript letter designations are significantly different from one another.  
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Table 12: Racial/Ethnic Distribution of Reasons for Misusing MHS 

 

 

 
18 – 29 years (n=1185) 

% of group who endorsed 

30 – 54 years (n=2301) 

% of group who endorsed 

55+ years (n=697) 

% of group who endorsed 

Reason 

Asian 
n=78 

Hispanic 
Latino 

n=263 

Black 
n=443 

White 
n=401 

All χ2 
Asian 
n=140 

Hispanic 
Latino 

n=437 

Black 
n=909 

White 
n=815 

All χ2 
Asian 
n=32 

Hispanic 
Latino 

n=106 

Black 
n=250 

White 
n=309 

All χ2 

Attitudinal Barriers                   

(12-1) Problem got better by itself a,b,c 29.5 24.7 16.3 15.0 18.6 17.742*** 22.9 26.3 17.5 12.0 17.6 43.114*** 21.9 32.1 13.6 5.8 13.3 49.302*** 

(12-2) Problem was not that bad a,b,c 21.8 15.6 9.3 7.5 10.9 21.572*** 19.3 19.9 12.7 8.7 13.0 36.588*** 25.0 25.5 9.6 2.9 9.8 54.625*** 

(12-3) Could handle problem yourself  a,b,c 29.5 20.9 14.2 17.0 17.6 13.168** 21.4 29.1 20.2 15.8 20.4 30.756*** 18.8 27.4 13.6 6.8 12.9 31.206*** 

(12-4) Thought trmt wouldn’t work  a,b 15.7 13.8 10.4 12.6 12.3 2.882 12.1 16.2 9.9 12.6 12.2 11.090* 17.2 18.1 8.2 8.0 9.9 11.838** 

(12-5) Prob would get better w/out trmt b 1.9 10.1 6.9 8.4 7.8 4.648 3.1 7.0 6.1 7.8 6.8 3.994 - 2.8 1.9 2.7 2.3 0.903 

(12-6) Worried what others think a,b,c 6.4 11.0 5.6 4.5 6.5 12.076** 7.1 11.4 6.2 5.2 6.9 18.769*** 6.2 8.5 5.2 2.3 4.4 8.117* 

(12-7) Scared of being hospitalized a,b 4.3 9.3 5.6 5.1 6.2 6.117 4.5 10.4 5.6 5.4 6.2 15.669** 6.9 12.4 5.1 1.4 4.5 23.556*** 

(12-8) You moved c - 2.9 6.3 6.7 4.8 1.496 17.6 9.1 3.3 5.3 6.7 5.106 - - - -   

(12-9) Felt out of place c 7.1 14.3 9.4 17.8 13.5 1.675 17.6 16.4 11.5 5.3 11.1 4.835 - - - 12.5 5.6 2.647 

(12-10) Family wanted you to quit c - 2.9 3.1 2.2 2.4 0.457 - 1.8 1.6 1.3 1.4 0.326 - - - -   

Structural Barriers                   

(12-11) Inadequate health insurance a,b,c 10.3 13.3 7.2 9.2 9.5 7.223 10.7 10.3 8.5 7.2 8.5 4.355 15.6 13.2 7.6 2.9 6.7 18.560*** 

(12-12) Trmt didn’t work [past /present] a,b,c 7.7 9.5 3.8 5.7 6.0 9.863* 11.4 9.4 5.0 5.5 6.4 16.663** 6.2 6.6 3.6 3.2 4.0 2.855 

(12-13) Trmt too expensive a,b,c 19.2 12.5 7.4 10.5 10.4 11.991** 15.7 16.0 8.9 10.4 11.2 18.327*** 9.4 14.2 6.8 3.6 6.6 14.854** 

(12-14) Transp., child., schedule conflicts a,b,c 6.4 6.8 6.5 7.0 6.8 0.082 7.1 11.9 6.1 4.9 6.8 23.290*** 12.5 9.4 4.4 1.6 4.3 17.409** 

(12-15) Couldn’t get appointment a,b,c 2.6 3.4 0.7 0.7 1.4 11.184* 4.3 5.5 1.1 0.9 2.0 39.250*** 6.2 6.6 1.6 - 1.9 22.334*** 

(12-16) Dislike available options a,b 2.9 4.9 3.2 2.8 3.4 2.417 5.3 6.7 2.8 5.5 4.7 12.471** 6.9 6.7 3.5 2.6 3.7 4.725 

(12-17) Unsure where to go for trmt a,b 14.3 17.9 10.6 13.1 13.3 7.803* 10.6 20.1 12.2 16.0 15.0 17.342** 13.8 17.1 8.2 5.2 8.3 16.528** 

(12-18) Time consuming, inconvenient a,b 11.4 10.4 8.4 10.9 9.9 2.001 9.8 13.9 8.5 12.2 11.0 11.313* 13.8 14.3 5.5 3.7 6.2 18.483*** 

(12-19) Bad experience with providers c 7.1 17.1 6.3 22.2 15.1 4.546 5.9 14.5 8.2 13.3 11.5 1.924 - - 10.0 31.3 16.7 4.770 

(12-20) Treated unfairly c - 5.7 3.1 6.7 4.8 1.319 - 3.6 6.6 5.3 4.8 1.477 - - 10.0 12.5 8.3 1.309 

(12-21) Policies were a hassle c - 8.6 3.1 6.7 5.6 1.896 - 10.9 4.9 2.7 5.3 5.464 - 16.7 - - 2.8 5.143 

Note: MHS = Mental Health Service 

Trmt = treatment,  prob = problem,  transp. = transportation,  child. = childcare 
* p<0.05, **p<0.01, ***p<0.001 
a denotes inclusion of those participants who delayed seeking MHS: (18-29) n=247, (30-54) n=676, (55+) n=143 
b denotes inclusion of those participants who refused to seek MHS: (18-29) n=1031, (30-54) n=1929, (55+) n=615 
c denotes inclusion of those participants who quit their course of MHS trmt early: (18-29) n=129, (30-54) n=310, (55+) n=36 
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needs (see Table 9), older adults 55+ were significantly less likely than their younger 

counterparts to have cited as reasons “The problem got better on its own (Table 9, Row 1)[9-1],” 

(χ
2
=10.110; p<0.01), “I thought I could handle the problem on my own (9-3),” (χ

2
=11.657; 

p<0.01), “I thought the problem would get better without help (9-5),” (χ
2
=10.219; p<0.01), and 

“I was scared of being hospitalized (9-7),” (χ
2
=7.637; p<0.05).  Black respondents’ endorsement 

of these barriers followed a similar pattern, although the differences were only significant for 9-3 

& 9-5 (χ
2
=7.098; p<0.05 and χ

2
=7.216; p<0.05, respectively).  Again, similar (but non-

significant) age-related patterns were found for Hispanic/Latino and Asian respondents who 

refused MHS for 9-3 and 9-5, but not for 9-1 or 9-7.  These data are summarized in Figure 4. 

Age and structural barriers.  Among non-Hispanic Whites who refused to seek care for 

their mental health problems, older adults (55+) were significantly less likely than younger 

Whites to have encountered barriers such as inadequate health insurance (χ
2
=10.110; p<0.01), 

treatment expense (χ
2
=10.895; p<0.01), transportation, childcare, or scheduling conflicts 

(χ
2
=7.540; p<0.05), uncertainty about where to go for MHS (χ

2
=11.260; p<0.01), or time 

constraints or inconvenience (χ
2
=8.137; p<0.05).  Similar, but non-significant effects of age were 

observed for reasons including, “Treatment did not work in the past,” and “I disliked the 

available service options,” among Whites.  Corresponding patterns of lower endorsement of 

structural barriers among older adults were observed for the Black/African American subsample, 

although none of these reached significance.  Endorsement of structural barriers was more evenly 

distributed across age groups for Asians and Hispanic/Latino respondents. 
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9-3 = “I thought I could handle the problem myself.”  9-7 = “I was scared of being hospitalized.” 

 



 

 34 

Race/ethnicity and attitudinal barriers.  Among adults 55+ (see Table 10), we found that 

Asian respondents were less likely than other groups to have delayed seeking care because “The 

problem got better on its own,” (χ
2
=9.640; p<0.05).  Also across age groups, we found that 

Whites were less likely than racial/ethnic minorities to have delayed care because they “thought 

treatment would not work,” although this observation was non-significant for the oldest age 

group. 

For all misusers (see Table 12), the racial/ethnic distribution of citing the reasons, “The 

problem got better on its own (12-1),” “The problem was not that bad (12-2),” and “I thought I 

could handle the problem on my own (12-3),” followed a similar pattern.  Hispanics/Latinos and 

Asian respondents were most likely to misuse care due to these reasons, with Blacks and Whites 

least likely; the differences between racial/ethnic groups were significant for all age groups, and 

increased in magnitude with increasing age. 

Among those respondents who either delayed seeking MHS or refused to seek care 

altogether, two reasons for misuse displayed differing patterns across age groups.  For the 

reason, “I thought that treatment would not work (12-4),” there were no significant racial/ethnic 

differences in endorsement among the 18-29 year olds.  However, among middle-aged adults, 

Hispanic/Latino respondents were more likely to be skeptical about MHS, while Blacks were 

least likely (χ
2
=11.090; p<0.05); among the oldest adults, both Asians and Hispanics/Latinos 

were significantly more likely to endorse the barrier than Blacks or Whites (χ
2
=11.838; p<0.01).  

The racial/ethnic distribution of endorsement of barrier [12-4] by age group is illustrated by 

Figure 5.   
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Figure 5: Racial/Ethnic Differences in Endorsing the Reason, “I Thought Treatment  

Would Not Work” 

 

 

Across all age groups, Hispanic/Latino adults were most likely to misuse care due to fear 

of being hospitalized against their will (12-7).  This difference became significant for the 30-54 

year old group (χ
2
=15.669; p<0.01), and among the oldest group, the pattern held, with the 

addition of White older adults being highly unlikely to fear hospitalization (χ
2
=23.556; p<0.001; 

see Figure 6). 

 

Figure 6: Racial/Ethnic Differences in Fear of Hospitalization 
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Race/ethnicity and structural barriers.  Asian and Hispanic/Latino respondents from all 

age groups were more likely than Blacks or Whites to report that they misused MHS because 

they could not get an appointment (12-15), and these differences were largest in the middle and 

oldest age groups ([18-29] χ
2
=11.184, p<0.05; [30-54] χ

2
=39.250, p<0.001; [55+] χ

2
=22.334, 

p<0.001).  Figure 7 depicts this trend.  

 

Figure 7: Racial/Ethnic Differences in Difficulty Getting an Appointment 
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MHS because treatment was not working were considered along with those who delayed care 

(10-8), however, the pattern of significantly higher endorsement by Asians and 

Hispanics/Latinos than by Blacks and Whites emerged, and was consistent across all age groups 

(although non-significant for the 55+ age group; see 12-12). 

Treatment expense also exerted contradictory influences across age groups (12-13).  That 

is, for 18-29 year olds, Asians were most likely to have considered MHS too expensive, and 

Blacks the least (χ
2
=11.991, p<0.01); for the 30-54 year olds, Hispanic/Latinos and Asians were 

both more likely, with Blacks again the least (χ
2
=18.327, p<0.001); and for the oldest adults, 

Hispanic/Latino respondents were most likely to cite treatment expense as a reason for misusing 

care, and Whites the least (χ
2
=14.854, p<0.05; Figure 8).   

 

Figure 8:  Racial/Ethnic Differences in Endorsement of Treatment Expense  

as a Barrier to MHS Use 
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Among those 55+ who misused MHS, inadequacy of health insurance (12-11) was most 

likely encountered as a barrier to proper use by Asians and Hispanics/Latinos (χ
2
=18.560, 

p<0.001), but no significant racial/ethnic differences were observed in other age groups.  The 

racial/ethnic distribution of misusers’ citing transportation, childcare, or scheduling conflicts as 

reasons for their failure to properly utilize MHS (12-14) became increasingly variable with 

increasing age, as did their citing the time consuming nature or inconvenience of MHS use (12-

18).  That is, for 18-29 year olds, no significant differences across racial/ethnic groups were 

observed for either barrier.  Among 30-54 year olds, Hispanics/Latinos were significantly more 

likely to have encountered such barriers ([12-14] 11.9% of Hispanics/Latinos, and [12-18] 

13.9%); Whites were least likely to have had transportation, childcare or scheduling conflicts, 

(4.9%; χ
2
=23.290, p<0.001); and Blacks were least likely to have considered treatment too time 

consuming or inconvenient (8.5%; χ
2
=11.313, p<0.05).  However, for the oldest adult group, 

Asian and Hispanic/Latino respondents were most likely to endorse both barriers, while Blacks 

and Whites were substantially less likely ([12-14] χ
2
=17.409, p<0.01; [12-18] χ

2
=18.483, 

p<0.001). 
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4.  DISCUSSION 

 This examination of improper MHS utilization and underlying causes serves to integrate 

some of the disparate findings from the largely disconnected bodies of literature regarding MHS 

use by older adults and racial/ethnic minorities.   

MHS Utilization by Older Adults 

First, in contrast to much of the existing MHS use literature (Karlin et al., 2008; 

Mackenzie et al., 2010; Pettigrew, Donovan, Pescud, Boldy, & Newton, 2010), we found that 

older adults in this nationally representative sample of MHS users were less likely than their 

younger counterparts to misuse mental healthcare – including failure to seek services altogether.  

One plausible explanation for this finding is that older adults are far more likely than younger 

adults to utilize medical health services on a regular basis and to have regular check-ups, in 

general (Bernstein, Hing, Moss, Allen, Siller, & Tiggle, 2003; Nie, Wang, Tracy, Moineddin, & 

Upshur, 2008).  They are also more compliant with doctors’ recommendations (which may, in 

some cases, be for treatment or evaluation by a mental health professional), and more adherent to 

medication or other treatment regimens prescribed to them than middle-aged or younger adults 

(Jin, Sklar, Min Sen Oh, and Li, 2008; Neupert, Patterson, Davis, & Allaire, 2011).  With the 

recent societal shift toward destigmatization of mental illness (e.g., Corrigan & Watson, 2002; 

Graham et al., 2003; or Rüsch, Angermeyer, & Corrigan, 2005) and toward the biophysiological 

understanding of psychiatric disorder and its treatment (Phelan, 2002; Lam, Salkovskis, & 

Warwick, 2005), older adults may become more open to the notion of psychological wellbeing as 

part of routine overall health maintenance.  Their proportionally higher usage of MHS, compared 

to younger adults, may stem from their generally more consistent use of healthcare services of 
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any kind.  Our observations’ incompatibility with earlier findings about older adults and MHS 

could reflect the changing popular stance regarding mental health. 

Racial/Ethnic Minorities and MHS Utilization 

Conversely, in keeping with the general consensus of race/ethnicity and MHS research 

(e.g., Abe-Kim et al., 2007; Gonzalez, Alegria, Prihoda, Copeland, & Zeber, 2008; González et 

al., 2010; Kim et al., in press; Wang et al., 2005; Sorkin, Pham, & Ngo-Metzger, 2009), we 

found that belonging to any of the three minority racial/ethnic categories (Asian, 

Hispanic/Latino, and Black/African American) was associated with a higher likelihood of MHS 

misuse that was not accounted for by less education, lower income, or any of the other 

demographic covariates for which we controlled.  This finding is complicated, however, by the 

consideration of different types of MHS misuse.  For example, we found that Black/African 

American respondents were significantly less likely than non-Hispanic Whites to have delayed 

seeking services for their mental health problems, but significantly more likely to have refused 

MHS. 

Socioeconomic status and MHS misuse.  The consideration of sociocultural and 

socioeconomic factors can help to explain some of these racial/ethnic variations.  The subtype-

dependent patterns of MHS misuse we observed across  racial/ethnic status were mirrored by the 

effects of increasing financial burden and decreasing levels of educational attainment.  That is, 

Black respondents, those with lower income, and those having attained less education were 

significantly more likely to have failed to seek care altogether.  Thus, these groups did not have 

the opportunity to either delay care or prematurely terminate a course of treatment, because they 

never began using MHS (hence, the significantly lower likelihood of delaying care for all the 

aforementioned groups).  As shown in Table 3, the Black/African American sample in our study 
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had a significantly lower mean income than all other racial/ethnic groups, and lower educational 

attainment than Whites and Asians, suggesting that their lower socioeconomic status (SES) may 

have largely prevented them from utilizing any MHS.  Hispanic/Latino respondents (who had the 

least education and second-lowest level of income) were significantly more likely than Whites to 

delay or prematurely terminate MHS.  This observation may suggest that their socioeconomic 

status allowed them to seek care, but prevented them from doing so promptly upon recognizing 

the need for care or from successfully completing a full course of treatment.  Finally, Asian 

respondents (i.e., those with the highest incomes and levels of education amongst all racial/ethnic 

groups) were least likely to refuse care altogether, perhaps because they could most easily afford 

MHS, but most likely to quit using MHS before their provider recommended they do so.  There 

are many possible reasons for Asians’ higher dropout rates (some of which are discussed below), 

but one SES-related reason might be that more affluent MHS consumers can more easily switch 

from one source of care to another, if they are dissatisfied.  Similarly, they may be more likely to 

discontinue services (e.g., for reasons of personal convenience) with the confidence that they will 

be financially able to resume therapy in the future. 

To summarize (see Figure 9), we found that adults from all three racial/ethnic minority 

groups – Asians, Hispanics/Latinos, and Blacks/African Americans – were more likely to misuse 

MHS than Whites.  In general, Black/African American respondents were far more likely to 

refuse MHS altogether (and therefore less likely to delay or prematurely terminate such services) 

than any other racial/ethnic group.  Both Hispanics/Latinos and Asians were more evenly 

distributed in their forms of misuse – both refused care at slightly lower rates than Whites, but 

Hispanics/ Latinos were more likely to delay or quit MHS, and Asians were far more likely to 

quit care that they had started receiving.  The coincidence of the racial/ethnic differences and 
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Figure 9:  Racial/Ethnic Variations in Types of MHS Misuse 
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Hispanics/Latinos, or Blacks/African Americans).  Perhaps the protective effects of older age 

against inadequate healthcare service use (Bernstein, Hing, Moss, Allen, Siller, & Tiggle, 2003; 

Nie, Wang, Tracy, Moineddin, & Upshur, 2008) are lost on racial/ethnic minorities.  There is 

substantial evidence for lower rates of preventive health care service use among older minorities, 

compared to older Whites (Chen, Daimant, Pourat, & Kagawa-Singer, 2005), so similar patterns 

in MHS use are not inconceivable. 

One mechanism through which this may occur considers the role of SES-related factors 

in the patterns of MHS misuse by the four racial/ethnic groups as they vary by age.  Although 

poverty rates are usually lower among older adults than for the U.S. population in general 

(USDHHS, 2012), the socioeconomic disadvantage associated with racial/ethnic minority status 

persists throughout the lifespan.  While 6.8% of older White Americans fell below the poverty 

line in 2010, the rates were substantially higher for other groups – 14.6% for Asian elders and 

18.0% each for both Hispanics/Latinos and Blacks (Greenberg, 2011).  Their lower 

socioeconomic standing, compared to Whites, may explain the divergent age-trends in misuse by 

racial/ethnic minority groups in our study; that is, although older age is associated with more 

appropriate use of MHS, for racial/ethnic minority elders, this protective factor is nullified by 

their inadequate financial (and social, etc.) resources. 

Take, for example, the patterns of refused care, specifically, across age groups for Black 

and White respondents:  That is, rates were highest for the 18-29 year-old group and lowest for 

the 30-54 age group; though the patterns were similar, Black respondents had a higher overall 

rate of refusal, as noted above (72.0%, versus Whites’ 58.9%, see Table 7).  Both of these 

racial/ethnic groups had moderate rates of MHS refusal for the older adult group (falling between 

the rates for 18-29 and 30-54 year-olds).  Interestingly, these U-shaped distributions of refusal 
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rates for Blacks and Whites closely resemble the distributions and relative positions of poverty 

among those demographics (USDHHS, 2012), with middle-aged adults faring better than their 

younger and older counterparts (see Figure 10).   

 

Figure 10: Rates of Refused MHS for Blacks and Whites versus Rates of Poverty for Blacks and 

Whites Across Age Groups, 2010 
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the importance of assessment for mental health as part of any patient-doctor interaction, and the 

available options for treatment, if deemed necessary. 
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lend support to our hypothesis that the consideration of MHS misuse by racially/ethnically 

diverse older adults should entail more than the mere addition of the adjustments in outreach, 

treatment, and retention strategies for minorities to those for older adults.  Each racial/ethnic 

minority age cohort ought to be treated as a distinct population with unique needs and 

characteristics that warrant different intervention strategies for improving their use of MHS, and 

– furthermore – these considerations ought to vary by the specific racial/ethnic group considered.   

Specifically, we found that older Whites were less likely than younger Whites to delay 

MHS.  In fact, they were less likely to do so than all other age-by-race/ethnicity groups, aside 

from 18-29 year-old Blacks/African Americans.  This drop seemed to account for a large 

proportion of all the age-by-race/ethnicity interaction effects on delaying MHS revealed by our 

logistic regression analyses (Table 4).  In other words, rather than indicating age-related 

increases in delayed care for minority groups, these findings are reflective of the significant age-

related decreases in delaying MHS by Whites.  Therefore, to understand MHS misuse by older 

White adults, it would be most beneficial to focus on the reasons underlying their decreased 

tendency to delay MHS.  Unfortunately, the data we chose to examine did not include 

information about reasons for the appropriate use of MHS. 

Older Whites’ Barriers to MHS Use 

The most common type of misuse among older Whites was failure to seek care 

altogether; thus examination of the reasons for older Whites’ refusal of care might yield the most 

accurate information about their misuse overall.  When we explored the reasons cited by older 

Whites for their failure to seek MHS, we found that they were more likely to cite attitudinal 

barriers (e.g., “I thought I could handle the problem myself,” or “I thought the problem would 
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get better without help”) than structural; in fact, among Whites who refused MHS, older adults 

55+ endorsed all structural barriers at the lowest rates of the three age groups. 

These attitudes toward mental illness are consistent with others’ findings (Karlin et al., 

2008; Mackenzie et al., 2010; Pettigrew et al., 2010; Quinn et al., 2009; Yang & Jackson, 1998) 

that a lack of perceived need for MHS impedes the appropriate utilization of such services.  The 

older Whites in our sample who were identified as in need of MHS, but never sought care, 

reported that they did not feel they needed it.  Their endorsed reasons suggest that either (1) they 

viewed their conditions as insignificant or temporary and therefore not deserving of help, or (2) 

they did not believe that MHS would be helpful, anyway.  Such beliefs may stem from failure to 

recognize the symptoms of mental illness, stigmatization of mental illness and its treatment, a 

desire for independence from external sources of care, or lack of education about the usefulness 

of psychotherapy (Pettigrew et al., 2010; Quinn et al., 2009; Yang & Jackson, 1998).  These 

results indicate that future efforts to improve older adults’ MHS usage should focus on educating 

the public about recognizing the early signs of mental illness and the consequences of neglecting 

to seek care – especially for older adults – as well as on normalizing the experience of mental 

illness and using MHS.  Because of the stigma that already surrounds the use of MHS, this 

education might best be provided to older adults via trusted sources, rather than directly from 

mental health professionals (e.g., primary care physicians, church leaders, or organizers of 

community events/programs for older adults). 

Older Blacks’/African Americans’ Barriers to MHS Use 

Age differences observed among Blacks/African Americans for delaying and refusing 

care were largely accounted for by higher rates of misuse by the 18-29 year-old group and lower 

rates for the 30-54 year-olds.  Older adults fell between the two younger groups and did not 
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differ significantly from either; thus the most notable observation regarding Blacks/African 

Americans 55+ was their extremely high likelihood of refusing MHS, compared to their Asian, 

Hispanic/ Latino, and White age-mates.  As refusal of care made up 82% of all misuse by Black 

elders, we sought to examine their reasons for failing to seek MHS, as well.  The barriers most 

frequently endorsed by Blacks/African Americans, aged 55+ included, “The problem got better 

on its own,” and “My health insurance wouldn’t cover it,” followed by “I thought I could handle 

the problem on my own,” “Treatment was too expensive,” and “I was unsure where to go or who 

to see for treatment.”  However, despite their high likelihood of refusing MHS, Black elders 

generally endorsed barriers to MHS at lower rates than any other racial/ethnic group.    

Aside from the proposed responses to lack of perceived need for MHS, as discussed for 

Whites, above, these findings indicate the importance of increasing accessibility to services for 

older Blacks/African Americans.  Public education about available sources of MHS could 

increase these older adults’ awareness of their options for MHS – including those offering 

services at lower costs.  However, this cannot succeed unless more (and more affordable) options 

are actually made available and accessible to these populations.  Policy changes to (1) facilitate 

the expansion of MHS to underserved areas and areas easily accessed by older racial/ethnic 

minorities, and (2) to increase availability and decrease costs of insurance plans that cover MHS, 

are needed in order to initiate progress toward these improvements. 

Older Asians’ Barriers to MHS Use 

In contrast to the patterns of misuse among White and Black/African American 

respondents, for Asians and Hispanics/Latinos, older age was associated with drops in rates of 

refused care, while delaying MHS and quitting MHS saw relatively stable age trends – with rates 

consistently higher than those for Blacks/African Americans and Whites.  Asian 18-29 year-olds 
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and 30-54 year-olds had similar rates of refusal (53.6% and 56.6%, respectively), but there was a 

steep drop in this type of misuse for the 55+ age group (to 37.5%).  Instead, older Asians were 

more likely to properly utilize MHS.  Additionally, when compared to their Hispanic/Latino, 

Black/African American, and non-Hispanic White age-mates, Asian elders were more likely to 

both delay care and to quit using services before their provider recommended they do so.  

Therefore, we can most accurately gain an understanding of older Asians’ misuse of MHS by 

examining those barriers they encountered to prompt and consistent use of MHS.  We found that 

the obstacles most frequently encountered by Asian delayers aged 55+ were intrinsic or 

attitudinal barriers to using services.  Among Asian respondents who delayed seeking MHS after 

perceiving that they needed them, older adults 55+ were more likely than younger Asians to cite 

attitudinal reasons including, “The problem didn’t bother me much at first,” “I thought treatment 

wouldn’t work,” and “I was scared of being hospitalized against my will,” (see Figure 11). 

As with the non-Hispanic White and Black/African American subsamples (across age groups), 

we found that Asians were less likely to have endorsed structural barriers than attitudinal ones.  

However, of the eight structural barriers offered to MHS-delaying Asians, four were endorsed 

most frequently by the older adult group compared to the two younger age groups.  These 

included (1) transportation, childcare, or scheduling conflicts, (2) difficulty getting an 

appointment, (3) dissatisfaction with the available service options, and (4) the 

inconvenience/time-consuming nature of treatment (displayed in Figure 12).  Unfortunately, due 

to insufficient sample size, we were unable to draw any conclusions with regard to age 

differences in the reasons Asian respondents cited for their early termination of services. 
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Figure 11:  Attitudinal Reasons for Delaying MHS among Asians 

 

 

 

 

Figure 12:  Structural Reasons for Delaying MHS among Asians 
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The implications and possible solutions for the attitudinal barriers endorsed by Asian 

respondents, 55+, are likely very similar to those listed for older Whites.  Although Asians 

differed from the previously discussed racial/ethnic groups in that they indicated fear of 

hospitalization as a barrier to seeking care, this belief likely emanates from the general 

misinformation regarding the nature and potential of MHS.  Attempts to educate the public about 

the typical experience of a MHS user could assuage this fear.  Next, the combination of structural 

barriers endorsed by Asian elders who delayed seeking care was reflective of the Asian 

subgroup’s higher levels of income and education.  That is, Asian older adults were less likely 

than any other racial/ethnic subgroup of 55+ year-olds to cite treatment expense as an obstacle to 

receiving MHS.  They were more likely, however, to cite difficulty getting an appointment.  This 

indicates that, although service options may be available and even affordable, something 

obstructs older Asians’ access to making appointments to utilize these services; even those with 

sufficient financial means have trouble accessing MHS.  Unfortunately, this may serve as 

another indicator of the inadequacy of the current MHS system.  One factor shown to impede 

older Asians’ access to MHS is English language proficiency (Kim et. al, 2010).  Even if 

services are available, culturally-sensitive community outreach efforts will consider barriers like 

language, among others, to increasing community members’ awareness of and access to the 

available MHS. 

Older Hispanics’/Latinos’ Barriers to MHS Use 

Hispanic/Latino respondents across all age groups were significantly less likely to refuse 

MHS than Blacks/African Americans, but they did not differ significantly from either Asian or 

White respondents.  Their likelihood of refusing to seek services decreased significantly with 

increasing age, in a more linear fashion than it did for Asian respondents.  Rates of delayed care 
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were similar for Hispanic/Latino respondents and Whites in the two younger age groups; 

however, among adults 55+, we saw a stark drop in the proportion of Whites who delayed 

seeking MHS (from 24.5% to 11.7%), while rates for Hispanics/Latinos remained relatively 

stable (25.9% for 30-54 year-olds, and 23.4% for adults 55+).  This may constitute another 

example of the protective effects of older age being lost on racial/ethnic minorities, but an 

examination of older Hispanics/Latinos’ cited reasons for delaying care can yield more specific 

information to this end.   

As with the three other racial/ethnic groups, Hispanics/Latinos of all ages were more 

likely to endorse attitudinal than structural barriers.  Among Hispanics/Latinos who delayed care, 

we found few significant age differences in barriers endorsed; however, consideration of the 

combination of information provided in Tables 8 and 10 reveals some interesting observations.  

For example, we found that Hispanics/Latinos in the 55+ age group were more likely than their 

younger counterparts to endorse the attitudinal barriers “I thought the problem would get better 

on its own,” “The problem didn’t bother me at first,” and “I didn’t think treatment would work,” 

(see Figure 13).   

With regards to structural barriers (see Figure 14), older Hispanics/Latinos reported 

having encountered “transportation, childcare, or scheduling conflicts” more frequently than 

younger Hispanics/Latinos, and more frequently than any other 55+ year-olds (aside from Asian 

elders, whose rates were equivalent).  The oldest Hispanic/Latino subgroup was also more likely 

than Hispanic/Latino 18-29 and 30-54 year-olds and older adults from all three of the other 

racial/ethnic groups to feel that treatment would be “time consuming or inconvenient.”  Finally, 

among adults 55+, Hispanics/Latinos cited uncertainty about “where to go or who to see for 

treatment” more frequently than any other racial/ethnic group.  
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Figure 13: Reasons for Delaying MHS among Hispanics/Latinos 

 

 

 

Figure 14:  Comparison of Structural Barriers to Using MHS (Delayed Care) 
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These observations warrant recommendations similar to those given for each of the other 

racial/ethnic groups of older adults – namely, that increased accessibility of and knowledge about 

MHS could improve utilization rates.  One intriguing finding is the endorsement of time and 

transportation/childcare/scheduling conflicts as obstacles to seeking treatment promptly by both 

Asian and Hispanic/Latino elders.  As Table 3 reveals, these two racial/ethnic groups have 

significantly lower average ages than do Whites and Blacks/African Americans.  It could be that 

most of the adults in the Asian and Hispanic/Latino 55+ age groups are younger than those in the 

Black/African American and White 55+ groups, and therefore are more likely to have children or 

to still be in the workforce.  Such factors would undoubtedly contribute to the time constraints 

and scheduling conflicts that might interfere with utilization of MHS.  Accordingly, we would 

expect such factors to be present to an even greater degree among the middle age groups – and, 

indeed, we find that overall, 30-54 year-olds are the most likely to delay seeking MHS.  

However, there are no cases in which either of the aforementioned structural barriers 

(time/inconvenience or transportation/childcare/scheduling) were endorsed more frequently by 

the middle age-groups than by older or younger adults.  Future research should investigate these 

barriers in older Asians and Hispanics/Latinos in more detail; however, this lies outside the 

scope of the present study. 

Limitations 

Some study limitations should be discussed.  Conducting so many analyses may have 

inflated the probability of making Type I errors.  Additionally, our correlational analyses of the 

associations of age and delayed and refused MHS yielded significant but very small associations 

of age and MHS use across racial/ethnic group and type of misuse.  Subsequent findings of 

significant age or racial/ethnic differences in MHS use should be interpreted accordingly; that is, 
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the small disparities that were identified as significant in our large sample may be more useful 

for consideration in large-scale, policy-related decision making than for application by individual 

clinicians or small MHS delivery systems.   

Next, our use of secondary data forced us to select items that served as proxies for the 

constructs we wished to measure (e.g., need for MHS), and therefore may limit the 

generalizability of our results.  Specifically, our examination of barriers to proper MHS use was 

limited by the checklist of options offered to identified misusers as possible reasons for their 

misuse.  Allowed to answer freely, subjects may have provided very different responses.  

Additionally, we found that rates of endorsement of individual barriers were consistently highest 

for those barriers offered earlier in the list of options.  Randomization of the order of these 

answer choices across participants may have yielded different patterns of endorsement.   

Other problems arising from our use of the CPES dataset included small sample sizes for 

older adults and for Asians in particular; certainly, we were able to observe more significant 

differences among the youngest and middle-aged groups and Whites than among the older adults 

and racial/ethnic minority groups, respectively, despite similar patterns of barrier endorsement 

across groups in some cases.  Additional information about subjects’ geographical locations and 

the availability of MHS in those areas was not accessible, and could have altered our 

interpretation of the subjects’ misuse of MHS and their cited reasons for doing so.  Furthermore, 

the categorization of respondents into four race/ethnicity groups undoubtedly conceals extensive 

within-group differences.  The consideration of racial/ethnic subgroups (e.g., Afro-Caribbean 

versus African American, both of which are subsumed under the category “Black/African 

American; Chinese, Filipino, Indian, Korean, Vietnamese, etc., all compressed into the “Asian” 

group), as well as nativity, immigration status, and number of years or generations in the U.S. 
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might reveal significant differences in the types of barriers encountered by subgroups to proper 

utilization of MHS. Finally, the data from CPES are now a decade old.  Rates of MHS use and 

misuse as well as general societal attitudes toward mental illness and MHS have undoubtedly 

changed in the intervening years, and thus further limit the generalizability of our results. 

Conclusions 

Future research should aim to collect primary data designed specifically to address the 

questions at hand, and more straightforward criteria should be established for the definitions of 

“misuse” and “proper use.”  Although the present analysis provides valuable information about 

older adults’ attitudes toward MHS by making comparisons to younger and middle-aged adults 

in a nationally representative sample, future studies might supplement these findings by focusing 

on gathering data specifically from older adults and by oversampling racial/ethnic minority 

populations to improve cross group comparability.  Finally, focused efforts should be made to 

obtain information regarding premature termination of MHS to facilitate quantitative analysis of 

these misusers and their reasons for doing so.  These data represent those individuals who gained 

access to MHS and subsequently discontinued them, yielding implications for MHS providers 

and their practices (which may be more easily implemented than system-wide or policy changes, 

and more quickly begin making steps toward improving MHS utilization rates). 

In conclusion, our findings highlight patterns and underlying causes of this misuse that 

can serve as starting points for efforts toward improvement.  For example, across racial/ethnic 

groups, older adults could benefit from education about the causes, symptoms, and consequences 

of mental health issues, as well as about the nature, potential benefits, and availability of MHS.  

Black/African American elders, especially, could benefit from increased availability of 

affordable services and expanded opportunities for financial assistance with MHS.  More 
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proactive community outreach efforts could help to make Hispanic/Latino elders aware of the 

service options available to them.  Extended clinic hours or additional MHS provider options in 

underserved or isolated locations could help to minimize Hispanic/Latino and Asian older adults’ 

barriers to promptly seeking care upon recognizing the need for MHS.  Those barriers to proper 

utilization of MHS identified in our analyses can serve as a springboard for further investigations 

and as an impetus for clinical renovations, community outreach planning, and systemic policy 

changes that will improve mental health and overall wellbeing of older adults from any racial or 

ethnic group.
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