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Several reports have documented different patterns in mental health service utiliza-
tion among ethnic minority groups, particularly for Black Americans, in compari-
son to Whites. In this research, we examined individual variables that may underlie
these differences, focusing on experiences of discrimination and racial identity.
We used a community sample of over 1,000 White and Black American adults re-
siding in a large Midwestern metropolitan area. Results showed that discrimination
or unfair treatment was marginally associated with increased utilization for Black
Americans after controlling for age, gender and psychological distress, but prior to
taking SES and identity into account. For Black Americans, those with high racial
identity who experienced discrimination reported a lower probability of utilization
in comparison to those with low racial identity. For White Americans, only gender
and psychological distress were associated with utilization. Results are discussed
in terms of the functions that racial identity may play for Black Americans in the
context of health seeking behaviors.

Even though all ethnic and racial groups underutilize mental health ser-
vices, ethnic minority groups have the greatest disparity between need
and use (e.g., USDHHS, 2001; Neighbors et al., 1992; Snowden, 2001). At
least one community study has reported a decrease in disparities over
time (Cooper–Patrick et al., 1999), but other national data support the
conclusion that national disparities in utilization persist (Wells et al.,
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2001). Several factors might explain these utilization differences. In this
study, we examined the relative impact of two factors which are known
to influence mental health outcomes, but are rarely examined in terms of
mental health treatment seeking: perceived discrimination and racial
identity. We examined whether these variables influence behavior dif-
ferently for Blacks as compared to Whites, and we hypothesized that
variation in the patterns of utilization might be embedded in
sociocultural experiences that differentially impact people’s lives. These
experiences could be related to stress associated with unfair treatment
and group–based identity.

UTILIZATION OF MENTAL HEALTH SERVICES BY RACE

The source of racial disparities in mental health utilization is not well un-
derstood. Several factors have been investigated, including demographic
and economic factors that affect the availability and accessibility of ser-
vices (Alegria et al., 2002; Dana, 2002; Hohmann & Parron, 1996; Melfi,
Croghan, & Hanna, 1999) and the cost of care and insurance coverage
(Thomas & Snowden, 2002; Snowden & Thomas, 2000; Vega & Lopez,
2001; Woodward, Dwinell, & Arons, 1992). In comparison to Whites and
higher SES individuals, ethnic minority and low SES individuals report
experiencing more instrumental barriers to using services, such as lack of
insurance, time, and transportation (Smedley, Stith, & Nelson, 2003;
Takeuchi, Leaf, & Kuo, 1988). However, even when access to services is
similar across racial and ethnic groups, differences in usage are still ap-
parent. Researchers have found that even among diverse populations
with equivalent levels of insurance and care, ethnic minorities utilize
treatment less than Whites (Padgett, Patrick, Burns & Schlesinger, 1994a;
Smedley et al., 2003; Thomas & Snowden, 2002; Wells et al., 2001). For ex-
ample, in a sample of insured employed women, Black and Hispanic
women utilized less mental health care than White women (Padgett, Pat-
rick, Burns, & Schlesinger, 1994b). Therefore, differences in access cannot
completely explain disparities in utilization.

Other factors related to utilization include perceptions and attitudes
toward mental health treatment, and there is limited evidence that such
factors can play a role in racial disparities in seeking treatment. Using a
large population based sample (Epidemiological Catchment Area
study), Sussman, Robins, and Earls (1987) reported that at moderate lev-
els of depression, Black Americans report less willingness than Whites
to seek treatment, citing fear of treatment and hospitalization. More re-
cently, Cooper–Patrick et al., (1997) reported ethnic differences in treat-
ment preferences, with Blacks reporting they would be significantly
more likely than Whites to delay or defer treatment for depression. Us-
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ing data from the National Comorbidity Study, Diala et al. (2000) found
that prior to use of mental health services, Blacks had more positive atti-
tudes than whites toward seeking care, but were less likely to use them.
After utilization, their attitudes were found to be less positive than those
of whites. Furthermore, Black Americans are likely to doubt the efficacy
of treatment for particular problems (Hall & Tucker, 1985; Cooper–Pat-
rick et al., 1997), exhibit mistrust of the mental health system (Thomp-
son, Neighbors, Munday et al., 1996; Vega & Lopez, 2001; Whaley,
2001a, 2001b), and prefer to utilize self–reliant (Snowden, 2001) and
spiritual practices (Broman, 1996; Snowden & Cheung, 1990; Snowden,
2001).

PERCEIVED DISCRIMINATION

Given the significant differences in attitudes and perceptions towards
health care and health care professionals, it is important to focus on the
meaning of race and ethnicity as indicators of distinct social and individ-
ual histories rather than as a biologically meaningful characteristic
(Cooper & David, 1986; Williams, Spencer & Jackson, 1999). Discrimina-
tion, defined as a behavioral manifestation of a negative attitude, judg-
ment or unfair treatment toward members of a group (Williams et al.,
1999; Banks, Kohn–Wood & Spencer, 2005), has been found to be a ubiq-
uitous aspect of life for racial minorities (Forman, Williams, & Jackson,
1997; Kessler, Mickelson, & Williams, 1999). Independent of socioeco-
nomic factors, over 70% of Blacks report having experienced at least one
discriminatory event in their lifetime, compared to 36% for Whites, and
one–third of Blacks report experiencing at least one incident in the past
year, compared to 12% of Whites (Forman et al., 1997). Similarly, Kessler
et al. (1999) report significantly higher rates among Blacks in compari-
son to Whites for major discriminatory events such as employment
hiring or firing, denial of bank loans and harassment from police.

Several studies have examined the physical (Jones, Harrell, Mor-
ris–Prather, Thomas & Omowale, 1996; Krieger & Sidney, 1996; Wil-
liams & Neighbors, 2001; Williams et al., 1999) and mental health conse-
quences (Banks et al., 2005; Brown, Williams, Torres et al., 2000; 1996;
Saldana, 1995; Kessler et al., 1999) of discrimination. This literature sug-
gests that the consequences of perceived discrimination are similar to
other forms of stress (Dion, Dion & Pak, 1992; Thompson, 1996). How-
ever, the role of perceived discrimination in relation to health behavior
generally, and mental health service utilization specifically, is not well
understood. Among Chinese Americans, Spencer and Chen (2004)
found that language–based discrimination was associated with in-
creased use of informal services such as a minister or priest and seeking
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help for emotional problems from relatives and friends. Experiences of
discrimination could affect service utilization in one of two different
ways. Discrimination may be related to decreased service utilization
due to increased mistrust and fear. Alternatively, discrimination could
increase the need for services if such experiences serve as stressors. In ei-
ther case, it is possible that racial differences in treatment patterns could
be rooted in experiences related to broader and systemic discrimination
experienced by ethnic minorities.

To some extent, the meaning and measurement of perceived discrimi-
nation is controversial. There is some debate regarding the accuracy of
discrimination as a construct since it is perceived and reported by sub-
jects without verification of actual events. In the absence of methods of
verification, it is important to note that much of the current work, includ-
ing the present study, involves perceptions of discriminatory treatment
based on self–report of life events and not objectively observed discrimi-
nation. However, available empirical evidence indicates that percep-
tions of discrimination are associated with multiple indicators of health
status (Williams et al., 2003), suggesting that regardless of verification,
these experiences can be characterized as a form of stress. Further, as
with other stressful life events, measures of acute discriminatory experi-
ences are not representative of an underlying construct and therefore
cannot be psychometrically validated via tests of internal reliability.
Rather, stressful life events are typically independent of each other and
may result in either over– or underestimates of discrimination since
accurate estimates depend on unobservable information such as intent
(Williams et al., 2003).

Additionally, unfair or discriminatory treatment may or may not be
racially motivated. In fact, it may be important to distinguish between
perceptions of global unfair treatment and perceptions of race and eth-
nicity based unfair treatment. Differences in attributions for negative ex-
periences such as discrimination may be related to different outcomes.
For example, discrimination that is perceived as racially motivated may
function as a different kind of stressor in comparison to discrimination
that is perceived to be due to age, gender, or other factors. Limited evi-
dence suggests that ethnic minorities report more experiences with dis-
crimination, whether racially motivated or globally attributed (Williams
et al., 1999). In the present study, we investigate the relationship
between both types of perceptions and mental health utilization.

RACIAL IDENTITY

Racial identity can be viewed as a lens through which experiences are fil-
tered, particularly stigma–related experiences (Rowley, 2000). Black ra-
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cial identity has been defined as the meaning and significance Black
Americans place on race and being Black (Sellers et al., 1997). Research-
ers have conceptualized racial identity as a multidimensional construct
including the sense of belonging or closeness to one’s group and the im-
portance or salience of racial group membership with regard to one’s
self–image or self–concept. Contemporary measures of racial identity
include independent assessment of these dimensions. For example, the
Multidimensional Inventory of Black Identity (MIBI) developed by Sell-
ers et al. (1998) assesses several dimensions of identity with subscales in-
cluding “Centrality” defined as the individual importance of identity,
and “Regard” defined as the meaning and value associated with one’s
group. These dimensions of racial identity are conceptualized and em-
pirically established as related but distinct aspects of one’s perspective
on racial group membership that may function independently or
similarly in relation to a range of possible outcomes (Sellers et al., 1998).

Identity can inform beliefs about interpersonal and institutional inter-
actions and expectations of treatment, and there is evidence that racial
identity is an influential construct in the experience of racial discrimina-
tion (Crocker & Major, 1989; Harrell, 2000; McCoy & Major, 2003; Sellers
et al., 1997). For example, research on group identification and perceived
discrimination finds that individuals with strong racial identification
perceive themselves as more personally vulnerable to discrimination
than those with less strong identity (e.g., Sellers & Shelton, 2003; Major et
al., 2002).

Despite widespread documentation of racial and ethnic differences in
the utilization of mental health services, little is known regarding how
racial identity can affect health behavior. Previous research indicates
that increased group identification buffers the deleterious mental health
effects of racial discrimination (Jones et al., 1996; Operario & Fiske, 2001;
Sellers & Shelton, 2003), yet there is also evidence that some aspects of
strong group identity may make people more vulnerable to discrimina-
tion effects (McCoy & Major, 2003). It is not clear how these findings may
extend to health behavior such as mental health service utilization.

RESEARCH QUESTION AND HYPOTHESES

In this study, we examined the role of race, discrimination and racial
identity in explaining mental health service utilization. This research
builds upon previous inquiries investigating the influence of discrimi-
nation and identity as factors that affect mental health service use, par-
ticularly among Black Americans. Although there is clearly a complex
set of factors that influence use of mental health services, particularly for
racial and ethnic minorities, we examined whether there were different
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patterns of relationships associated with mental health service utiliza-
tion for Black Americans in comparison to Whites. We also examined the
relative contribution of different types of perceived discriminatory ex-
periences to mental health treatment. We measured discrimination in
several ways: as global perceptions of unfair treatment, as specific per-
ceptions of racially motivated treatment, and as perceptions of unfair
treatment based on factors other than race (e.g. age, gender, religion,
sexual orientation). Further, we examined whether the relationship
between perceived discrimination and utilization is moderated by racial
identity.

Consistent with the conceptualization of discrimination as a form of
stress, we hypothesized that greater perceived discrimination of all
types, including global, race–attributed and other–attributed discrimi-
nation, would be associated with increased levels of utilization for both
Black and White adults, independent of effects related to age, gender, in-
come and education and controlling for self–reported levels of psycho-
logical distress. Among Blacks, however, we predicted that racial iden-
tity would moderate the relationship between perceived discrimination,
particularly global and race–attributed discrimination, and utilization.
Specifically, we expected that among Blacks who have experienced dis-
crimination, higher levels of racial identity would be associated with de-
creased utilization. We base this prediction on the premise that a high
level of identity is related to increased perceived vulnerability to dis-
crimination and that treatment utilization would be viewed as a poten-
tial threat. For White Americans, however, we did not expect racial
identity to moderate the relationship between discrimination and
utilization.

METHOD

PARTICIPANTS

The data for our analyses come from the 1995 Detroit Area Study (DAS):
Social Influences on Health; Stress and Racism, and Health Protective
Resources (UM ICPSR, 2002). The overarching goal of the DAS–95 was
to examine the impact of social influences, such as stress and racism, on
health and on individuals’ perspectives on life. The full sample was
comprised of 1,139 adult respondents living in the Detroit Metropolitan
area including the city of Detroit and adjacent counties. To obtain more
equal numbers of self–identified Blacks and Whites, Blacks were
oversampled. Among those contacted, 70% participated in the study, in-
cluding 520 Whites, 586 Blacks, and 33 respondents of Asian, Native
American, or Hispanic ethnicity. The analyses for this study were lim-
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ited to respondents who self–identified as Black or White and who re-
sponded to the items pertaining to discrimination and identity, leaving a
final sample of 505 Blacks and 450 Whites for the regression models.
These participants, of whom a little over half were women, ranged in age
from 18 to 89 years, with an average age of 46 years. Participant educa-
tion ranged from zero to 17 years of formal schooling, with an average of
13 years of formal education. Approximately 30% of the sample re-
ported incomes of $16,000 or less, half reported less than $32,000, 70%
reported $50,000 or less, and the top 10% of incomes were between
$100,000 and $260,000.

PROCEDURE

These data represent a multistage area probability sample of adults aged
18 and older residing in households located in the Michigan counties of
Oakland, Macomb, and Wayne. One respondent was selected at random
from all eligible household residents. Of the 1,088 census tracts in the
Detroit tricounty area, DAS–95 participants come from 139 of these
tracts (Boardman, Finch, Ellison et al., 2001). Data collection involved
face–to–face personal interviews conducted by trained graduate stu-
dents and professional interviewers from the Survey Research Center at
the University of Michigan. Interviews were conducted between April
and October of 1995.

MEASURES

Discrimination. Three types of discrimination were assessed. First, ex-
periences of discrimination consisted of a count of the number of major
experiences of unfair treatment that the respondent had over the course
of their lifetime. Both Blacks and Whites were asked to respond to the
following questions: (1) “Do you think you have ever been unfairly fired
or denied a promotion?” (2) “For unfair reasons, do you think you have
ever not been hired for a job?” (3) “Do you think you have ever been un-
fairly stopped, searched, questioned, physically threatened or abused
by the police?” These events were summed as a measure of global unfair
treatment with a range of possible responses from 0 to 3.

The second measure of discrimination was a race–attributed measure
of discrimination. After each event described above, respondents were
asked (if applicable) for the main reason the events occurred. For each
event, responses that attributed the cause of the event to respondents’
race or ethnicity were coded as race–attributed discrimination. These
measures were summed (range of 0 to 3) and analyzed separately from
global discrimination. Similarly, respondents who indicated that the
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reason for the unfair treatment was related to any reason other than race
or ethnicity (e.g. gender, age, religion, physical appearance, sexual ori-
entation, income level/social class, or other) were coded as having
experienced other–attributed discrimination (range 0–3).

Identity. Based on dimensions in existing racial identity scales (Sellers
et al., 1997), two measures were developed to assess racial group iden-
tity. The first measure (Identity1) was a single item asking respondents
how close they felt, in their ideas and feelings, to the group that they had
previously identified as their main racial/ethnic group. This item is sim-
ilar to the “Regard” dimension of identity, measured by the Multidi-
mensional Inventory of Black Identity (MIBI; Sellers et al., 1997), and de-
fined as the extent and nature of feelings about one’s racial group. The
4–point response scale ranged from ‘not close at all’ to ‘very close.’ The
second measure, (Identity2) assessed the extent to which respondents
agreed (4–point scale from ‘strongly disagree’ to ‘strongly agree’) that
their racial/ethnic group was an important part of their self–image. This
item captures the “Centrality” dimension of racial identity of the MIBI
that represents the individual importance and meaning of one’s racial
group. The correlation between these two measures of identity was r =
.18 for Blacks and r = .25 for Whites and therefore were not combined but
rather treated as two independent assessments of identity, similar to the
subscales of racial identity “Regard” and “Centrality” as conceptualized
and measured by the MIBI.

Psychological Distress and Other Covariates. In addition to perceptions
based on experiences of discrimination, we predicted that several other
factors would be related to individual differences in utilization. Psycho-
logical distress, a significant predictor of use of mental health services
(Fortney, Rost, & Zhang, 1998; Leaf et al., 1988; Sussman, Robins, &
Earle, 1987), was measured by a 6–item measure of nonspecific psycho-
logical distress (Kessler et al., 2002). The scale contains items such as
“how often did you feel so sad that nothing could cheer you up?” and
“how often did you feel that everything was an effort?” Respondents’
answers ranged from 1= never and 6= very often. Reliability for this
scale was good (Cronbach’s alpha level = 0.74). Age, gender, income and
education were also measured.

Mental Health Service Utilization. The measure of service utilization
used for our analyses, referred to as “sought help,” was comprised of the
sum of two items asking respondents if they have gone to a (1) psychia-
trist, psychologist, social worker, counselor or (2) medical doctor or any
other medical person (at a health plan or primary care clinic) for help
with “emotions, nerves, drugs, alcohol, or mental health” over the last 12
months. This variable was dummy–coded to reflect those who had
sought help versus those who had not.
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STATISTICAL ANALYSIS

We employed nested binary logistic regression models to analyze the re-
lationship between perceptions of unfair treatment/discrimination and
utilization, with past 12–month mental health service utilization
(yes/no) as the outcome variable and predictors entered in separate
blocks. Initial exploratory analyses uncovered significant interactions
between both race and identity and race and discrimination in a full
model with both Black and White respondents; therefore, separate anal-
yses were performed to understand the nature of the different patterns
of relationships by race. Logistic regression models included mental
health utilization (yes/no) as the outcome variable and predictors were
entered in separate blocks. To understand the variance in mental health
utilization explained by discrimination and controlling for age and gen-
der, these covariates were tested in the first block followed by discrimi-
nation in the second block. In the third block, psychological distress was
entered as a separate independent variable, and in the fourth block edu-
cation, family income, and insurance status were entered as control vari-
ables for the effects of discrimination. These variables were added after
the discrimination variable to avoid the possibility that economic factors
might mask the effects of discrimination (Williams et al., 1999). The two
racial identity variables were entered in the fifth block, and in the final
block, we tested interaction effects by creating two cross–product terms
of the discrimination variable with each identity variable and adding the
interaction terms in the model. To facilitate the interpretation of the in-
teractions, we standardized all the variables without an inherently
meaningful metric and “centered” each variable by adding a constant to
ensure that the lowest value was zero (Cronbach, 1987). Wald’s chi
square test was used to compare nested models. Further, the data were
weighted to take into account differential probabilities of sample
selection and to adjust the demographics of the sample to those of the
area from which it was drawn.

For the purpose of this study, global discrimination was analyzed sep-
arately from race and other–attributed discrimination to determine if the
pattern of relationships among the variables was different based on the
type of discrimination assessed. Global discrimination included dis-
criminatory experiences that may be attributed to race, to other reasons,
and ambiguous experiences for which subjects are unsure about the at-
tribution. Therefore, it was a measure that incorporated more discrimi-
natory experiences than the specific attributional measures and could be
conceptualized as including race–attributed, other–attributed and am-
biguous discrimination. For both Blacks and Whites, we first tested the
model using the global measure of discrimination, and then separately
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analyzed a model with both race–attributed and other–attributed
discrimination measures.

RESULTS

We examined the distribution of predictors, covariates and outcome vari-
ables across race (see Table 1). The White participants were slightly older
than the Black participants, and there were more Black females than White
females though neither of these differences was significant. There were sig-
nificant differences in income distribution, with Blacks reporting lower
household income than Whites, and in education, with Whites reporting
more years of schooling than Blacks. There were no differences by race in
reports of psychological distress. Blacks reported significantly higher levels
of global discrimination (62.7% vs 36.4% for Whites) and racial/ethnic dis-
crimination (50.0% vs 5.5% for Whites), and Whites reported significantly
higher levels of other discrimination (30.9% vs 19.9% for Blacks). The two
measures of group identity were both higher for Blacks than Whites.

Correlations among all the study variables are shown in Table 2,
which indicates that the bivariate correlations among the discrimination
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TABLE 1. Descriptive Statistics of Group Differences by Race
(weighted means and percentages)

Variable Blacks (N = 586) Whites (N = 520)
Age (mean years) 42.6 45
Gender (% female) 56.4 52.4
Household income (mean) $32,074 $52,880
a. $0–9,999* (%) 21.3 5.5
b. $10,000–29,999* (%) 32.5 23.4
c. $30,000–59,999 (%) 30 29.7
d. $60,000+*(%) 16.2 41.4

Education (mean years) 12.8 13.6
a. 0–11 years* (%) 19.6 10.3
b. 12 years (%) 31.9 31.9
c. 13–15 years (%) 33 28.4
d. 16+ years* (%) 15.5 29.4

Psychological Distress (mean) 2 1.9
Perceived Discrimination
a. Global* (% yes) 62.7 36.4
b. Racial/ethnic (% yes)
1. Any racial/ethnic* 50 5.5
2. Other discrimination* 19.9 30.9

Race identity (mean) 3.3 2.4
Race Self–Concept (mean) 3.3 2.4

Note. *p < .05.



970

TA
B

LE
 2

. I
nt

er
co

rr
el

at
io

ns
 B

et
w

ee
n 

St
ud

y 
V

ar
ia

bl
es

 fo
r 

Sa
m

pl
e 

by
 R

ac
e

1
2

3
4

5
6

7
8

9
10

11

1.
 U

til
iz

at
io

n
—

.0
9*

.0
6

.2
2*

.0
7

.0
3

.0
1

–.
05

.1
2*

–.
11

*

2.
 G

en
de

r
.0

7
—

.0
1

.0
5

.2
7*

*
–.

24
**

.1
1*

*
–.

14
**

–.
01

–.
02

3.
 A

ge
0

.0
6

—
–.

08
*

–.
10

*
–.

04
–.

26
**

.0
4

.0
4

–.
07

4.
 D

is
tr

es
s

.2
1*

.1
0*

–.
04

—
.0

7
0

–.
12

**
–.

21
**

–.
04

.0
8

5.
 G

lo
ba

l D
is

cr
.0

7
–.

16
–.

23
**

.0
8

—
.6

8*
*

.5
3*

*
.1

5*
*

.0
3

–.
02

–.
02

6.
 R

ac
e–

A
ttr

ib
ut

ed
 D

is
cr

–.
02

–.
08

–.
07

.0
1

.3
4*

*
—

–.
05

.1
3*

*
.0

5
–.

05
–.

03

7.
 O

th
er

 D
is

cr
.9

3*
*

.0
2

—

8.
 E

du
ca

tio
n

–.
02

–.
11

*
–.

16
**

–.
17

**
.0

9*
.0

2
—

.3
2*

*
0

–.
05

9.
 In

co
m

e
–.

08
–.

16
**

–.
11

*
–.

14
**

.0
7

.0
1

.3
5*

*
—

–.
08

–.
05

10
. I

de
nt

ity
 (“

R
eg

ar
d”

)
–.

01
–.

04
0

0
.0

6
–.

01
.0

1
.0

1
—

.1
8*

*

11
. I

de
nt

ity
 (“

C
en

tr
al

ity
”)

0
–.

05
–.

04
–.

04
.0

4
–.

02
–.

07
.0

5
.2

5*
*

—

N
ot

e.
 ^

W
ei

gh
te

d 
da

ta
. C

or
re

la
tio

ns
 a

bo
ve

 th
e 

di
ag

on
al

 a
re

 fo
r 

B
la

ck
s 

an
d 

co
rr

el
at

io
ns

 b
el

ow
 th

e 
di

ag
on

al
 a

re
 fo

r 
W

hi
le

s.
 *

p
<.

05
. *

*p
<.

01
.



variables were large, positive and significant. For Black Americans,
there was a strong positive correlation between global discrimination
and race–attributed discrimination (r = .68, p <.01) and a positive correla-
tion between global and other–attributed discrimination (r = .53, p <.01).
However, the correlation between race– and other–attributed discrimi-
nation for Black Americans was close to zero (r = –.05, ns), indicating that
these variables represent different experiences. For White Americans,
although the correlation between global and race–attributed discrimina-
tion was positive and significant, the magnitude was more modest (r =
.34, p <.01). The correlation between other–attributed and global dis-
crimination, on the other hand, was close to one (r = .93, p <.01), suggest-
ing that these variables may be measuring a similar construct. There was
no association between race and other–attributed discrimination (r = .02,
ns).

LOGISTIC REGRESSION ANALYSES OF DISCRIMINATION
AND UTILIZATION FOR BLACK AMERICANS

Table 3 shows results from the nested binary logistic regression analyses
testing the association between Black American’s mental health utiliza-
tion and discrimination, identity, and their interaction, controlling for
gender, age, psychological distress, and SES. The first block of the model
for Black Americans was significant (χ2 = 7.73, p <. 05) with gender sig-
nificantly associated and age marginally but significantly associated
with utilization. In the model, the odds ratio (OR) for gender (females as
the referent group) was .54 (95% confidence interval [CI] .30, .96, p < .05),
indicating the odds of a male’s likelihood of receiving mental health
treatment is 46% lower than a female’s. The OR for age was 1.01 (95% CI
1.00, 1.03, p < .09), indicating that a one unit (year) increase in age was as-
sociated with a slightly increased likelihood of receiving mental health
treatment.

Adding global discrimination slightly improved the fit of the model
(χ2 = 12.74, p <.05), and global discrimination was positively and signifi-
cantly associated with utilization (OR = 1.36. 95% CI 1.04, 1.79, p < .05).
The model testing race–attributed and other–attributed discrimination
revealed that these variables were not significantly associated with utili-
zation, although the direction of the relationship between race and
other–attributed discrimination to utilization was the same as global
discrimination. Adding psychological distress significantly improved
the fit of the model (χ2 = 36.36, p < .001), and gender, age, global discrimi-
nation and psychological distress together account for 7% of the vari-
ance in utilization. The OR for psychological distress was 2.16 (95% CI
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1.58, 2.96, p < .001), indicating that a one unit increase in psychological
distress approximately doubles the odds of receiving mental health
treatment. Adding education, income, and insurance status to the model
did not improve the fit or amount of explained variance, and none of the
variables were significantly associated with utilization.

Adding the identity variables considerably improved the fit of the
model (χ2 = 62.71, p < .001) and increased the amount of explained vari-
ance in utilization to 11.5%. The OR for Identity 1 was 2.45 (95% CI 1.53,
3.92, p < .001), indicating that a one unit increase in the racial regard com-
ponent of identity more than doubled the odds of having received men-
tal health treatment. The OR for the second identity variable (Identity 2),
was .56 (95% CI .41, .78, p < .01), indicating each one unit increase in the
centrality aspect of racial identity was associated with a 44% decrease in
the odds of utilization.

In the final step of the model, adding the interactions between discrim-
ination and the two identity variables yielded an overall significant
model (χ2 = 67.65, p < .001, R2 = 12.3%) however, the step was only mar-
ginally significant (p = .09). Only the interaction between the Identity 2
and global discrimination was significant. The OR for this interaction
was 1.39 (95% CI 1.01, 1.92, pp < .05). Additionally, in the final step the
covariates gender (OR = .48; 95% CI .24, .95, p <.05) age (OR=1.02; 95% CI
1.00, 1.04, p < .05), psychological distress (OR=2.74; 95% CI 1.89, 3.98, p <
.001), Identity 1 (OR=2.31; 95% CI 1.13, 4.70, p < .05) and Identity 2
(OR=.37; 95% CI .22, .62, p < .001) were all significantly associated with
utilization of mental health services. Global discrimination as a main ef-
fect was not significantly associated with utilization in the final step of
the model.

To further understand the significant interaction effect between Iden-
tity 2 and discrimination, we inputted ten values in our equation for the
model of Black Americans and plotted the points (see Figure 1). The plot
shows that holding all other variables constant, the experience of dis-
crimination was related to an increased probability of utilization. How-
ever, differences in the likelihood of utilization emerged based on the
strength of racial identity. Specifically, for those who experienced dis-
crimination (from low to high levels), low levels of racial identity (group
1—black/top line in figure) were related to a higher likelihood of utiliza-
tion in comparison to high levels of racial identity (group 2—grey/bot-
tom line). Higher racial identity appeared to moderate the relationship
between discrimination and utilization by decreasing the probability of
utilizing mental health treatment. In sum, for Blacks, past experiences
with discrimination were related to increased treatment seeking, and
this was more strongly the case for those with low racial identity.
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LOGISTIC REGRESSION ANALYSES OF DISCRIMINATION
AND UTILIZATION FOR WHITES

In contrast to the results for Black Americans, a final logistic regression
model testing the relationship among the age, gender, psychological dis-
tress, global discrimination, SES, insurance status, and identity for
White Americans showed that only psychological distress (OR=1.69;
95% CI 1.24, 2.29, p < .01) and gender (OR= .55 [females referent group];
95% CI .31, .98, p < .05) were significantly associated with mental health
utilization. Further, this model fit less well (χ2 = 23.75, p < .01, R2 = 5.1%)
in comparison to the model for Black Americans, and adding education,
income and identity variables to the model did not significantly improve
the fit or explain additional variance in utilization. Similar to the results
for Black Americans, however, the model with both race–attributed and
other–attributed discrimination was not significant.

DISCUSSION

The most interesting findings from our analyses is that for Black Ameri-
cans, past discrimination and identity variables are more important than

974 SMART RICHMAN ET AL.

FIGURE 1. Effect of Identity and Discrimination on Mental Health Utilization
for Black Americans.



structural variables such as education or income in explaining mental
health utilization. Neither education nor income improved the fit of the
model nor were significantly associated with utilization. These findings
highlight the importance of looking beyond structural variables to ex-
plain disparities in mental health care utilization and to focus more on
individual and socio–cultural variables.

Our hypotheses regarding the relationship between discrimination
and mental health service utilization found some support. For Black
Americans, we found that increased global unfair treatment was signifi-
cantly associated with increased utilization; however, when psychologi-
cal distress and income and education variables were added to the
model, this association was no longer significant. Although not hypoth-
esized, we found a direct effect for racial identity and utilization among
Black Americans, but the direction of this relationship differed depend-
ing on the aspect of identity being assessed. Feelings of closeness to
other Black Americans (Identity 1: “Regard”) were related to increased
utilization, while high levels of racial self–concept (Identity 2:
“Centrality”) were associated with decreased utilization.

In addition, racial identity was found to moderate the relationship be-
tween discrimination and utilization for Black Americans in the ex-
pected direction. Specifically, among people reporting low levels of the
centrality aspect of racial identity, the experience of discrimination was
related to a higher probability of utilization in comparison to people re-
porting high levels of racial identity. Further, these variables, along with
age, gender and psychological distress, explain more of the variance in
utilization among Black Americans than they do among Whites. For
White respondents, only psychological distress and gender were signifi-
cantly associated with utilization. These differences suggest that (1)
sociocultural experiences, such as discrimination and group identity,
are more robust in explaining the variance in mental health service utili-
zation among Black Americans in comparison to Whites, and (2) a differ-
ent set variables help explain the variance in utilization among White re-
spondents. These findings corroborate other recent findings that
discriminatory treatment is filtered by racial identity in explaining out-
comes. Sellers and Shelton (2003), for example, found that the interac-
tion between discrimination and identity significantly explains psycho-
logical responses, more so than discrimination alone. Our results
suggest that for Black Americans, past exposure to discrimination
affects mental health seeking behavior in ways that depend on the
strength of one’s racial identity.

It is also interesting to note how these two aspects of identity appear to
differentially predict outcomes for the Black Americans in our sample.
Feeling close to other Blacks (Identity 1) is akin to a measure of affiliation
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and may reflect either the regard for one’s group or how esteemed an in-
dividual perceives his or her group to be. Such a perspective may engen-
der improved health outcomes, including seeking care when it is
needed. The other type of identity, (Identity 2), is a measure of self–im-
age, similar to race centrality of the MIBI (Sellers et al., 1997). To the ex-
tent that the mental health system is not perceived as inclusive to one’s
racial self–concept, it may not seem helpful to seek care. These findings
related to identity underscore the importance of measuring these vari-
ables in health outcomes research, and also demonstrate that the multi-
dimensional nature of identity should be accounted for in future studies.
A recent review of the conceptualization and measurement of identity
indicates that the construct is complex and made up of several elements
beyond self–categorization, including evaluation, importance, and at-
tachment to others (Ashmore, Deaux & McLaughlin–Volpe, 2004). In
addition, these dimensions of identity are differentially associated with
outcomes. For example, Sellers and Shelton (2003) report that the public
regard component of identity is more robust in moderating the
relationship between discrimination and well–being than is centrality or
the importance of race.

It would seem plausible to expect that past experiences with discrimi-
nation would engender fear and mistrust and would thus be related to
lower treatment seeking, particularly among those who are highly iden-
tified with their race. That we did not find such a relationship suggests
that discrimination for Blacks may be better conceptualized as a type of
cumulative stressor. Such stress would increase rather than decrease the
likelihood that people would seek care, especially when racial identity is
low. This explanation is congruent with previous research showing that
perceived discrimination is associated with a variety of negative physi-
cal and mental health consequences, including increased psychological
distress and increased symptoms of depression (Brown, Williams, Jack-
son et al., 1999), and can be conceptualized as a specific form of stress
(Dion, Dion & Pak, 1992; Thompson, 1996). Further, Brown et al., (1999)
examined the association between perceived discrimination and mental
health over time, and did not find evidence of an association between
psychological distress or depressive symptoms during early waves of
data and reports of perceived discrimination at later waves, suggesting
that poor mental health does not predict discrimination perceptions.

Caution is warranted in the interpretation of these results. First, these
analyses utilize cross–sectional data, which prevents making claims
about the causal direction of the observed associations. Another limita-
tion involves the measurement of racial identity. Although we used two
indicators of group identity that were not strongly related to each other,
both of our measures were based on a single item. We recognize that our
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single item measures do not represent a full assessment of racial identity
and therefore limit the inferences that can be drawn from our results.
However, the items we used represent dimensions of racial identity that
have been previously conceptualized by researchers and capture impor-
tant and distinct elements of identity as a complex, multidimensional
phenomenon (Sellers et al., 1997; Sellers et al., 1998). Nonetheless, future
research should employ more comprehensive measures than ours to
capture this complexity. Finally, the fact that racially attributed discrim-
ination is not associated with utilization may be an artifact of the way the
discrimination data were collected. After asking respondents if they
have ever experienced unfair treatment they are asked about their attri-
butions regarding the treatment. Under these circumstances, respon-
dents may not have felt comfortable making specific attributions about
perceived discrimination, may not have felt certain about such
attributions, or may not have understood that the second question was
in relation to the first.

The significant relationship between experiences of discrimination,
racial identity and mental health treatment utilization, however, signals
an important factor among many in understanding racial/ethnic pat-
terns in treatment. Future research should examine the discrimination
experiences of racial minorities in detail to understand if variation in uti-
lization can be attributed to perceived discrimination and expectations
of poor service or, rather, if these experiences comprise an additive life
stressor that increases the perceived need for treatment. Also, it would
be important to delineate the kind of discrimination experienced by in-
dividuals to understand the mechanism by which past experiences af-
fect present behavior. In any event, our results suggest that racial iden-
tity is an important moderating factor for perceived discrimination and
health behavior, and applying this knowledge to increase appropriate
mental health service use and decrease racial disparities in utilization
would be a valuable advancement.
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