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Barriers to Mental Health Care for an Ethnically and Racially
Diverse Sample of Older Adults

Dara H. Sorkin, PhD", Molly Murphy, BSN", Hannah Nguyen, MSW, PhDT, and Kelly A.
Biegler, PhD"
*Department of Medicine, University of California, Irvine, Irvine

TDepartment of Human Services, California State University, Dominguez Hills, Carson, California

Abstract

OBJECTIVES—This study examined potential barriers to mental healthcare use of older adults
from diverse ethnic and racial backgrounds.

DESIGN—Data were obtained from the 2007, 2009, 2011-12, and 2013-14 California Health
Interview Survey (CHIS), a population-based survey representative of California’s
noninstitutionalized population.

PARTICIPANTS—The total sample consisted of 75,324 non-Hispanic white (NHW), 6,600
black, 7,695 Asian and Pacific Islander (API), and 4,319 Hispanic adults aged 55 and older.

RESULTS—Results from logistic regression analyses that controlled for multiple demographic
and health status characteristics revealed ethnic and racial differences in reasons for not seeking
treatment and for terminating treatment. Specifically, API and Hispanic adults had greater odds
than NHWs of endorsing feeling uncomfortable talking to a professional as a reason for not
seeking treatment. Hispanic respondents had lower odds of endorsing concerns about someone
finding out than APIs, and APIs and blacks had significantly greater odds of endorsing this
concern as a reason for not seeking treatment than NHWSs. When asked about reasons for no
longer receiving treatment, all respondents, irrespective of race or ethnicity, endorsed that they no
longer needed treatment as the most frequent reason for terminating treatment, although specific
ethnic and racial differences emerged with respect to perceptions of not getting better, lack of time
or transportation, and lack of insurance coverage as reasons for no longer seeking treatment.

CONCLUSION—Understanding how barriers to mental health treatment differ for older adults
from diverse ethnic and racial backgrounds is an important step toward designing interventions to
overcome these obstacles and improve mental health outcomes.
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Various social, emotional, and physical changes that affect the health and wellness of many
older adults accompany the aging process. Although the majority of older adults cope well
with these changes and do not have mental health concerns, a significant number of older
adults have serious mental health needs that are not a normal part of aging. It is estimated
that one in five people aged 55 and older have some type of mental health concern (e.g.,
anxiety, severe cognitive impairment, depression and other mood disorders),! and 4.7% of
community-dwelling older adults report having had serious psychological distress in the past
year.2 By 2030, the number of older adults with major psychiatric illnesses will more than
double, from an estimated 7 million to more than 15 million individuals.3 Untreated mental
health problems in older adults are associated with poor health outcomes,? high healthcare
use and costs,® complexity of the course and prognosis of many mental and physical
illnesses,>® functional disability and cognitive impairment,®’ compromised quality of life,8
and mortality, including higher risk of suicide.? As such, the challenge is for health and
mental health service providers to outreach to, engage, and retain older adults in mental
health care.10

Despite the growing burden of mental health need in this population, research suggests that
older adults, and in particular racially and ethnically diverse older adults, underuse mental
health services or do not seek mental health care.1! The National Association of State
Mental Health Program Directors’ Presidential Task Force of Mental Health and Aging
notes that elderly adults are the most underserved population in mental health services.5

Researchers have identified many barriers that contribute to poor access and inadequate use
of mental health services by older adults, including lack of perceived need for care,1? lack of
knowledge about availability of mental health services,3 stigma,14 limited availability of
affordable services,1® and difficulty arranging transportation.1® These barriers may be
further exacerbated for ethnic and racial minority older adults who face additional
challenges finding adequate care that is consistent with their linguistic, cultural, and personal
preferences and values.16

For older adults who initiate treatment, barriers to care pose a continuing challenge to their
treatment process and may lead to the premature termination of care.1’ For example, low-
income older adults may have difficulty paying for treatment, particularly those who may be
required to stay in treatment for a long time. Language differences between providers and
consumers may make it difficult for older adults with limited English language proficiency
to communicate, leading to frustration and poor communication between doctors and
patients.18 The incongruence between clients” and providers’ views about mental health care
may further discourage older adults from remaining in treatment if they perceive that
providers do not understand and respect their worldviews.18
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Examination of factors that influence help-seeking behaviors in an ethnically and racially
diverse sample of older adults, and whether and how these factors vary between older adults
from diverse ethnic and racial backgrounds, has been limited. This study sought to address
this gap. The aims of this study were to examine differences in reasons why older adults
from diverse ethnic and racial backgrounds do not seek help for mental health concerns, to
evaluate treatment status in those who have sought mental health-related care, and to
describe reasons for terminating treatment for those who have sought mental health care.

METHODS

Sample

The data for this study came from the 2007, 2009, 2011-12, and 2013-14 California Health
Interview Survey (CHIS) Public Use Files and confidential data. The CHIS is a random-
digit-dial, telephone-based survey conducted of households representative of California’s
noninstitutionalized population. Interviews were conducted in English, Spanish, Mandarin,
Cantonese, Vietnamese, and Korean. The sample for analyses was restricted to individuals
aged 55 and older and consisted of 75,324 non-Hispanic whites (NHWSs), 6,600 blacks,
7,695 Asians and Pacific Islanders (APIs), and 4,319 Hispanics. APIs were Chinese
(29.1%), Filipino (25.2%), Japanese (11.5%), Vietnamese (12.4%), and Korean (10.3%), and
other (11.4%). The majority of Hispanics were Mexican American (~78%), 11% were from
Central American, and the rest were from other Hispanic ethnicities or from multiple
ethnicities. Additional information about the survey can be found at http://
www.chis.ucla.edu.

Measures

Reasons for Not Seeking Treatment—Respondents who reported that they might need
to, but did not, see a professional because of problems with mental health, emotion, nerves,
or use of alcohol and drugs were asked to respond to the following question, “Here are some
reasons people have for not seeking help even when they think they might need it. Please tell
me ’yes’ or 'no’ for whether each statement applies to why you did not see a professional.”
Possible reasons included cost of treatment, not comfortable talking with professional about
personal problems, concerne about what would happen if someone found out, and have a
hard time getting an appointment.

Treatment Status and Reasons for No Longer Receiving Treatment—Questions
regarding treatment status and reasons for no longer receiving treatment were asked of
anyone who had reported seeing a primary care physician or general practitioner for
problems with mental health, emations, or use of alcohol or drugs, or seeing a professional,
such as a counselor, psychiatrist, or social worker, for problems with mental health,
emotions, or use of alcohol or drugs in the past 12 months. Treatment status was assessed by
asking respondents, “Are you still receiving treatment for these problems from one or more
of these providers?” The response option was yes or no. If the respondent answered ‘no’ to
the question regarding treatment status, he or she was asked, “Did you complete the
recommended full course of treatment?” The response option was yes or no. Respondents
who stated that they were no longer receiving treatment were asked, “What is the MAIN
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REASON you are no longer receiving treatment?” Responses included got better or no
longer needed, not getting better, wanted to handle problem on own, bad experiences with
treatment, lack of time or transportation, too expensive, and insurance does not cover.

Covariates—The following standard demographic characteristics were included as
covariates in the analyses: age, sex (1 = male, 2 = female), marital status (1 = not currently
married, 2 = currently married), nativity (1 = not born in the United States, 2 = born in the
United States), and education (1 = high school or less, 2 = some college or more). English
language proficiency was dichotomized into two categories according to self-reported
responses to the question “Would you say you speak English...” (1 = very well or well, 2 =
not well or not at all). Physical health status was assessed by asking participants whether
they had been diagnosed with any of four chronic health conditions (high blood pressure,
asthma, diabetes mellitus, heart disease). Responses were summed to form a measure of
number of chronic health conditions (0 = none, 1 =1 or 2, 2 = 3 or 4). Mental health need
was assessed using the Kessler 6 scale. A score greater than 6 indicates nonspecific
psychological mental distress according to the Kessler criterion.1® Responses were scored
and dichotomized (1 = no psychological distress, 2 = psychological distress).

SAS-Callable SUDAAN release 9.0.2 (Research Triangle Institute, Research Triangle Park,
NC) was used to conduct data analyses. Descriptive statistics (e.g., chi-square, analysis of
variance) were generated to examine the sociodemographic characteristics of the study
sample. Bivariate analyses were then conducted using chi-square tests to examine ethnic and
racial differences in study outcomes according to subgroup. Finally, logistic regression
analyses were conducted to determine the relationship between race and ethnicity and each
of the study outcomes. A priori, other variables that have been linked to ethnic and racial
differences in mental health status and use of services, including age, sex, marital status,
education, nativity, number of chronic conditions, and mental health need were included in
the adjusted models as covariates. For models in which race or ethnicity was significantly
associated with the outcome, all pairwise comparisons between all ethnic and racial groups
were tested. Two-tailed A< .05 was considered statistically significant.

RESULTS

The sociodemographic characteristics of the sample are presented in Table 1. NHW (68.9%),
API (63.2%), and black (62.0%) respondents had a higher percentage of responders with at
least some college degree compared with Hispanic respondents (21.7%). Most NHW
(94.5%), black (91.9%), API (89.8%), and Hispanic (79.1%) respondents had some form of
insurance coverage. A higher percentage of NHW (91.3%) and black (92.4%) respondents
were born in the United States compared with their Hispanic (32.9%) and API (16.3%)
counterparts.

There were ethnic and racial differences in some of the reasons for not initiating treatment
(Table 2). Although there were no ethnic and racial differences in cost being cited as a
reason for not seeking treatment (A3,320) = 0.26, P=.85), there were significant ethnic and
racial differences in the odds of endorsing whether respondents felt comfortable talking with
a professional about their personal problems (A3,320) = 2.91, P=.03). Specifically, API
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(adjusted odds ratio (aOR) = 2.8, 95% confidence internal (Cl) = 1.2-6.4, A= .01) and
Hispanic (aOR = 2.2, 95% CI = 1.2-4.2, P=.01) respondents had higher odds of endorsing
feeling not comfortable talking to a professional as a reason for not seeking treatement
compared with NHW respondents. There were also significant ethnic and racial differences
in the odds of endorsing feeling concerned about someone finding out about a mental health
concern (A3,320) = 8.99, £<.001). Hispanic respondents had lower odds of endorsing
concerns about someone finding out compared with API respondents (aOR = 0.2, 95% CI =
0.1-0.6, £<.001, results not shown but available upon request), and both APl (aOR =5.5,
95% Cl = 2.2-16.3, P<.001) and black (aOR = 3.5, 95% CI = 1.6-7.6, P=.002)
respondents had significantly higher odds of endorsing this concern as a reason for not
seeking treatment compared with NHW respondents. Finally, there was one significant
ethnic and racial difference in the odds of endorsing having a hard time getting an
appointment as reason for not seeking treatment (~ (3, 320) = 2.64, P=.005), with Hispanic
respondents having more than twice the odds of reporting having a hard time getting an
appointment compared with NHW respondents (aOR = 2.3, 95%ClI = 1.1-4.7, P=.02).

Table 3 presents the differences in mental health treatment status and barriers to receiving
mental health care according to ethnicity and race, adjusting for sociodemographic and
health characteristics. There were no significant ethnic and racial differences in the odds of
still receiving treatment for a problem (A3,320) = 0.83, A= .47) or in the odds of having
completed the recommended full course of treatment (A3,320) = 1.34, P=.26).

Of those who were no longer receiving mental health—related care, all four ethnic and racial
groups reported that the primary reason for no longer receiving treatment was because they
no longer needed it (A3,320) = 0.33, £=.80). Ethnic and racial differences emerged for
some of the reasons why respondents discontinued treatment. There were significant ethnic
and racial differences in the odds of reporting not getting better as the primary reason for no
longer receiving treatment (A3,320) = 3.44, P=.02). Specifically, black (aOR = 0.2, 95%
Cl =0.1-0.8, =.02) and API (aOR = 0.2, 95% CI = 0.1-0.6, 2= .01) respondents had
lower odds of reporting not getting better as a reason for discontinuing treatment compared
with NHW respondents. There were no significant ethnic and racial differences in the odds
of wanting to handle the problem on their own (A3,320) = 1.71, P=.17) or having had bad
experiences with treatment (~(3,320) = 1.11, £=.33) as the reason for no longer receiving
treatment. Hispanic respondents had lower odds of endorsing lack of time or transportation
as a significant barrier than NHW respondents (aOR = 0.1, 95% CI = 0.1-1.0, P=.05; A3,
320) = 2.59, P=.05). There were no significant ethnic and racial differences in the odds of
reporting that treatment was too expensive as a barrier (A3,320) = 1.83, P=.14), although
there were ethnic and racial differences in the odds of lacking insurance as being reported as
a barrier (A3, 320) = 3.44, P=.02). Specifically, APl (aOR =3.5,95% Cl = 1.1- 11.4, P=.
01) respondents had higher odds of reporting insurance as a barrier compared with NHW
respondents (A3,320) = 3.44, P=.03), and Hispanic respondents had lower odds of
reporting insurance as a barrier compared with API respondents (aOR = 0.02, 95% CI =
0.01-1.10, P=.004, results not shown but available upon request).
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DISCUSSION

Although it is well established that there are ethnic and racial disparities in access to and use
of mental health care,20 there is a considerably smaller body of work examining the mental
health-seeking behaviors of older-adult minorities, a growing yet understudied group. This
study examined ethnic and racial differences in the barriers that older adults face in their
attempts to access mental health services and remain in care. Using a population-based
sample of ethnic and racially diverse older Californians, the findings evidenced ethnic and
racial differences in reasons for not seeking treatment and for terminating treatment.
Specifically, APl and Hispanic respondents were more likely than NHW respondents to
report concerns about not feeling comfortable talking to a professional as a reason for not
seeking treatment. APl and black respondents were more likely than NHW respondents to
report concerns about having someone find out, and Hispanic respondents were more likely
than NHW respondents to report difficulty obtaining an appointment. Although there were
no significant ethnic and racial differences in whether respondents were still receiving
treatment or completed the recommended full course of treatment, there were specific ethnic
and racial differences with respect to perceptions of not getting better, lack of time or
transportation, and lack of insurance coverage as reasons for no longer seeking treatment.
Specifically, black and API respondents were less likely than NHW respondents to report
not getting better as a reason for no longer receiving treatment. Hispanic respondents were
less likely than NHW respondents to report lack of time and lack of insurance coverage as a
reason for no longer receiving treatment.

These ethnic and racial differences in reasons for not seeking treatment and for
discontinuing treatment warrant further discussion. For Hispanics, mental health conditions
are often perceived as a weakness and burden on the family.21 Furthermore, prior work has
shown that low-income insured and uninsured Hispanic immigrants,22 whether English or
non-English speaking,23 tend to underuse mental health care because of logistical barriers,
such as a lack of time because of work and family obligations or difficulties making
appointments in communities where there are few mental health providers available.24
Nevertheless, when they are able to access care, treatment completion and efficacy has been
shown to improve with providers who are concordant in language and culture.25

Black respondents reported concerns about someone finding out and talking to a
professional about their mental health problems, which may result from cultural stigma
toward mental healthZ® and the lack of racially concordant mental health providers.2 In the
last decade, the American Medical Association estimated that black professionals accounted
for fewer than 3% of mental health clinicians.28 Consistent with previous literature,2° black
respondents were less likely to terminate treatment because of perceived ineffectiveness than
NHW respondents, and cost did not emerge as being a greater burden for black respondents
than for other ethnic and racial groups.

Asian and Pacific Islander respondents also responded overwhelmingly that their reasons for
not seeking treatment were related to not feeling comfortable talking to a professional and
concerns about someone finding out, which is supported by a well-established research on
the stigma associated with seeking out mental health services in this population.39 An
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additional notable reason for no longer receiving treatment was related to lack of insurance
coverage. Given that a large majority of older API adults are foreign born, many lack
insurance or have limited insurance that excludes mental health benefits. Insurance changes
that result from the Affordable Care Act are likely to ameliorate this problem, but may still
be inadequate to address difficulties in understanding and navigating the complex mental
healthcare system.

Several study limitations should be noted. First, because the CHIS is conducted over the
telephone, and therefore requires the technology, mobility, and cognition to participate in a
telephone conversation, it is likely that the poorest, the most-isolated, and the most severely
untreated mentally ill potential respondents were omitted from the study. Furthermore, many
older adults, especially those with mental illness, may reside in treatment facilities, group
homes, and other residential settings where their telephone access is limited. It is likely that
the findings underestimate the degree to which ethnically and racially diverse older adults
would endorse these barriers.

In sum, many of the important findings of this study suggest that the difficulties that ethnic
and racial minority adults face persist into later life. The socioeconomic and interpersonal
challenges of being an ethnic minority with mental health problems has been called a double
stigma.14 The older adult population thus faces a triple stigma, layering on the generational
taboo that inhibits the seeking of mental health services and fortifies structural barriers to
care. Because older adults are less likely to see specialists,16 primary care providers bear the
burden of mental health screening and treatment. Along with expansion of mental health
services and coverage under the Affordable Care Act, perhaps the greatest need that this
study illustrates is for healthcare providers to be trained to provide culturally competent
mental health care for older minority adults, improving access to mental health services.
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Table 1
Sociodemographic Characteristics of Respondents Aged 55 and Older According to Ethnicity and Race (N =
93,938)
Non- Asian or
Hispanic Pacific
White, Black, Islander,  Hispanic,

Characteristic n=75324 n=4319 n=7695 n=6,600

Age, mean 67.4 66.3 66.7 64.6

Female, % 53.8 58.3 57.3 50.0

Education, some college or more, % 68.9 62.0 63.2 21.7

Married, % 63.0 41.9 70.8 62.9

Insured, % 94.5 91.9 89.8 79.1

Born in United States, % 91.3 92.4 16.3 329
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Table 2

Reasons for Not Seeking Treatment According to Ethnicity and Race

Unadjusted %, Adjusted Odds Ratio (95% Confidence Interval)

Non-Hispanic White, n = 2,702 Asian or Pacific Islander,
Reason (Reference) Black, n = 164 n=123 Hispanic, n = 294
Cost 36.2 40.4,0.9 (0.5-1.7) 39.6,0.9 (0.4-2.1) 54.4,1.2 (0.7-2.3)
Not comfortable talking to ab 23.5,1.2 (0.6-2.2) a b
professional 20.6 38.6,2.8 (1.2-6.4) 31.6,2.2(1.2-4.2)
Concerned about someone ab a bc c
finding out 11.0 27.0, 3.5 (1.6-7.6) 445,55 (2.2-13.6) 20.7,1.2 (0.5-2.9)
Had hard time getting 732 11.7,1.5(0.8-2.9) 8.8,0.8 (0.2-2.8) 228, 2.3 (11-4 7)a

appointment

Logistic regression analyses included the covariates age, sex, marital status, education level, English language proficiency, nativity status, number
of chronic conditions, and level of mental health need.

“Same-letter superscriptsabc" in the same row indicate that the two parameter estimates are significantly different from one another, £<.05. For
example, Asian respondents were 2.8 times as likely to report not feeling comfortable talking to a professional about their mental health as non-
Hispanic white respondents.
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Barrier Non-Hispanic White (Reference) Black Asian or Pacific Hispanic
Islander
Still receiving treatment for problem
n (%) 8,007 (66.0) 419 (71.2) 326 (62.6) 613 (61.2)
OR (95% CI) 1.2 (0.8-1.9) 1.1 (0.6-1.9) 0.8 (0.5-1.2)
Completed recommended full course
n (%) 2,595 (73.6) 129 (67.3) 111 (59.4) 241 (72.0)
OR (95% CI) 0.8 (0.4-1.6) 0.8 (0.3-2.0) 1.7 (0.9-3.3)
Reason no longer receiving treatment, n€ 782 44 47 ”
No longer needed, got better
% 41.0 36.4 44.7 40.3
OR (95% CI) 1.0 (0.5-2.2) 0.7 (0.3-1.5) 0.9 (0.5-1.7)
Not getting better
% 7.0317 <5 8.5 5.2
OR (95% C1) 02010827  02(01-06)27 05(0-1-20)
Wanted to handle problem on own
% 10.2 15.9 10.6 10.4
OR (95% CI) 1.0 (0.4-2.7) 0.2 (0.4-0.8) 0.4 (0.1-1.9)
Bad experiences with treatment
% 6.0 9.1 0— 6.5
OR (95% Cl) 0.3 (0.1-1.8) 1.4 (1.2-11.3)
Lack of time or transportation
% <5a <5 <5 <5
OR (95% CI) 0.3(0.1-1.2) 0.1(0.1-1.4) 01 (01-10)"
Too expensive
% 7.4 6.8 8.5 9.1
OR (95% CI) 0.2 (0.1-0.8) 1.3 (0.3-5.9) 1.3 (0.1-15.9)
Insurance does not cover
% 502 9.1 8.5 39
OR (95% CI) 2.9 (01-106.2) 35 (1.1—11.4)3" 0.2 (0.1—1.1)b

Logistic regression analyses included the covariates age, sex, marital status, education level, English language proficiency, nativity status, number
of chronic conditions, and level of mental health need.

OR = odds ratio; Cl = confidence interval.

“Same-letter superscriptsabc" in the same row indicate that the two parameter estimates are significantly different from one another, £< 0.05.

d . I
Because of small cell sizes, the exact percentage within these cells cannot be reported.

e - . . .
Columns do not sum to 100% because a small percentage of respondents indicated another barrier or did not answer the question.
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