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Abstract

Racial/ethnic minority populations underutilize mental health services, even relative to psychiatric disor-
der, and differences in perceived need may contribute to these disparities. Using the Collaborative Psychi-
atric Epidemiology Surveys, we assessed how the intersections of race/ethnicity, gender, and socioeco-
nomic status affect perceived need. We analyzed a nationally representative sample of U.S. adults
(18 years or older; N = 14,906), including non-Latino whites, Asian Americans, Latinos, African
Americans, and Afro-Caribbeans. Logistic regressions were estimated for the total sample, a clinical
need subsample (meets lifetime diagnostic criteria for a psychiatric disorder), and a no disorder subsample.
Perceived need varies by gender and nativity, but these patterns are conditional on race/ethnicity. Men are
less likely than women to have a perceived need, but only among non-Latino whites and African Ameri-
cans. Foreign-born immigrants have lower perceived need than U.S.-born persons, but only among Asian
Americans. Intersectional approaches to understanding perceived need may help uncover social processes
that lead to disparities in mental health care.
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INTRODUCTION

Consistent variation in mental health services uti-

lization across social strata can be indicative of

mental health care disparities when these differen-

ces are due to access barriers and persist net of

need for services. The limited use of mental health

services among racial/ethnic minority groups rela-

tive to non-Latino whites is of critical concern

because these disparities remain even after adjust-

ing for clinical need and other dimensions of

social status (e.g., Abe-Kim et al. 2007; Alegrı́a

et al. 2002, 2008; Jackson et al. 2007; Neighbors

et al. 2007). Existing research on mental health

care disparities examines the role of policies, pro-

vider practices, and differential access, often over-

looking attitudes and perceptions about mental

illness and its treatment. The presence of a psychi-

atric disorder, a commonly used but imperfect

indicator of need for services (Druss et al. 2007;

Mechanic 2003; Tuithof et al. 2016), is a major

influence on help-seeking behaviors (Alegrı́a

et al. 2007; Jang et al. 2015; Wang et al. 2005).

Nevertheless, many persons with psychiatric
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disorders, including serious mental illness, do not

self-label as having a disorder, much less one that

requires treatment (Kessler et al. 2001; Mojtabai

et al. 2011). Perceiving a need for mental health

care, an element of the self-labeling process, is

a pivotal precursor to voluntary help-seeking (Moj-

tabai et al. 2011; Mojtabai, Olfson, and Mechanic

2002; Narendorf and Palmer 2016) and is thought

to contribute to racial/ethnic disparities in mental

health care utilization (Nadeem, Lange, and Miranda

2009), but little is known about the social distribu-

tion of perceived need, especially between and

within racial/ethnic groups. The current study exam-

ines perceived need as a type of self-labeling and the

extent to which it varies across lines of social demar-

cation, focusing on the intersections of race/ethnicity

with two other status characteristics with strong links

to both mental health and treatment—gender and

socioeconomic status (SES).

Perceived Need for Mental Health
Care

We conceptualize perceived need for mental health

care as a person’s awareness that something is

wrong, that what is wrong relates to his or her men-

tal health, and that professional assistance is neces-

sary to overcome it. This perception figures prom-

inently in sociological theories about help-seeking.

The widely used Behavioral Model of Health Serv-

ices Use, for example, posits three main influences

on help-seeking behavior: predisposing characteris-

tics, enabling factors, and need, which includes

actual (biological/clinical) and perceived need

(Andersen and Davidson 2007). Correspondingly,

perceived need is a key element of mental illness

career models (Aneshensel 2013; Karp 1996),

self-labeling theory (Thoits 1985, 2005), and the

network-episode model, which describes the impact

of social support systems and treatment systems on

how individuals view their mental health and

whether they see themselves as requiring help (Pes-

cosolido, Boyer, and Medina 2013).

Perceived need is conceptualized here as an

element of self-labeling theory (Thoits 1985,

2005), which seeks to explain how individuals per-

ceive and label their mental health problems. This

theory posits that individuals experiencing signif-

icant emotional distress are likely to recognize

that their psychological problems require profes-

sional treatment; this self-labeling process then

motivates individuals to voluntarily seek help or

treatment, although not all do so, and in some

cases “voluntary” treatment may not be entirely

voluntary (Thoits 2005, 2011). As summarized

by Moses (2009), Thoits (1985) asserts that three

criteria are necessary for self-labeling to occur:

(1) The individual is assumed to be a well-social-

ized actor who shares the cultural perspectives of

others and understands normative expectations;

(2) norms about acceptable behaviors are clear,

known, and can be applied to oneself or others;

and (3) the individual is motivated to conform to

social expectations. As such, self-labeling requires

the individual to have “knowledge of and accep-

tance of basic psychological dynamics that under-

lie the etiology of mental disorder” and sufficient

material resources to recognize and seek care

(Thoits 2005:105). Therefore, these criteria sug-

gest that variation in cultural orientations, adher-

ence to dominant social norms, and location in

the social system may generate variation in self-

labeling across racial/ethnic groups, especially in

relation to non-Latino whites.

The awareness that something is wrong and

requires treatment often begins with the attribution

of inchoate feelings of distress to proximal events

and circumstances (e.g., job loss), which subse-

quently becomes identified as an internal dysfunc-

tion when the situation changes but the distress

persists (Karp 1996). Thoits (2011:4) cites the per-

son’s self-awareness of emotional reactions to

stressful situations as “inappropriately intense,

recurrent, or prolonged.” In sociological terms,

this realization signifies onset of illness because

it is the perception of the condition as distinct

from any underlying biological malfunction

(Aneshensel 2013).

However, Thoits (2005) notes that differential

self-labeling across social status groups may exist

because socially and economically advantaged

groups (e.g., non-Latino whites, high SES) will

find it “easier” to self-label than others as a result

of better mental health literacy and possession of

sufficient resources to seek care. For instance,

self-labeling is more prevalent among high SES

than low SES adults, resulting in relatively high

rates of voluntary service use (Thoits 2005) and

relatively low probabilities of deflecting a mental

illness identity or label (Thoits 2016). Moses

(2009) demonstrates that self-labeling is a difficult

process for youth, even for those who are in treat-

ment: Only some used psychiatric terms to label

their problems, while others applied different

labels or none at all. Among these youthful

patients, self-labeling was associated with being
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white relative to being a member of a racial/ethnic

minority group; however, generalizability is lim-

ited because the study used a convenience sample

of youth in treatment.

Even though diagnostic status is often equated

with need, these states often do not align well with

people’s self-assessments overall (Pescosolido

et al. 2013), but especially among racial/ethnic

minority groups (Jang et al. 2014). Instead, there

is considerable slippage between the presence of

an underlying disorder and the perception that

one needs help (Kessler et al. 2001; Moses

2009), particularly among black and Hispanic

adults relative to non-Hispanic whites (Jang

et al. 2014). Racial/ethnic minority populations

also face a constellation of life stressors that

may have unique influences on mental illness

and how it is perceived, especially whether treat-

ment is needed. For instance, exposure to every-

day discrimination and residential segregation

may predispose members of racial/ethnic minority

groups to attribute symptoms of psychological dis-

tress to these experiences and situations and not to

an underlying mental disorder. Some African

Americans and Latinos, especially those with

low incomes, interpret symptoms as normal

responses to stressful life situations (Cabassa

et al. 2008; Hines-Martin et al. 2003). In the

case of Asian Americans and Latinos, there also

is a tendency to report somatic complaints in the

face of psychiatric disorders (Cabassa et al.

2008; Yang and Benson 2016), which may impede

the realization of need for services and delay the

consideration of mental health in the health care

context.

Race/Ethnicity and Perceived Need

Some studies report that racial/ethnic minority

groups are less likely than non-Latino whites to

perceive a need for help (Kimerling and Baumrind

2005; Nadeem et al. 2009; Narendorf and Palmer

2016), but others report the opposite (Falck et al.

2007) or find no differences (Ault-Brutus and Ale-

grı́a forthcoming; Mackenzie, Pagura, and Sareen

2010; Mojtabai et al. 2002, 2011). These discrep-

ant findings may be due in part to methodological

factors, such as sampling (e.g., select samples such

as older adults) and implicit omission of some sub-

populations (e.g., recent immigrants via English-

only interviews). In addition, some studies exam-

ine differences for the population overall, control-

ling for psychiatric disorder, while other studies

are limited to persons with disorders. Moreover,

existing research on perceived need has almost

exclusively focused on between-group differences

(Edlund, Unützer, and Curran 2006; Mojtabai

et al. 2002; Nadeem et al. 2009), overlooking

potential heterogeneity within racial/ethnic

groups. A more comprehensive examination of

between- and within-group variation in perceived

need with a sample representative of the popula-

tion and its diversity is essential to the develop-

ment of social explanations for these differences.

While past research on race/ethnicity and per-

ceived need is inconclusive, we expect racial/eth-

nic differences to exist for several reasons. First,

although perceptions about the causes of mental

illness are generally similar across groups

(Schnittker 2013), compared to non-Latino whites,

a greater proportion of other racial/ethnic groups

believe mental illness is caused by social stressors

(Alvidrez 1999; Hines-Martin et al. 2003; Jimenez

et al. 2012). Second, racial/ethnic groups may

respond differently to the presence of a disorder.

For example, there are notable differences in

help-seeking by race/ethnicity. African Americans

and Afro-Caribbeans prefer to seek out informal

supports to a greater extent than non-Latino whites

(Jimenez et al. 2012; Taylor et al. 2011; Wood-

ward et al. 2010). African Americans are more

likely than Caucasians to believe mental health

problems will improve on their own (Anglin

et al. 2008) and also are less likely to believe phar-

macological treatments are acceptable or helpful

(Cooper et al. 2003; Givens et al. 2007). In com-

parison to non-Latino whites, Asian Americans

are less willing to get help from anyone (Jimenez

et al., 2012), and if services are sought, counseling

services are preferred over medications (Givens

et al. 2007). In contrast, some Latinos in primary

care are more likely than non-Latino whites to

endorse a preference for medications (Jimenez

et al. 2012). Yet Givens and colleagues (2007)

also note that in comparison to medications, coun-

seling is a preferred method of treatment among

Latinos with depression. Lastly, attitudes do not

necessarily translate into help-seeking behaviors,

mirroring documented discrepancies in the appli-

cation of expressed attitudes to oneself (Pescoso-

lido et al. 2013). In particular, racial/ethnic minor-

ity groups consistently underuse mental health

services (Cook et al. 2014) despite having more

positive attitudes toward mental health care

(Anglin et al. 2008; Schnittker, Pescosolido, and

Croghan 2005) and beliefs that some forms of
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treatment are beneficial to improving mental

health (Givens et al. 2007; Schnittker et al.

2005)—with the notable exception of psychiatric

medications for some groups (Jimenez et al.

2012; Kasckow et al. 2011; Mojtabai 2009).

Perceived need may also depend on other con-

joined characteristics of race/ethnicity, such as

nativity, English language proficiency (ELP), and

ethnic subgroup identity (e.g., Mexican, Chinese).

Although Asian Americans and Latinos constitute

more than 70 percent of the U.S. immigrant popu-

lation, there is considerable migration from Europe

(Zong and Batalova 2015), and nearly 1 in 10 of all

U.S. immigrants are black, most of whom are from

Caribbean nations (Anderson 2015). White immi-

grant groups in particular may have better general

health literacy than other groups (Sentell and Braun

2012) and therefore be more likely to engage in

treatment-seeking behaviors than other racial/ethnic

immigrant groups. Immigrants and those with poor

ELP also tend to use mental health services infre-

quently, but existing studies mostly have been lim-

ited to Asian Americans and Latinos (Abe-Kim

et al. 2007; Alegrı́a et al. 2007; Bauer, Chen, and

Alegrı́a 2010). Likewise, foreign-born nativity is

negatively associated with perceived need (Sareen

et al. 2005), but its impact among non-Latino

whites and African Americans has been largely

ignored in existing research. ELP and ethnic sub-

group variation in perceived need patterns are

inconclusive (Bauer et al. 2012; Nguyen 2011).

Variation by Gender and SES

Research on race/ethnicity and perceived need

tends to emphasize between-group variation while

controlling for other status characteristics (e.g.,

Ault-Brutus and Alegrı́a forthcoming; Nadeem

et al. 2009), including gender and SES. People

simultaneously belong to multiple social groups

(Mays and Ghavami forthcoming), however, and

the amalgamation of these statuses may impact

perceived mental illness and need for treatment.

Existing research has not taken into consideration

how intersections of race/ethnicity with other

social status categories may impact perceived

need. Studies have typically assumed that multiple

statuses are independent of each other, an assump-

tion implicit in the “main effects” models used in

these studies. As a result, current approaches to

understanding perceived need leave unanswered

questions about combinations of statuses, for

instance, whether one disadvantaged status (race/

ethnicity) magnifies the impact of a second one

(SES), which instead requires the estimation of

“conditional” or “interaction effects” models.

The possibility that individuals can be affected

by multiple disadvantaged statuses has a long his-

tory that is recounted by Nguyen and colleagues

(2013) for the concept of “double jeopardy” as

articulated and applied to elderly black women,

who are especially disadvantaged due to being

black and older, followed by the development of

the concepts of “triple jeopardy” and “quadruple

jeopardy.” Rosenfield (2012) points to the rela-

tively good mental health of African American

women as evidence that the mental health risks

associated with multiple disadvantaged statuses

do not simply summate over these statuses (as

implied by the main effects model and the concept

of double jeopardy) but instead combine in seem-

ingly paradoxical ways, which she attributes to

self-schemas that privilege the self or others.

Thus, approaches that take into account combina-

tions of race/ethnicity, gender, and SES may be

especially useful for understanding the social dis-

tribution of perceived need given that conditional

relationships of this type have been documented

for perceptions and attitudes about mental health

care in general (Gonzalez, Alegrı́a, and Prihoda

2005; Gonzalez et al. 2011; Ojeda and Berg-

stresser 2008). Furthermore, the examination of

these intersections may help unmask complex

relationships among multiple statuses for self-

labeling in particular (Hankivsky and Grace

2015; Mays and Ghavami forthcoming).

Socioeconomic factors such as income and

education—which are associated with positive

attitudes toward treatment (Mojtabai 2009), better

problem recognition (Thoits 2016), and more fre-

quent help-seeking (Cook et al. 2014)—may inter-

sect with race/ethnicity to affect perceived need.

Non-Latino whites and high SES persons are

more knowledgeable about mental illnesses, on

average—that is, have better mental health

literacy—than some racial/ethnic minority groups

and low SES persons, respectively (Alvidrez 1999;

Gonzalez et al. 2005; Jimenez et al. 2012). Better

mental health literacy and higher economic

resources are thought to affect how individuals

identify and respond to their mental health prob-

lems, which may “advantage” certain groups like

non-Latino whites in recognizing a need for

care and seeking treatment. Hence, the benefits

of educational and economic resources for the
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identification of need for treatment and its

response may not extend to racial/ethnic minority

populations in the same ways that it benefits non-

Latino whites. For example, SES is not as strongly

linked to mental health literacy among African

Americans and Asian Americans as whites (Lin

and Cheung 1999; Thompson, Baxile, and Akbar

2004). Given these patterns, we expect SES to

be positively associated with perceptions of need

overall but more strongly among non-Latino

whites than other racial/ethnic groups.

Similarly, it is by no means certain that gen-

dered expectations about emotional expressive-

ness and help-seeking are universal across racial/

ethnic groups. In general, women surpass men in

perceived need (Mojtabai et al. 2002, 2011), will-

ingness to use mental health services (Gonzalez

et al. 2011), and utilization of these services

(Ojeda and McGuire 2006; Wang et al. 2005),

but the magnitude of these differences varies by

race/ethnicity. Compared to men, traditional gen-

der role socialization may lead women to be

more expressive of feelings and engage in more

help-seeking behaviors in general (Gonzalez

et al. 2005), but some differences may be greater

among non-Latino whites than other groups (Gon-

zalez et al. 2005, 2011). Similar coping strategies

among African American men and women may

contribute to more similar attitudes toward mental

health, more so than among non-Latino whites

(Rosenfield and Mouzon 2013). Additionally,

adherence to Western masculine norms (e.g., emo-

tional self-reliance, dominance) may foster nega-

tive attitudes toward mental health services and

erode willingness to seek these services, particu-

larly among Asian American men (Berger et al.

2013; Vogel et al. 2011). Yet, this tendency may

be offset by higher than average levels of educa-

tion among non-Latino whites and Asian Ameri-

cans because education is associated with more

egalitarian concepts of gender (Rosenfield and

Mouzon 2013). Although existing research sug-

gests women are more likely than men to perceive

a need for treatment, we posit that this gender dif-

ference is more pronounced among non-Latino

whites than other racial/ethnic groups.

The current study expands our understanding

of self-labeling by examining how the intersec-

tions of race/ethnicity with gender and SES differ-

entially influence perceptions of need for mental

health care. We expect to find overall lower

odds of perceived need among racial/ethnic

minority groups, low SES groups, and males

compared to non-Latino whites, high SES groups,

and females, respectively. However, we hypothe-

size that the combination of these status character-

istics will produce the following conditional

effects: (1) High SES will be associated with

high odds of perceived need for mental health

care only among non-Latino whites, and (2) men

will be less likely than women to perceive

a need among non-Latino whites but not other

groups. We also examine conjoined aspects of

race/ethnicity and expect that foreign-born immi-

grants will have less perceived need than U.S.-

born persons—and that this effect will be most

prominent among Asian Americans and Latinos

than other groups. Within these groups, we also

anticipate heterogeneity by ELP and ethnic

subgroups.

METHODS

Data are from the Collaborative Psychiatric Epide-

miology Surveys, a national household probability

sample of U.S. adults (18 years or older) com-

prised of three epidemiological studies: the

National Comorbidity Survey-Replication (NCS-

R; Kessler and Merikangas 2004), the National

Survey of American Life (NSAL; Jackson et al.

2004), and the National Latino and Asian Ameri-

can Study (NLAAS; Alegrı́a et al. 2004).

Respondents were interviewed face-to-face using

a computer-assisted structured questionnaire;

a few were interviewed by telephone. Trained

lay interviewers collected information about men-

tal disorders, impairments associated with these

disorders, and treatment. NSAL and NCS-R inter-

views were conducted in English, and NLAAS

interviews were conducted in English, Spanish,

Mandarin, Cantonese, Tagalog, and Vietnamese.

Data collection occurred between February 2001

and November 2003.

Sample

The NLAAS sampled Latinos and Asian Americas

(n = 4,649; 73.2 percent response rate); the NSAL

sampled African Americans, Afro-Caribbeans,

and non-Latino whites (n = 6,082; 70.9 percent

response rate); and the NCS-R sampled all

racial/ethnic groups (n = 9,282; 70.9 percent

response rate). The NCS-R was completed in

two parts: Part 1 included the core mental health

and services measures; Part 2 included additional

Villatoro et al. 5



psychosocial and demographic questions. Part 2

was completed by all respondents meeting diag-

nostic criteria for a lifetime mental disorder and

a probability subsample of other respondents.

The current study uses all NLAAS and NSAL par-

ticipants and the Part 2 NCS-R participants (n =

5,692). When weighted, the three data sets collec-

tively constitute a single sample that is nationally

representative of the noninstitutionalized adult

population of the United States (n = 16,423; for

details, see Heeringa et al. 2004).

The total sample is analyzed to assess the over-

all association between status characteristics and

perceived need in the general population, control-

ling for current clinical need for treatment—

defined as meeting research diagnostic criteria

for a 12-month mood, anxiety, and/or substance

use disorder (SUD). The sample is then subdivided

into: a clinical need subsample of respondents

who meet lifetime diagnostic criteria for any psy-

chiatric disorder and a no disorder subsample who

do not meet these criteria because a sizeable pro-

portion of persons who use mental health services

do not have a diagnosable disorder (Druss et al.

2007).

Measures

Perceived Need. For this study, self-labeling is

operationalized as perceived need for mental

health care, which is a positive response to the

question: “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?” NSAL and NCS-R respondents who

used mental health services in the past year skip-

ped this question and were asked instead whether

treatment was voluntary or due to coercion or

pressure from others. Similar to previous studies

using the National Comorbidity Survey or the

NCS-R (Katz et al. 1997; Mojtabai et al. 2002),

perceived need for these respondents was coded

positive if their use was voluntary and negative

if their use was coerced or pressured.

Social Status Characteristics. Race/ethnicity

is coded: non-Latino white (the omitted reference

group), Asian American (Chinese, Filipino, Viet-

namese, and all other Asian origins), Latino

(Puerto Rican, Cuban, Mexican, and all other

Latino origins, including Afro-Caribbeans of His-

panic descent), non-Latino Afro-Caribbean, or

African American. “Other race/ethnicity” is

excluded due to the small sample size (n = 162)

and the considerable diversity of the category.

SES is operationalized as years of education in

four categories (less than 12 years [reference

group], 12 years, 13-15 years, and 16 or more

years) and as an income-to-poverty ratio (hereaf-

ter income/poverty) calculated by dividing house-

hold income by the 2001 federal poverty thresh-

old. Nativity is coded as foreign-born = 1, U.S.-

born = 0. Aspects of ethnicity measured only in

the Latino and Asian American subsamples are:

ethnic subgroup (as previously listed) and ELP,

which was explicitly measured in the NLAAS

but assumed for NCS-R Latino and Asian Ameri-

can respondents because proficiency is implied by

English-only interviews. For stratified analyses,

nativity and ELP were combined because of sam-

ple size limitations: U.S.-born (reference group),

foreign-born with fair/poor ELP, and foreign-

born with excellent/good ELP.

Clinical Need Indicators. Clinical need con-

sists of three dichotomous variables for 12-month

research diagnosis of any mood disorder (major

depression and dysthymia), anxiety disorder (gen-

eralized anxiety, agoraphobia, social phobia, panic

attack, and panic disorder), or SUD (alcohol and/or

drug abuse/dependence). Disorders were assessed

using the World Mental Health Survey Initiative

version of the Composite International Diagnostic

Interview (CIDI; Kessler and Üstün 2004). Diag-

nostic criteria are from the Diagnostic and Statisti-

cal Manual of Mental Disorders, Fourth Edition

(DSM-IV; American Psychiatric Association

2000). Need for care is also indexed with two

measures of mental health crises: lifetime history

of psychiatric hospitalizations (ever hospitalized =

1, else = 0) and lifetime suicidality (ever had sui-

cidal ideation, plan, or attempt = 1; else = 0). In

addition, self-rated mental health, an indicator of

subjective need, was measured by asking, “How

would you rate your overall mental health?” (1 =

excellent to 5 = poor).

Need was additionally measured as nonspecific

psychological distress during the past 30 days

using the Kessler 6 (Kessler et al. 2003)—a six-

item measure with each symptom (e.g., how often

did you feel so depressed nothing could cheer your

up) rated from 0 = none of the time to 4 = all of the

time (range, 0-24). Functional impairment is

assessed with four items from the World Health

Organization’s Disability Assessment Scale
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(WHODAS; WHO 2001; e.g., the number of days

in the past month respondent was unable to work

or carry out normal activities because of problems

with their physical or mental health). Items were

aggregated to create a standardized role impair-

ment score (range, 0-100). A count of lifetime

chronic physical conditions was used to take

somatization into account—heart problems,

hypertension, asthma, chronic lung disease, diabe-

tes, stomach ulcers, and cancer (range, 0-7).

Control Variables. Insurance status was opera-

tionalized as two dichotomous variables: private

insurance (i.e., employer-sponsored or privately

purchased) and public insurance (i.e., Medicaid,

Medicare, or other public insurance plans). Medi-

cal care from a usual place or person is coded as

1 = yes, 0 = no. There are three sociodemographic

controls: age (18-29 years [omitted reference], 30-

44 years, 45-59 years, and 60 or more years),

employment status (employed [omitted reference],

unemployed, and not in labor force), and marital

status (married/cohabiting [omitted reference],

previously married [divorced or widowed], and

never married).

Statistical Analysis

Multivariable analyses were conducted using

logistic regressions. The first set of analyses is

for the total sample and its two subsamples

defined by lifetime diagnosis status: the clinical

need and no disorder subsamples (Table 2). We

start by modeling the main effects of race/ethnic-

ity, gender, SES, and nativity on perceived need.

Intersections of race/ethnicity with other status

characteristics were then examined by estimating

conditional effects models that included two-way

product interaction terms of: race/ethnicity with

gender, race/ethnicity with SES, and race/ethnicity

with nativity. Interactions were tested using

adjusted Wald tests. Average marginal effects in

predicted probabilities of statistically significant

interactions are presented to aid interpretation

(Norton, Wang, and Ai 2003). For the post-estima-

tion tests, we compare all racial/ethnic groups to

one another, set covariates to their means, and

adjust for multiple comparisons.

The second set of analyses is limited to the clin-

ical need subsample and stratified by race/ethnicity.

Stratified analyses are presented irrespective of the

significance of interaction terms in the previous

analysis to ascertain whether there are pervasive

differences across groups for multiple variables

that go beyond a specific interaction. Part A of

the stratified analyses tests factors that are shared

in common across racial/ethnic groups (Table 3).

For each group, the main effects model was tested

against the same model with the addition of a SES

by gender interaction (education by gender and

income/poverty by gender). Part B tests the addi-

tion of ELP and ethnic subgroups for Latinos

and Asian Americans (not shown). Stratified mod-

els were modified to address smaller sample sizes:

age was continuous, education was dichotomized

(less than or high school equivalent = 0, more

than high school = 1), insurance and employment

status were dropped due to nonsignificance, and

the Afro-Caribbean subsample was dropped.

About one-quarter of respondents are missing

on self-rated mental health because of a design

feature of the NCS-R. We imputed this variable

with ordinal logistic regression; 10 data sets

were imputed using the STATA SE 14 multiple

imputation chained procedures (StataCorp 2015).

Respondents missing on other variables were

excluded (8.3 percent missing). Rubin’s rules

were used to combine results across imputed

data sets (Rubin 1987).

All analyses used sample design variables and

weights developed by Heeringa and colleagues

(2004) to correct for stratification, clustering,

unequal selection probabilities, and nonresponse.

STATA SE 14 survey procedures were used to

estimate all statistical models (StataCorp 2015).

Standard errors were calculated using Taylor

Series approximation.

RESULTS

Sample Characteristics

Table 1 presents the distribution of variables for the

total sample; the clinical need subsample as defined

by lifetime history of any mood, anxiety, or SUD;

and the no disorder subsample. Overall, somewhat

more respondents were female than male (52.4 per-

cent vs. 47.6 percent, respectively), non-Latino

whites predominated (70.0 percent), a majority

had at least some college education (51.1 percent),

and incomes averaged four times above the poverty

line. Respondents, on average, were middle-aged.

The overwhelming majority had health insurance

(86.2 percent) and a usual source of care (87.3 per-

cent). The sociodemographic profiles of the two

subsamples approximate those of the total sample

Villatoro et al. 7



except the clinical need sample has a disproportion-

ately high representation of non-Latino whites

(76.5 percent) and females (54.7 percent) and a dis-

proportionally low representation of foreign-born

persons (8.6 percent).

The two subsamples have distinctly different

mental health profiles, as expected based on the

criterion for selection into these subsamples. For

the clinical need subsample, approximately half

meet diagnostic criteria for any past-year disorder:

2 in 5 for anxiety disorders, 1 in 5 for mood disor-

ders, and 1 in 10 for SUDs. There also is a sizeable

concentration of psychiatric hospitalizations and

suicidality in this subsample. Few persons in the

Table 1. Sample Characteristics: CPES, 2001-2003.

Total Sample (n = 14,906)a

Clinical Need
Subsample

(n = 6,863)b

No Disorder
Subsample

(n = 8,043)c

Unweighted
Weighted Weighted Weighted

n
Mean (SE)
or Percent

Mean (SE)
or Percent

Mean (SE)
or Percent

Age 14,906 44.87 (.44) 42.50 (.37) 46.89 (.64)
Male 6,175 47.6 45.3 49.5
Race/ethnicity

Asian American 2,170 4.9 2.6 6.8
Latino 3,237 13.2 10.7 15.3
Afro-Caribbean 1,421 .7 .6 .9
African American 4,025 11.2 9.6 12.6
Non-Latino white 4,053 70.0 76.5 64.4

Years of education
Less than 12 years 3,231 18.2 16.8 19.4
12 years 4,313 30.7 30.5 30.9
13-15 years 3,925 27.3 28.2 26.5
16 or more years 3,437 23.8 24.5 23.2

Income-to-poverty ratio 14,906 4.42 (.09) 4.41 (.11) 4.42 (.10)
Foreign-born 4,821 13.6 8.6 17.8
Disorder history

No lifetime disorder 8,043 54.1
Any 12-month disorder 3,617 22.7 49.4
Any lifetime disorder only 3,246 31.4 50.6

12-month mood disorder 1,416 8.4 18.2
12-month anxiety disorder 2,861 17.9 39.0
12-month substance use disorder 480 3.6 7.7
Lifetime hospitalization 1,252 7.7 14.9 1.7
Lifetime suicidality 2,248 14.7 25.8 5.3
Role impairment (WHODAS) 14,906 10.33 (.35) 14.74 (.48) 6.59 (.48)
Psychological distress (K6) 14,906 3.69 (.09) 5.38 (.10) 2.24 (.08)
Self-rated mental healthd 14,906 2.15 (.03) 2.35 (.03) 1.97 (.04)
Uninsured 2,714 13.8 15.0 12.8
Usual source of care 12,573 87.3 87.7 87.0
Perceived need 2,734 18.6 33.3 6.0

Note. CPES = Collaborative Psychiatric Epidemiology Surveys; WHODAS = World Health Organization’s Disability
Assessment Scale; K6 = Kessler 6.
aTotal CPES sample includes all National Latino and Asian American Study (NLAAS), National Survey of American Life
(NSAL), and Part 2 National Comorbidity Survey-Replication (NCS-R) participants.
bRespondents who meet DSM-IV lifetime diagnostic criteria for any mood, anxiety, or substance use disorder.
cRespondents who do not meet lifetime diagnostic criteria for any disorder.
dSelf-rated mental health, 1 = excellent to 5 = poor.
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no disorder subsample report these mental health–

related crises. Individuals in the no disorder sub-

sample also report better self-rated mental health,

on average, than persons in the clinical need

subsample.

About one in three persons with a clinical need

report a perceived need for care. Among those

with a perceived need, 17.6 percent have no his-

tory of disorder, which attests to the importance

of identifying the determinants of perceived need

in this group.

Social Status and Perceived Need:
Total Sample

Table 2 presents the main and conditional effects

(interaction effects) models for the total sample.

For the main effects model, Asian Americans

and African Americans have significantly lower

odds than non-Latino whites of perceiving

a need for mental health care, other factors held

constant, but not Latinos and Afro-Caribbeans

(Model IA). Post-estimation tests additionally

reveal that relative to Latinos, Asian Americans

(odds ratio [OR] = .47, p \ .001), Afro-Carib-

beans (OR = .45, p = .04), and African Americans

(OR = .53, p \ .001) have lower odds of realizing

a need (not shown in Table 2). Men have lower

odds than women of perceiving they need help,

other factors held constant. Persons with high

incomes and high education versus low levels of

education are more likely to perceive a need.

Nativity is not statistically significant, net of other

factors. Thus, there is evidence of differential self-

labeling across race/ethnicity, gender, and SES

insofar as these variables are statistically signifi-

cant net of clinical need and other covariates.

The presence of mental health problems is the

dominant influence on whether individuals think

they need professional help (Model IA). Meeting

12-month diagnostic criteria is strongly associated

with perceived need, somewhat more so for mood

and anxiety disorders than SUDs. Lifetime suici-

dality, psychiatric hospitalizations, role impair-

ments, psychological distress, and poor subjective

mental health ratings are also associated with rel-

atively high odds of perceived need. Other signif-

icant contributors to having a perceived need

include having poor physical health and a usual

source of care. The significant coefficient for

being previously married (relative to currently

married/cohabiting) may represent an impact of

life problems as distinct from mental health prob-

lems per se. People who are late midlife and older

have lower odds than young adults, especially

those who are 60 years of age and older.

The main effects model presented assumes that

the correlates of perceived need have independent

effects across all racial/ethnic groups, which means

the parameter estimates are constrained by default

to be equivalent across groups, an assumption that

may not be warranted because these groups have

distinct social and economic profiles. For this sam-

ple, women represent a larger proportion of African

Americans (56.1 percent) than other groups (not

shown). The mode for education is less than high

school for Latinos (42.6 percent), high school for

African Americans (37.4 percent) and Afro-Carib-

beans (30.4 percent), and college graduate or more

for Asian Americans (42.9 percent); over half of

non-Latino whites (55.9 percent) received at least

some college education. In contrast, 10.2 percent

of Latinos, 21.8 percent of Afro-Caribbeans, and

14.1 percent of African Americans completed col-

lege or pursued graduate education. Income/

poverty ratios are 1.8 and 2.1 times those of Afri-

can Americans for non-Latino whites and Asian

Americans, respectively. Foreign-born immigrants

are a majority for Asian Americans (77.2 percent),

Afro-Caribbeans (66.6 percent), and Latinos (51.5

percent) but only 2.4 percent of African Ameri-

cans and 3.2 percent of non-Latino whites.

We examined statistical interaction terms that

enable the impact of social and economic status

characteristics on perceived need to vary by

race/ethnicity. Most of the two-way interactions

are not statistically significant, with the exception

of race/ethnicity with gender and with nativity

(Model IB, Table 2). To interpret the race/ethnic-

ity by gender interaction terms, differences in pre-

dicted probabilities of perceived need were calcu-

lated and plotted for men and women across racial/

ethnic groups; all other covariates were set at their

mean values (Figure 1a). Generally, men are less

likely than women to believe they need treatment,

but this difference is statistically significant only

among non-Latino whites (p \ .001) and not

among other groups. Although Figure 1a suggests

similar predicted probabilities of perceived need

between African American men and women

(given the overlapping confidence intervals

[CIs]), the logistic model results indicate that

Villatoro et al. 9
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this gender difference is statistically significant for

this group (p \ .01). This inconsistency may arise

because predicted probabilities are sensitive to the

values set for the covariates, while the odds ratios

are not. We give priority to the results of the logis-

tic model for this reason and because the predicted

probabilities are derived from this statistical

model. The gender difference is also significant

among the African American clinical need sub-

sample in the stratified analysis (see Table 3). In

this instance, the coefficient for gender is esti-

mated with all other independent variables esti-

mated separately among African Americans with

a clinical need; by contrast, Model IB (Table 2)

estimates the gender effect holding the effects of

all other independent variables (except nativity)

constant across racial ethnic groups in the total

sample. Females have significantly higher levels

of perceived need than males among African

Americans with clinical need. Therefore, we con-

clude that there are gender differences among

African Americans overall and for the clinical

need subsample. In multiple comparison tests

(not shown), no other differences between racial/

ethnic groups were observed. Correspondingly,

racial/ethnic group differences in perceived need

in the total sample are somewhat greater among

women than men.

Figure 1b plots the predicted probabilities of

perceiving a need for mental health care by nativ-

ity and race/ethnicity: Foreign-born Asian Ameri-

cans are less likely to perceive a need than U.S.-

born Asian Americans, and this nativity difference

is statistically significant (p\ .001). Additionally,

this nativity difference is largest among Asian

Americans when compared to non-Latino whites;

however, this difference disappears when adjusted

for multiple comparisons (not shown), and no

other group differences were observed. In sum,

the significant interactions in the total sample sug-

gest that gender and nativity differences in self-

labeling are conditional on race/ethnicity.

Social Status and Perceived Need: No
Disorder Subsample

Persons who do not meet criteria for a lifetime

diagnosis are significantly less likely to see them-

selves as needing professional help than persons

who meet these criteria (6.0 percent vs. 33.3 per-

cent, Table 1). Social status characteristics have

a limited impact on self-labeling in the no disorder

subsample (Model IIA, Table 2). Only one status

characteristic is statistically significant in this sub-

sample. Males have lower odds of perceived need

than females, other factors held constant. Further-

more, there are no significant interactions among

status characteristics.

Suicidality, role impairments, and nonspecific

psychological distress are significantly associated

with larger odds of perceived need; lifetime psy-

chiatric hospitalization is not, which may be due

to its extremely low occurrence in this subsample

(1.7 percent). Self-rated mental health and physi-

cal health status as assessed by the number of

chronic conditions also are significant in the

expected direction. Similar to the total sample,

age differences are found—those in the oldest

age group have lower odds than those in the youn-

gest group, and having a usual source of care is

associated with relatively high odds of seeing one-

self as needing mental health care.

Social Status and Perceived Need:
Clinical Need Subsample

Model IIIA in Table 2 presents the main effects for

the subsample who meets research diagnostic cri-

teria for any lifetime mood, anxiety, and/or SUD.

With the exception of Latinos, racial/ethnic minor-

ity groups have lower odds of perceiving a need

for care than non-Latino whites, other variables

held constant. In post-estimation tests of other

contrasts (not shown), we also find that Asian

Americans (OR = .44, p \ .001), Afro-Caribbeans

(OR = .37, p\ .01), and African Americans (OR =

.54, p \ .001) have significantly lower odds of

perceived need than Latinos. No other group com-

parisons are statistically significant. Men have sig-

nificantly lower odds than women. Other things

being equal, SES has a limited impact, with the

only significant difference being the higher odds

among people with at least a college education

compared to less than a high school education.

Foreign-born nativity is not significant.

All indicators of clinical need for services are

significantly associated with greater odds of per-

ceived need for professional help, with the excep-

tion of role impairments (Model IIIA). Compared

to those with no past-year disorder, the odds of

seeing oneself as needing care are roughly two

times as great for persons with a mood, anxiety,

or substance use disorder. Other things being

equal, these odds are also greater among those

12 Society and Mental Health 8(1)



who are positive for lifetime psychiatric hospital-

izations and suicidality than among those who

are negative on these variables. Psychological dis-

tress, poor self-rated mental health, and chronic

conditions are associated with greater odds of per-

ceiving a need. The odds of seeing oneself as

needing help are lower among persons who are

late middle age and older, compared to young

adults. Previously married persons have greater

odds than married persons.

Turning to the conditional model, only one sta-

tistically significant interaction term is found of

the four tested: race/ethnicity with nativity (Model

IIIB). Figure 2 plots the predicted probabilities of

Figure 1. Predicted probabilities of perceiving a need for mental health care across (a) gender and race/
ethnicity and (b) nativity and race/ethnicity: total sample.

Villatoro et al. 13



perceiving a need for mental health care across

nativity and race/ethnicity for the clinical need

subsample. Similar to the total sample, the proba-

bility of perceived need is significantly lower

among foreign-born than U.S.-born Asian Ameri-

cans (p \ .001). This nativity effect is statistically

significant only among Asian Americans. The

nativity difference among this group is also largest

when compared to non-Latino whites. There are

no significant nativity differences for other

racial/ethnic groups.

Variation in Perceived Need within
Racial/Ethnic Groups

The first set of stratified analyses assessing within-

group heterogeneity in perceived need examines

factors that are relevant to all racial/ethnic groups

with a clinical need (Table 3). Social status char-

acteristics have some impact on perceived need

within all groups, net of other factors. Males are

significantly less likely than women to believe

they need mental health services among African

Americans and non-Latino whites, but gender is

not significant among Asian Americans or Lati-

nos. Likewise, high education is associated with

higher odds of perceived need for African Ameri-

cans and non-Latino whites only. Lastly, foreign-

born nativity is significantly associated with lower

odds among Asian Americans only.

We also examined potential interactions

between gender and SES within each group; all

but one were statistically nonsignificant. Among

African Americans with a clinical need, a statisti-

cally significant interaction between gender and

income/poverty was found (not shown). Further

investigation revealed that the effect of income/

poverty on perceived need was positive but statis-

tically nonsignificant among African American

women and negative but only marginally signifi-

cant among African American men (p = .054).

For the most part, diagnostic status indicators

(with the exception of past-year SUD in most

stratified models), psychological distress, and

self-rated mental health are strong and fairly con-

sistent correlates of perceived need within groups.

Lifetime hospitalization is associated with higher

odds of perceived need for Asian Americans and

Latinos but not for African Americans or non-

Latino whites. Suicidality is associated with high

odds among all groups except Asian Americans,

whereas role impairments are associated with

higher odds of perceived need among Asian

Americans only. With respect to other covariates,

older Latinos and non-Latino whites are less

likely to perceive a need for care than younger

persons. Usual care has a particularly large

impact among Asian Americans. Lastly, com-

pared to married/cohabiting adults, non-Latino

whites who are previously married are more

likely to self-label as having a need for care,

while single African Americans are less likely

to perceive a need.

The second set of stratified models of Asian

Americans and Latinos examined characteristics

assessed only for these groups—ELP and ethnic

subgroup identity (not shown). Ethnic subgroup

variation in perceived need was not found within

either the Asian American or the Latino groups,

net of other variables in the model. Compared to

U.S.-born Asian Americans, foreign-born Asian

Americans overall, irrespective of ELP, are less

likely to perceive a need for mental health treat-

ment. Foreign-born nativity and ELP are not sig-

nificant for Latinos.

DISCUSSION

The current study examines how the intersections

of race/ethnicity with gender and SES are associ-

ated with self-labeling, defined as perceiving that

one needs treatment for mental health–related

problems. Perceived need commands our attention

because it plays a pivotal role in voluntary help-

seeking and may contribute to mental health care

disparities. A key determinant of perceived need

is clinical need, indexed in this study as psychiat-

ric disorder, nonspecific psychological distress,

and social role impairments. Variation in per-

ceived need by social status characteristics that

persist net of these indicators points to potential

disparities that may be passed along to the use of

services, particularly among persons with psychi-

atric disorders. Therefore, it is imperative to

have an accurate accounting of the associations

between these status characteristics and perceived

need.

We hypothesized that race/ethnicity combines

with gender, SES, and the related characteristic

of nativity to influence perceived need. Specifi-

cally, we expected the following conditional

effects: (1) high SES groups to have greater per-

ceived need than low SES groups but only among

non-Latino whites, (2) men to be less likely than

14 Society and Mental Health 8(1)
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women to believe a need for care but only among

non-Latino whites, and (c) foreign-born nativity to

have a negative effect on perceived need among

Asian American and Latino groups but not among

other groups. Our findings provide some support

for these conditional effects in the form of statisti-

cally significant interactions: two for the full

sample—between race/ethnicity and gender and

race/ethnicity and nativity—and one for the clini-

cal need subsample between race/ethnicity and

nativity. The impact of higher education and

income on perceived need is not conditional on

race/ethnicity for the total sample or the two sub-

samples, an unanticipated result (however, we

note that an income by gender interaction was

found in the African American clinical need sub-

sample). The alternative, that each status has the

same impact on perceived need irrespective of

a person’s other status characteristics, operational-

ized as the main effects model, is preferred for the

no psychiatric disorder subsample. In other words,

there was no evidence of conditional effects in

self-labeling for the no disorder subsample.

Finally, quite a few interactions were tested, and

only four were statistically significant, which

means that the findings overall tilt in favor of inde-

pendent effects of social status characteristics on

self-labeling rather than conditional effects.

Self-labeling theory posits that socially and

economically disadvantaged persons are less

likely than advantaged persons to apply mental

illness–related labels to themselves and engage

in voluntary help-seeking. The results from the

main effects models provide some support for

this assertion in the total sample and clinical

need subsample (with the caveat that the corre-

sponding conditional model is the preferred

model). Net of clinical need and controls, the

odds of having a perceived need are lower among

racial/ethnic minority groups relative to non-

Latino whites, with the exception of Latinos, and

among those with the lowest level of education

relative to the highest. Higher education may facil-

itate the recognition of mental health problems by

improving mental health literacy.

Furthermore, self-labeling theory implies that

the person who is most likely to self-label is

a well socialized actor who is experiencing abnor-

mal states and endorses dominant cultural perspec-

tives toward mental health and treatment, which in

contemporary American society favors the medi-

cal model of mental illness. From this perspective,

the low perceived need among Asian Americans,

Afro-Caribbeans (clinical need subsample only),

and African Americans may stem from cultural

differences in beliefs about mental illness and its

Figure 2. Predicted probabilities of perceiving a need for mental health care across nativity and race/eth-
nicity: clinical need subsample.
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etiology as well as variations in culturally accept-

able ways to respond to mental illness. The simi-

larity in perceived need between Latinos and

non-Latino whites may result from comparable

or more favorable attitudes toward help-seeking

and mental health services observed among these

groups (Gonzalez et al. 2005; Mojtabai 2007).

In contrast, the observed gender difference

contradicts this theory because women, who on

average are socially and economically disadvan-

taged relative to men, are more likely than men

to think they need care. The most likely influence

for the gender exception is the continued existence

of traditional gender role prohibitions against the

expression of emotions and help-seeking by

males. Based on the main effects models, we con-

clude that social disadvantage is not the sole factor

at work in self-labeling as it pertains to perceived

need for services; some other factors appear to

have the capacity to offset at least some specific

manifestations of disadvantage.

However, the conditional model is preferred

over the main effects model for the total sample

and the clinical need subsample because differen-

ces in perceived need by gender and nativity are

contingent on race/ethnicity, as indicated by the

significant interactions among these variables.

The first interaction applies to the total sample:

Overall, men have significantly lower odds than

women of thinking they need help, but the magni-

tude of this difference varies by race/ethnicity and

is only statistically significant among non-Latino

whites and African Americans. We expected to

find significant gender differences in non-Latino

whites, but the significant difference among Afri-

can Americans was unforeseen. Although mascu-

line norms are associated with less positive atti-

tudes toward mental health treatments, this effect

seems to be particularly strong among African

American men compared to European American

men (Vogel et al. 2011), which may contribute

to the observed low perceived need among African

American men. Additionally, non-Latino white

men are less likely to self-label than other women,

particularly non-Latino white and Latina women,

perhaps as a way to avoid stigma because they

may think they have more to “lose” by adopting

a mental illness label, thereby jeopardizing their

dominant social status (Ojeda and Bergstresser

2008). The similarity between men and women

among Asian Americans and Latinos may result

from cultural norms about keeping personal and

family troubles private, which may discourage

both men and women from even thinking about

turning toward professionals for help. This inter-

pretation is consistent with research showing that

men have significantly more negative attitudes

toward mental health services than women among

non-Latino whites but not Latinos (Gonzalez et al.

2005).

The second interaction applies to both the total

sample and clinical need subsample: Differences

in perceived need by nativity are greater among

Asian Americans than other groups, in part consis-

tent with our hypotheses; the lack of a nativity

effect among Latinos was not expected. Foreign-

born Asian Americans are less likely to perceive

a need for mental health care than U.S.-born Asian

Americans, and this difference is unexpectedly not

affected by English language proficiency as evi-

denced in the stratified analyses. This nativity

effect is consistent with reports of low utilization

of mental health services among immigrant Asian

Americans (Abe-Kim et al. 2007). Poorer self-

labeling among Asian American immigrants com-

pared to their U.S.-born counterparts may reflect

poorer health literacy and more stringent cultural

norms against disclosing private information to

outsiders within immigrant subpopulations (Leong

and Lau 2001). Aside from Latinos, the lack of an

effect of nativity for the other groups may be

a function of low rates of immigration as evi-

denced by the wide confidence intervals. Lastly,

we did not find support for our hypothesis that

other conjoined aspects of ethnicity (ELP, ethnic

subgroup identity) would impact perceived need

for Latinos and Asian Americans.

For the sample as a whole, our results suggest

that perceiving a need for mental health care is

a complex function of different dimensions of

social stratification that transcend the relationships

specified by self-labeling theory. Social groups

that have historically experienced cumulative

social and economic disadvantage theoretically

should be at highest risk of not self-labeling. We

observe these differences in the main effects of

race/ethnicity and SES. However, the preferred

conditional effects model tells a different story:

Social disadvantage does not always translate to

poor self-labeling given paradoxical patterns in

perceived need across gender and race/ethnicity.

Despite their advantaged position in society,

non-Latino white men have a low predicted prob-

ability of perceived need whereas these probabili-

ties are high among non-Latino white women and

Latinos irrespective of gender. Social and

Villatoro et al. 17



economic disadvantage do not appear to be suffi-

cient alone to account for these patterns; instead,

variation in gender roles across racial/ethnic

groups appear to be implicated. The idea that

one disadvantaged status magnifies the impact of

another disadvantaged status is not supported inso-

far as there were no statistically significant syner-

gistic interactions.

Heterogeneity in the impact of SES, principally

education, is seen in the within racial/ethnic

groups stratified analyses for the clinical need sub-

sample. Education is significantly associated with

perceived need but only among African Ameri-

cans and non-Latino whites. Higher education is

thought to convey greater knowledge about mental

illnesses and their treatment, knowledge that may

become relevant to perceived need primarily when

people experience firsthand signs and symptoms

that are recognizable as psychiatric disorders. An

interaction between gender and income/poverty

also was observed within the African American

clinical need subsample (not shown), with

income/poverty having a marginally significant

negative effect on perceived need for men and

not women, contrary to self-labeling theory. The

high proportion of immigrant Asian Americans

and Latinos may account for the absence of an

education effect in these groups if strong cultural

influences among immigrants offset the impact

of education and income among non-immigrants.

Among persons with no disorders, only one sta-

tus characteristic is associated with perceived need:

Men have lower odds than women, taking into con-

sideration other status and demographic character-

istics, indicators of clinical need (other than diag-

nosable disorder), and enabling factors (health

insurance and usual source of care). Of the relevant

indicators of clinical need included in this model,

all are significantly associated with perceived

need except lifetime psychiatric hospitalization,

which is quite rare in this subsample and may

have limited power. That perceived need is associ-

ated with clinical factors indicates that perceptions

are grounded in genuine experiences of mental

health problems, which resurrects a long-standing

debate in sociology over the reification of diagno-

sis (Mirowsky and Ross 1989). In an ideal world,

perceived need should be independent of social sta-

tus when actual need is taken into account; there-

fore, the results for the no disorder subsample

approach an absence of health disparities.

Several limitations merit mention. First, some

variables could not be evaluated because they

were not measured, including the impact of stigma

on perceived need, which may be a source of omit-

ted variable bias. Likewise, discrimination can

negatively affect mental health treatment among

racial/ethnic minority groups (Mays et al. 2017),

but its impact on perceived need could not be

assessed for the total sample due to extensive

data missing by design. Provisional analysis sug-

gests that discrimination is associated with per-

ceived need only among African Americans and

not Latinos or Asian Americans. Future research

should more thoroughly examine this association,

including discrimination experienced within the

health care system. These assessments should be

conducted for the entire population and not

exclude non-Latino whites because all groups con-

tain people who are at risk for discrimination on

some traits and because discrimination based on

mental illness and treatment is relevant to all

racial/ethnic groups.

Second, the NCS-R and NSAL did not mea-

sure perceived need directly for all respondents

but instead inferred it for respondents who used

mental health services in the past 12-months

and then reported that the use was voluntary;

these persons skipped out of the perceived need

question. This procedure is logical, but it is based

on a rational choice model, whereas the process

leading to treatment is often haphazard. People

who “muddle through” are unsure about whether

treatment was entirely voluntary or not (Pescoso-

lido, Gardner, and Lubell 1998); thus, reports of

“voluntary” treatment may nevertheless reflect

subtle coercion or pressure by others, but the

data set does not contain measures to discern

these subtleties. Yet again, the direct assessments

of perceived need also are subjective assess-

ments, mitigating this concern somewhat. That

having been said, perceived need has been mea-

sured this way in several published studies using

the National Comorbidity Survey and the NCS-R

(Katz et al. 1997; Mojtabai et al. 2002), which

supports this approach. Nevertheless, future stud-

ies should assess perceived need for all respond-

ents prior to assessing treatment.

Third, perceived need was measured for

any formal mental health provider, but racial/

ethnic differences in this perception may be

more disparate for some types of providers (e.g.,

medications) than others (e.g., medical doctors).

We recommend that future research in this area

directly assess perceived need for specific

providers.
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Lastly, clinical need was defined for three clas-

ses of mental disorders that were assessed across

the three CPES data sets, meaning that there is

misclassification for people who met criteria for

other disorders. For example, the NLAAS did

not assess bipolar disorder, unlike the NCS-R

and NSAL. Consequently, mood disorders do not

include bipolar disorder. Likewise, psychotic dis-

orders were either not assessed in specific surveys

or generated substantial missing data. For these

reasons, the association between disorder status

and perceived need may be biased. However, in

sensitivity analyses of respondents with data about

psychotic symptoms, there was no significant

association with perceived need.

These limitations notwithstanding, the current

study has a number of notable strengths, including

the large probability sample that permits general-

ization to the U.S. adult population. The use of mul-

tiple languages means that the sample more fully

represents the Asian American and Latino popula-

tions than other similar studies. The large and

diverse sample also enables the examination of

intersections among statuses and within-group het-

erogeneity, which is overlooked in existing research

on perceived need. Finally, our use of perceived

need as an indicator of self-labeling expands previ-

ous studies that have equated self-labeling with

accounts of voluntary help-seeking (Thoits 2005)

or perceptions of illness identity (Moses 2009;

Thoits 2016). The concept of perceived need

aligns with self-labeling processes because it repre-

sents a pivotal antecedent that drives voluntary

help-seeking—that is, the recognition that a prob-

lem requires professional intervention.

The findings from our study have theoretical

implications toward the expansion of self-labeling

theory. We utilized an intersectional approach to

understand the social distribution of perceived

need and found that intersections of race/ethnicity

with other social status characteristics, particularly

gender and nativity, matter to self-labeling. Incor-

porating an intersectionality framework into self-

labeling theory may better help inform our under-

standing of the mechanisms and social processes

that lead to differential self-labeling among

socially and economically disadvantaged groups.

This framework asserts that the intersection of dif-

ferent social statuses reflects interlocking struc-

tural systems of power, privilege, and disadvan-

tage and creates unique life experiences (e.g.,

discrimination, social stereotypes, etc.) that impact

outcomes (Crenshaw 1989, 1991; Ghavami,

Katsiaficas, and Rogers 2016; Mays and Ghavami

forthcoming). The application of this framework

would emphasize how major social status categories

and context come together to create experiences that

are “more than the sum of statuses” (Crenshaw

1989, 1991; Mays and Ghavami forthcoming).

For example, racial/ethnic minority groups

with high SES may not self-label as readily as

high SES, non-Latino whites because of bias and

discrimination within formal systems of care,

which not only produces perceptions of distrust

in these systems (Dovidio et al. 2008) but also dis-

rupts treatment (Mays et al. 2017). Bauer (2014)

warns, however, that imposing an intersectional

approach that solely intersects social identities or

positions is insufficient and recommends that

these approaches also consider the examination

of underlying intersectional social processes

(e.g., racism, classism). Thus, adapting an inter-

sectionality framework to self-labeling theory

would not only be important for understanding

self-labeling patterns across social strata but

would also reveal how various statuses and social

processes associated with self-labeling may lead to

disparities in mental health care utilization.

The application of an intersectionality frame-

work to self-labeling theory raises methodological

considerations. The current study examines inter-

sections with cross-product interactions, revealing

whether the effect of SES on perceived need, for

example, varies significantly across racial/ethnic

groups—that is, whether the impact of one status

differs across another. Other approaches may focus

on assessing whether self-labeling varies at differ-

ent intersections by combining highly correlated

social status categories into a single variable and

then comparing combined groups (Hankivsky and

Grace 2015). For example, merging race/ethnicity

and SES as one variable would allow the compari-

son of perceived need between high SES non-

Latino whites to low SES non-Latino whites, low

SES and high SES Asian Americans, and so on.

This approach implies a “dissection of individuals

into their stratified component identities, positions,

or experiences” (Bauer 2014:15). While our study

uses the former approach (i.e., examined interac-

tions), it is the first study, to our knowledge, to pro-

vide evidence of conditional patterns in self-label-

ing across race/ethnicity, gender, and nativity. We

recommend that future studies on self-labeling uti-

lize alternative statistical specifications to examine

how intersections of social statuses influence differ-

ential self-labeling.
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Our findings suggest practical steps to improv-

ing mental health care utilization in the United

States. As expected, worse mental health—as

indexed by the presence of a recent psychiatric

disorder, psychiatric hospitalizations, and so

forth—consistently increase the odds of reporting

a need for services across social statuses and sub-

samples. These findings indicate that actual need

for services is the primary contributor to perceived

need and is shared in common across diverse

groups. Therefore, improving people’s knowledge

of the signs and symptoms of psychiatric disorders

may facilitate more accurate self-labeling and

assessments of need for treatment. Furthermore,

treatment of physical health conditions may func-

tion as a gateway to mental health service use

insofar as chronic conditions and having a usual

source of care are associated with seeing oneself

as needing help for mental problems. It seems

likely that persons routinely gain knowledge about

mental disorders and their treatment at these sites,

perhaps by consulting their physicians or other

health professionals about problems they experi-

ence. Therefore, primary care settings may be

important locations for programmatic efforts to

improve people’s ability to recognize mental

health problems and consider treatment as needed.

Self-labeling processes are essential for the

voluntary use of mental health services

among persons with psychiatric problems. The

current study provides some support to the idea

that the combination of multiple social status

characteristics—including race/ethnicity with gen-

der, nativity, and SES—may create barriers for

specific groups for the recognition of mental

health problems and realization that treatment is

needed. Intervention efforts that target racial/eth-

nic groups with low rates of perceived need will

need to address the unique experiences of immi-

grants, low SES groups, and men in order to

reduce disparities in mental health services utiliza-

tion. More importantly, identifying the statuses

and mechanisms that lead to differential self-label-

ing is essential to explaining why disparities in

mental health care utilization exist.
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Crenshaw, Kimberlé. 1991. “Mapping the Margins:

Intersectionality, Identity Politics, and Violence

against Women of Color.” Stanford Law Review

43(6):1241-99.

Dovidio, John F., Louis A. Penner, Terrance L. Albrecht,

Wynne E. Norton, Samuel L. Gaertner, and J. Nicole

Shelton. 2008. “Disparities and Distrust: The Impli-

cations of Psychological Processes for Understand-

ing Racial Disparities in Health and Health Care.”

Social Science & Medicine 67:478-86.

Druss, Benjamin G., Philip S. Wang, Nancy A. Sampson,

Mark Olfson, Harold A. Pincus, Kenneth B. Wells,

and Ronald C. Kessler. 2007. “Understanding Mental

Health Treatment in Persons without Mental Diagno-

ses.” Archives of General Psychiatry 64(10):

1196-203.

Edlund, Mark J., Jürgen Unützer, and Geoffrey M. Cur-

ran. 2006. “Perceived Need for Alcohol, Drug, and

Mental Health Treatment.” Social Psychiatry and

Psychiatric Epidemiology 41:480-87.

Falck, Russel S., Jichuan Wang, Robert G. Carlson,

Laura L. Krishnan, Carl Leukfeld, and Brenda M.

Booth. 2007. “Perceived Need for Substance Abuse

Treatment among Illicit Stimulant Drug Users in

Rural Areas of Ohio, Arkansas, and Kentucky.”

Drug and Alcohol Dependence 91:107-14.

Ghavami, Negin, Dalal Katsiaficas, and Leoandra Onnie

Rogers. 2016. “Toward an Intersectional Approach

in Developmental Science: The Role of Race, Gen-

der, Sexual Orientation, and Immigrant Status.”

Advances in Child Development and Behavior 50:

31-73.

Givens, Jane L., Thomas K. Houston, Benjamin W. Van

Voorhees, Daniel E. Ford, and Lisa A. Cooper. 2007.

“Ethnicity and Preferences for Depression Treat-

ment.” Psychiatry and Primary Care 29:182-91.

Gonzalez, Jodi M., Margarita Alegrı́a, and Thomas J.

Prihoda. 2005. “How Do Attitudes toward Mental

Health Treatment Vary by Age, Gender, and Ethnic-

ity/Race in Young Adults?” Journal of Community

Psychology 33(5):611-29.

Gonzalez, Jodi M., Margarita Alegrı́a, Thomas J. Pri-

hoda, Laural A. Copeland, and John E. Zeber.

2011. “How the Relationship of Attitudes toward

Mental Health Treatment and Service Use Differs

Villatoro et al. 21



by Age, Gender, Ethnicity/Race and Education.”

Social Psychiatry and Psychiatric Epidemiology

46:45-57.

Hankivsky, Olena, and Daniel Grace. 2015. “Understanding

and Emphasizing Difference and Intersectionality in

Multimethod and Mixed Methods Research.” Chap-

ter 7 in The Oxford Handbook of Multimethod and

Mixed Methods Research Inquiry, edited by S. N.

Hesse-Biber and R. B. Johnson. Oxford, UK: Oxford

Library of Psychology.

Heeringa, Steven G., James Wagner, Myriam Torres,

Naihua Duan, Terry Adams, and Patricia Berglund.

2004. “Sample Designs and Sampling Methods for

the Collaborative Psychiatric Epidemiology Studies

(CPES).” International Journal of Methods in Psy-

chiatric Research 13(4):221-40.

Hines-Martin, Vicki, Mary Malone, Sanggil Kim, and

Ada Brown-Piper. 2003. “Barriers to Mental Health

Care Access in an African American Population.”

Issues in Mental Health Nursing 24:237-56.

Jackson, James S., Harold W. Neighbors, Myriam

Torres, Lisa A. Martin, David R. Williams, and Pay-

mond Baser. 2007. “Use of Mental Health Services

and Subjective Satisfaction with Treatment among

Black Caribbean Immigrants: Results from the

National Survey of American Life.” American Jour-

nal of Public Health 97(1):60-67.

Jackson, James S., Myriam Torres, Cleopatra H. Cald-

well, Harold W. Neighbors, Randolph M. Nesse,

Robert Joseph Taylor, Steven J. Trierweiler, and

Davide R. Williams. 2004. “The National Survey

of American Life: A Study of Racial, Ethnic and Cul-

tural Influences on Mental Disorders and Mental

Health.” International Journal of Methods in Psychi-

atric Research 13(4):196-207.

Jang, Yuri, Nan Sook Park, Suk-Young Kang, and

David A. Chiriboga. 2014. “Racial/Ethnic Differences

in the Association between Symptoms of Depression

and Self-rated Mental Health among Older Adults.”

Community Mental Health Journal 50:325-30.

Jang, Yuri, Hyunwoo Yoon, David A. Chiriboga, Victor

Molinari, and Daniel A. Powers. 2015. “Bridging the

Gap between Common Mental Disorders and Service

Use: The Role of Self-rated Mental Health among

African Americans.” American Journal of Geriatric

Psychiatry 23(7):658-65.

Jimenez, Daniel E., Stephen J. Bartels, Veronica Carde-

nas, Sanam S. Dhaliwal, and Margarita Alegrı́a.

2012. “Cultural Beliefs and Mental Health Treatment

Preferences of Ethnically Diverse Older Adult Con-

sumers in Primary Care.” American Journal of Geri-

atric Psychiatry 20:533-42.

Karp, David A. 1996. Speaking of Sadness. Oxford:

Oxford University Press.

Kasckow, John, Erin Ingram, Charlotte Brown, James D.

Tew, Kyaien O. Conner, Jennifer Q. Morse,

Gretchen L. Haas, Charles F. Reynolds, and David

W. Oslin. 2011. “Differences in Treatment Attitudes

between Depressed African American and Caucasian

Veterans in Primary Care.” Psychiatric Services

62(4):426-29.

Katz, Steven J., Ronald C. Kessler, Richard G. Frank,

Philip Leaf, Elizabeth Lin, and Mark Edlund. 1997.

“The Use of Outpatient Mental Health Services in

the United States and Ontario: The Impact of Mental

Morbidity and Perceived Need for Care.” American

Journal of Public Health 87(7):1136-43.

Kessler, Ronald C., Peggy R. Barker, Lisa J. Colpe, Joan

F. Epstein, Joseph C. Gfroerer, Eva Hiripi, Mary J.

Howes, Sharon-Lise T. Normand, Ronald W. Man-

derscheid, Ellen E. Walters, and Alan M. Zaslavsky.

2003. “Screening for Serious Mental Illness in the

General Population.” Archives of General Psychiatry

60(2):184-89.

Kessler, Ronald C., Patricia A. Berglund, Martha L. Bruce,

J. Randy Koch, Eugene M. Laska, Philip J. Leaf,

Ronald W. Manderscheid, Robert A. Rosenheck, Ellen

E. Walters, and Philip S. Wang. 2001. “The Prevalence

and Correlates of Untreated Serious Mental Illness.”

Health Services Research 36(6):987-1007.

Kessler, Ronald C., and Kathleen R. Merikangas. 2004.

“The National Comorbidity Survey Replication

(NCS-R): Background and Aims.” International

Journal of Methods in Psychiatric Research 13(2):

60-68.

Kessler, Ronald C., and T. Bedirhan Üstün. 2004. “The
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