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Introduction: Mental disorders represent serious public health concerns in the U.S. Compared with Whites, racial/ethnic minority adolescents are more likely to be affected by mental disorders but less likely to use mental health services. This systematic review aimed to summarize factors related to mental health service use among minority adolescents in the U.S. as identified in previous research.

Methodology: Following the PRISMA guideline, we systematically searched seven databases for peer reviewed articles related to barriers and facilitators of mental health service use among racial/ethnic minority adolescents.

Results: Thirty-two quantitative studies met our inclusion criteria, among which 12 studies (37.5%) sampled mostly Blacks or African Americans, 6 studies (18.7%) focused primarily on Hispanics or Latin/a/x, including Mexican Americans and Puerto Ricans, and 4 studies (12.5%) were mostly Asian Americans (e.g., Chinese, Vietnamese). Based on the socio-ecological framework, 21 studies (65.6%) identified adolescent-related barriers and facilitators of mental health service use, including biological (e.g., age, gender), clinical (e.g., symptom severity), behavioral (e.g., drug/alcohol use), and psychological characteristics (e.g., internal asset) of minority youth. Ten studies (31.3%) identified parents-related factors that influenced minority adolescent mental health service use, including parental perceptions and beliefs, family and parenting issues, and demographic characteristics. Primary factors at the therapist level included ethnic match between patient and practitioner, relationship with healthcare practitioners, and patient-therapist co-endorsement of etiological beliefs. Fifteen studies (46.9%) identified factors influencing minority adolescent mental health service use at the contextual/structural level, including household income, insurance status, and family structure. Lastly, acculturation and school experiences were major factors at the social/cultural level that influence minority adolescent service use.

Conclusion: More empirical studies are needed to understand the mechanism underlying minority adolescents' unmet mental health service needs. Culturally competent interventions are warranted to engage minority adolescents with mental disorders into treatment.
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INTRODUCTION

Mental disorders among adolescents are characterized by “serious deviations from expected cognitive, social, and emotional development” and include conditions meeting criteria described in the Diagnostic and Statistical Manual of Mental Disorders (DSM), e.g., depression, anxiety, and developmental delays (1, 2). As the transitional stage of vital neurodevelopment between childhood and adulthood, adolescence poses a vulnerable time for the onset of mental disorders due to various physical, emotional, and social changes (3). Globally, 1 in every 6 adolescents aged 10–19 experience a mental disorder (4); in the U.S., mental disorders are impacting up to 50% of youth in their lifetime (5, 6). Although effective treatments are available to help adolescents manage their mental health disorders, most adolescents with mental disorders do not receive proper treatments (7, 8). Untreated mental health disorders can lead to substantial negative health and social consequences, including academic failures, self-injuries, substance abuse, violence, crime, chronic physical disorders, and suicidal behaviors (9–11).

Compared with Whites, racial/ethnic minority adolescents are at greater risk of mental disorders, but less likely to use mental health services. Based on findings from two recent studies, for example, Black and Hispanic adolescents with depression are much less likely than Whites to receive mental health services in general and across different settings, including specialty mental health and general medical settings (7, 8). Further, among all racial/ethnic groups, Asian Americans are least likely to use medication for depression (7). Even if they do receive treatment, minority adolescents are more likely to terminate treatment prematurely. To make sure minority adolescents receive timely treatment and recover from mental disorders, effective interventions are essential to engage and retain them in treatment.

Identifying barriers and facilitators associated with mental health service use constitutes a fundamental initial step for the development of culturally adequate engagement interventions for minority adolescents and families. Barriers are the reasons or obstacles that prevent individuals from seeking, obtaining, or completing mental health treatment, whereas facilitators are those factors that make the process of seeking, obtaining, or completing mental health treatment easier or more likely (12, 13). Although some literature reviews have summarized barriers and facilitators for mental health service use among children and adolescents (12, 14–16), none of them focused on racial/ethnic minority adolescents in the U.S. Given the unique social and cultural contexts that minority adolescents navigate in the U.S., it is important to understand their experiences when seeking mental health services. This systematic review, therefore, seeks to fill this critical research gap by synthesizing recent findings from quantitative studies on barriers and facilitators for mental health service use among racial/ethnic minority adolescents in the U.S.



METHODS


Search Strategy

Following the PRISMA guideline (17), we systematically searched the following seven comprehensive databases for peer-reviewed articles related to barriers and facilitators of mental health service utilization among racial/ethnic minority youth: Academic Search Premier, CINAHL, MEDLINE, PsychINFO, ERIC, PAIS, and Social Work Abstract. Different combinations of the following search terms were used: youth, adolescent, child or teen; mental, psychological, psychiatric or emotional, depression, anxiety, ADHD; race, ethnic, minority or immigrant; service, therapy, refer, or help-seeking; factor, barrier, or facilitator. These search terms were selected based on librarian and researcher expertise. For different databases, the search was adapted as appropriate. After the key word searches, duplicated articles between and among the databases were identified and excluded by hand.



Inclusion and Exclusion Criteria

To be included in the review, studies had to (1) be empirically based, (2) be conducted in the U.S., (3) include adolescents aged 10–19, (4) recruit solely or mostly racial/ethnic minorities, and (5) report factors that influenced mental health service use among minority adolescents. Studies that did not target minority adolescents but conducted sub-group analyses to identify race/ethnicity-specific factors related to service use were also eligible. While adolescents are commonly defined as 10–19-year-olds, definitions in the literature vary (18, 19). Therefore, an inclusive approach was employed in this review whereby studies were included as long as they included adolescents aged 10–19, with no lower age limit and an upper age limit of 24 (e.g., 5–15 years, 22 years and under). To make sure we provide the most current evidence to guide intervention development, we restricted our search to studies published after January 1, 2000. Further, to facilitate data synthesis, only findings from quantitative studies or quantitative results of mixed-method projects were analyzed. For quality control purpose, studies that only reported descriptive statistics (e.g., frequency) were excluded from synthesis. Lastly, to facilitate generalizability, studies were excluded that focused exclusively on homeless adolescents or adolescents in child protective services custody, juvenile detention facilities, or foster care.

Based on DSM-V, mental disorder is defined as “a syndrome characterized by clinically significant disturbance in an individual's cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning” (20). As listed in DSM-V, we examined internalizing problems (e.g., depression, anxiety, bipolar disorders), externalizing behaviors (e.g., ADHD, oppositional defiant disorder, conduct disorders), and substance use disorders (e.g., alcohol abuse/dependence, drug abuse/dependence) in this review. A standard definition of mental health service use does not exist to date. Generally, in studies of mental health service use, researchers focus on how people use the formal system of care, including psychiatrists, psychologists, social workers, in-patient psychiatric units, and out-patient mental health programs (21). For this review, we broadly defined mental health service use as referral to, receipt of, and retention in any type of professional services for mental health problems, including clinic-based specialty or outpatient services, school-based services, and emergency or inpatient services.

Screening of the unique studies was conducted at three stages, i.e., title screening, abstract screening, and full-text screening, by two authors independently. Disagreements were resolved by discussing with the first author until consensus was reached. To ensure the search was exhaustive, we further examined reference lists of the most recently published articles that passed the full-text screening for relevant articles that were missing from the original search. The last search was conducted in August, 2020.



Data Extraction

Data from the reviewed articles were abstracted based on Garrard's matrix method of literature review in health science (22) and previously validated instruments (23, 24). Information extracted from each study included study characteristics (e.g., study design, study setting/area, sample size, instruments used), participant characteristics (e.g., race, gender, age, diagnostic status), and key findings (e.g., racial/ethnic disparities in mental health care, barriers and facilitators for mental health service use). To ensure the accuracy of data extraction, two authors with training in quantitative research methods independently coded the reviewed studies and cross-checked for errors and disagreements. Discrepancies were addressed by re-appraisal and discussion with the first author until consensus was reached.




RESULTS

Our initial search yielded a total of 1,141 publications. After deleting duplicate publications (n = 436), 705 unique studies were retained for title review. As illustrated in Figure 1, 518 publications that did not meet one or more of the inclusion criteria were excluded during the title screen. After reviewing the abstracts, 75 additional studies were excluded that did not meet our inclusion criteria. A total of 116 publications passed the abstract review and were included in the full text review.
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FIGURE 1. PRISMA flow diagram.


In the full text review, we excluded studies that did not have mental health service use as an outcome (n = 35), were purely qualitative (n = 8), or did not meet one or more of the other inclusion criteria (n = 24). Further, 25 studies with service use as the outcome were excluded because they did not examine facilitators or barriers to mental health service use. A total of 26 articles passed the full text review. Six additional studies that met all the inclusion criteria were identified by checking the reference lists of the most recently published articles. A total of 32 studies were included in the final syntheses.


Study Characteristics

Table 1 outlines major methodological characteristics of the reviewed studies. Among the 32 studies, 26 were cross-sectional and six (18.8%) were longitudinal. Fifteen studies had sample sizes larger than 500, while 3 studies had sample sizes of smaller than 100. Over half of the studies were conducted at the community or school level, five (15.6%) analyzed administrative or electronic heath record data from one or more health agencies, five (15.6%) reported findings for nationally representative samples, and two (6.3%) were conducted at the state level.


Table 1. Methodological characteristics of the reviewed studies (N = 32).
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Regression was the most common method for data analysis (n = 27 studies, 84.4%), followed by more advanced statistical techniques (i.e., survival analysis, multilevel modeling, mixed effects modeling (n = 4 studies, 12.5 %). Reliability and validity of the instruments used to measure mental health problems were tested or reported in 11 (34.4%) and 8 studies (25%), respectively. Similarly, reliability and validity of the instruments used to measure factors related to mental health service use were tested or reported in 12 (37.5%) and seven (21.9%) studies, respectively.

In regard to theory utilization, nine studies (28.1%) indicated what theories informed the research, including the Anderson Behavioral Model (25), Theory of Reasoned Action (26), Aday and Anderson Access-to-Care Model (27), Pescosolido's Network-Episode Model (28), Social Determinants of Health (29), Critical Race Theory (30), Cauce et al.'s model for mental health help seeking among ethnic minority youth (31), the Behavioral Model of Health Service Use (32), and acculturation models (33, 34).



Sample Characteristics

Table 2 summarizes main sample characteristics across the 32 reviewed studies. As to study participants, 20 of the reviewed studies (62.5%) focused exclusively on children and adolescents, two studies (6.2%) recruited only parents/guardians (predominantly mothers), eight studies (25.0%) surveyed parent-youth dyads, and two studies (6.2%) recruited multiple stakeholders (e.g., teachers and caregivers). Adolescent samples (11–20 years of age) were targeted in 12 studies, 17 studies included both children and adolescents (3–22 years of age), and 4 studies only reported median age (ranging from 12.6 to 15.3 years of age). The proportion of females in the study participants ranged from 30 to 72%, with one study sampling females exclusively (53). As to racial/ethnic composition of participants, 12 studies (37.5%) sampled mostly Blacks or African Americans, 6 studies (18.7%) focused primarily on Hispanics or Latin/a/x, including Mexican Americans and Puerto Ricans, and 4 studies (12.5%) were mostly Asian Americans (e.g., Chinese, Vietnamese). Whites were the majority participants in 10 studies (31.2%).


Table 2. Summary of main sample characteristics across the reviewed studies.
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Different instruments were used to measure mental health problems across the studies, including the Child Behavior Checklist (CBCL) (9 studies), the Diagnostic Interview Schedule for Children-IV (DISC-IV) (5 studies), the Composite International Diagnostic Interview (CIDI) (2 studies), and the Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV) (1 study). The DISC questions elicit the diagnostic criteria specified in the DSM-IV and the WHO International Classification of Diseases, Version 10 (ICD-10). Adolescents' intake or medical records were checked in 6 studies. In another 6 studies, adolescents were asked to self-report whether they had mental health problems or needed mental health services. Other survey instruments used to assess adolescent mental health problems included the Strength and Difficulties Questionnaire (26), the Child and Adolescent Needs and Strengths-Mental Health Measure (40), the Resnick's Emotional Distress Scale (27), the Child Symptom Inventory (53), and the Beliefs About Care Survey (55). One study asked teachers to report whether the child needed treatment or counseling (28) while two studies did not report how adolescent mental health problems were assessed (39, 50).

Adolescents' diagnosis status also varied. In 13 studies (40.6%), the sample consisted entirely of youth who had been diagnosed or shown symptoms. In another 13 studies (40.6%), mental health problems were assessed in undiagnosed community-based samples of youth. The remaining 6 studies (18.2%) did not report the diagnostic status of the participants. Prevalence of mental health problems in the community samples ranged from 7.5 to 29% for any type of disorder. In general, rates were higher for externalizing problems, including ADHD and conduct disorder (15–39%) than internalizing problems, such as anxiety and depression (9–21%).

Most studies defined service use as having made contact or had a visit with a mental health professional (e.g., psychiatrist, school counselor, emergency department). Yet, specific types of service use varied across the reviewed studies. In 14 studies (43.7%), researchers examined the use of any type of mental health service, such as specialty, inpatient, outpatient, or school-based services, or any combination of services. Fourteen studies (43.7%) investigated specialty/clinic-based or outpatient mental health service use, six studies (18.7%) examined the use of school-based mental health services, and three studies (9.37%) focused on the use of services in emergency department or hospital settings. Further, 11 out of the 32 studies (34.6%) examined the duration or intensity of service use, including treatment drop-out and unmet need, and only one study (48) examined admittance outcomes (i.e., whether admittance was for a psychiatric or non-psychiatric reason and whether admittance was a voluntary or involuntary).



Racial/Ethnic Disparities in Youth Mental Health Service Use

As further listed in Table 2, 30 studies (93.7%) reported rates of service use, ranging from 3 to 100%, among which 15 studies identified racial/ethnic disparities in the rate of mental health service use. In general, compared with Whites, significantly lower levels of service use were observed among racial/ethnic minorities. However, patterns of racial/ethnic disparities in service use varied by service type.

Specifically, compared with Whites, Blacks and African Americans were less likely to use any type of mental health service (13, 41, 47), specialty or outpatient services (e.g., therapy, counseling, psychopharmacological services) (29, 46, 47, 49), and school-based services (39, 46). Yet, as identified in two studies (29, 44), the likelihood that African Americans used emergency department services was much higher than that of Whites. One study examined within-group differences between African Americans and Haitians and reported similar odds in their receipt of treatment for ADHD and depression; however, Haitians were less likely to remain in treatment than African Americans and Whites if they did not meet a standard of clinical need (40).

Similarly, compared with Whites, Latinos and Hispanics were generally less likely to use any type of service (13, 32) and specialty or outpatient services (33, 47, 49). In two studies, Asian Americans were found less likely to use any type of mental health service (25) and specialty services (33) than White adolescents. Further, compared with Blacks and Latinos/Hispanics, Asian Americans were less likely to use or be referred to school-based services (26, 31, 35) and among Asian American subgroups, Cambodian youth were particularly less likely to receive school-based mental health services (31).



Barriers and Facilitators for Mental Health Service Use Among Minority Youth

Extensive factors influencing mental health service use among minority adolescents were identified across the 32 studies. Based on the Social Ecological Model, we categorized the identified barriers and facilitators at five different levels, i.e., adolescent, parent/family, service provider, contextual/structural, and social/cultural levels.



Adolescent-Related Factors

As listed in Table 3, 21 studies identified adolescent-related barriers and facilitators of mental health service use, including biological (e.g., age, gender), clinical (e.g., symptom severity), behavioral (e.g., drug/alcohol use), and psychological characteristics (e.g., internal asset) of minority youth. Specifically, in 3 studies, minority adolescents' disorder types (i.e., internalizing or externalizing problems) were found to negatively influence their use of mental health services (41, 46, 48). Gender was identified as a barrier in 3 studies, with conflicting findings being reported (31, 35, 55). In two studies, adolescent perceived barriers to care (e.g., not wanting parents to know, being afraid of what the doctor would say) (27) and self-perceived stigma (e.g., perceived service use as being for troublemakers, feeling of comfort) (36) were noted as barriers. Other barriers included youth's ethnic identity (i.e., an individual's affirmation of and belonging to an ethnic group) (53) and older age (45).


Table 3. Categorization of barriers and facilitators* for mental health service use among racial/ethnic minority youth by the Social Ecological Model (N = 32 studies).
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The most frequent adolescent-related facilitator of mental health service use was minority youth's diagnosis status/severity of symptoms. As reported in 15 studies, youth who were diagnosed with a mental health problem and/or had severe impairment were more likely to use services than those who did not show symptoms (13, 25, 26, 28, 31–33, 35, 37, 40, 44, 47, 48, 53, 54). In 10 studies, disorder types were identified as facilitators of minority adolescents' mental health service use, including externalizing problems (26, 28, 31, 35, 41, 45, 46, 48, 53) and internalizing problems (28, 45). Being female (25, 31, 39–42, 45), being male (13, 28, 47), or having suicidality (27, 38, 48) further increased adolescents' likelihood of using services. As identified in 3 studies (40, 42, 47), older minority adolescents were more likely to use mental health services. In one study, minority youth were more likely to use school-based services when they had more internal assets, such as self-efficacy, empathy, self-awareness, and goals and aspirations (31). Additional adolescent-level facilitators of mental health service use included having poor self-rated health (37) and being in foster care (38).



Parent-Related Factors

Ten studies identified parent-related factors that influenced minority adolescent mental health service use, including parental perceptions and beliefs, family and parenting issues, and demographic characteristics. Specifically, three studies identified parent perceptions and stigmatized attitudes as significant barriers to adolescent use of mental health services, including parents' self-perceived barriers to treatment and fear of child being labeled by professionals as having a mental health disorder (50). As to parenting issues, adolescents with parents who relied heavily on discipline (50) and who fostered strong caregiver attachment (53) were found to be less likely to use mental health services than their counterparts. Demographic barriers included older ages (39) and lower educational level of parents (39, 50).

Parents' perceptions and beliefs that play facilitating roles in minority adolescents' mental health service use included parent-youth concordance on perceived need for mental health services (52), parental concern about the child's behavior, emotional state, or ability to learn (35) and parental beliefs of physical causes, relational issues, and trauma among Asians and Hispanics (54). Yet, in one study with predominantly African American participants (39), adolescents of parents who said it was not their idea to get treatment for their child received more days of service in a school-based mental health intervention program. Further, three studies identified family stressors or parental strains as facilitators for adolescent mental health service use, including parents' perceptions about daily situations that may act as stressors for them (25, 30, 39). Parental health conditions were noted as facilitators in two studies, with conflicting findings being reported (39, 47). Lastly, in one study with African American parents in urban settings, adolescents with extended family caring were more likely have received mental health services (39).



Therapeutic/Service Provider-Related Factors

No statistically significant barriers to mental health service use were reported at the therapeutic/service provider level, whereas nine studies identified various facilitators. In two studies, researchers found ethnic match between patient and practitioner to be a facilitator (50, 51); minority youth were more likely to use mental health services when their mental health practitioners were of the same racial/ethnic group. Another two studies identified prior participation in intervention (28) or receipt of mental health services/hospitalization as a significant facilitator (44). Therapeutic attributes were further noted as indicators of service use, including time of day youth arrived at emergency services (48) and inpatient disposition after visit (43).

Two studies reported relationship with providers as a facilitator for mental health service use. Specifically, Anyon et al. (36) found that having positive relationships with school health professionals encouraged adolescents' use of school-based mental health services; similarly, Frosch (43) noted that connection to outpatient providers facilitated service use among minority children. Further, one study with a majority Latinx population reported that youth-therapist co-endorsement of etiological beliefs as a facilitator of mental health service use (55). Lastly, professional referral was identified as a facilitator in one study (32).



Contextual/Structural Factors

Fifteen studies identified factors influencing minority adolescent mental health service use at the contextual/structural level, including household income, insurance status, and family structure. As noted in four studies, low household income significantly decreased adolescents' likelihood of using adequate treatment overall (29, 47), emergency services (48), and inpatient services (49). Insurance status was the second common barrier. Compared with those covered by private insurance, minority adolescents with Medicaid (29), having no insurance (29, 47), or having other insurance (47) were much less likely to use mental health services. Findings regarding family structure were inconsistent. One study with predominantly Asian and Latino/a youth found that youth from two-parent households were less likely to use school-based mental health services than those from single-parent households (31); in another study, African American youth from neighborhoods with a high proportion of female headed households were found to be less likely to use specialty mental health services than youth from male or dual headed households (29). Region of residence and study setting (rural vs. urban) were further found to influence minority adolescent mental health service use in two studies, but inconsistent findings were reported (13, 47).

As to facilitators at the contextual/structural level, insurance status was the most reported factor. As noted in six studies, having insurance—regardless of specific types (i.e., public or private insurance)—significantly increased adolescents' likelihood of using emergency services (29, 38, 48), school-based services (39), counseling (47), or any type of service (45). Yet, two studies found that minority adolescents with no insurance were more likely to use emergency services (38, 40). Similarly, although four studies identified higher household income as a facilitator of minority adolescent mental health service use (33, 42, 54, 55), one study reported that adolescents from low-income households and those with an unemployed parent were more likely to use school-based mental health services (39). Another study further identified worse subjective socioeconomic status as a positive predictor among African American and Caribbean Black youth (37). Living in single-parent households significantly increased the likelihood that minority adolescents used services, as noted in three studies (13, 47, 49). Other facilitators included living in urban setting (27) and having enabling resources such as family/work schedule, availability of childcare, transportation (32).



Social/Cultural Factors

Acculturation acted as a barrier to service use among minority youth; however, mixed findings were observed. In one study, for example, Kim et al. (34) found Latino/a children with less acculturated caregivers were more likely to terminate mental health service whereas those with highly acculturated caregivers were more likely to not show up for services. In contrast, Ho et al. (33) noted that high parental affinity to another culture was a negative predictor of service use among Latino/a and Asian youth. In another study with an urban sample of African American families, children of parents with moderate cultural pride reinforcement were least likely to have used mental health services (30). Other barriers included negative social relationship among minority high school students (36) and parent perceived racial discrimination/prejudice (54).

Most of the social facilitators center around adolescent school experiences. As noted in five studies, minority adolescents were more likely to use mental health services across settings when they had difficulties or negative experiences in school, including racial discrimination by school adults and peers, low sense of agency in school, or being expelled or suspended (25, 26, 31, 35, 38). In contrast, two studies reported that when adolescents felt socially supported (e.g., teachers reported a need for services) (28) or perceived school assets (31), they were more likely to use school-based mental health services. Teacher referral played a major role in promoting minority adolescents' use of mental health services, as observed in two studies (28, 36). Lastly, one study with African American families found that adolescents of parents with moderate spiritual or religious coping were most likely to have used mental health services (30).




DISCUSSION

This systematic review synthesizes recent evidence on barriers and facilitators of mental health service use among racial/ethnic minority adolescents in the U.S. A detailed appraisal of findings from 32 quantitative studies highlight critical research gaps in the literature and suggest key areas of potential intervention to promote mental health service use among minority adolescents.

In this review, we have identified a plethora of barriers and facilitators at different socioecological levels that can influence minority adolescents' access, attendance, and adherence to mental health treatment. At the individual level, consistent with research in White adolescents, minority adolescents' diagnosis status, levels of symptom severity, and disorder types are major facilitators for their mental health service use. Compared with internalizing problems, externalizing problems tend to negatively impact the lives of people around adolescents and, consequently, are more readily identified by caregivers. In contrast, the symptoms of internalizing problems may be more difficult for caregivers to detect (45). As such, adolescents with internalizing problems are usually at greater risk of having their mental health needs unmet. Community-based efforts are needed, therefore, to raise minority parents' awareness of adolescent mental health issues. Notably, several studies identified adolescent perceptions, attitudes, and ethnic identity-related cultural stigma as salient barriers to mental health service use while internal assets as facilitators. School-based psychoeducational campaigns, therefore, should target normalizing mental health service use and promoting help-seeking self-efficacy in minority adolescents.

Not surprisingly, most barriers and facilitators at the parent level surround parents' attitudes, etiologic beliefs, perceptions of service needs, and concerns and fears. Adolescents with mental disorders generally do not seek mental health services themselves. Rather, it is adult gatekeepers, often parents, who seek out services on behalf of them. In fact, research has suggested that between 40 and 55% of 15- to 17-year-old adolescents identify family as the major influence on their mental health help-seeking behavior (56). Community outreach programs, therefore, should focus on promoting mental health literacy and de-stigmatizing mental health service use among minority parents. Parenting issues and parental stress are other salient factors that can influence minority adolescents' service use. Racial/ethnic minority parents, especially new immigrants, are often at high risk for behavioral and emotional problems due to various immigration-related financial, social, and cultural stressors. Such parental distress, if handled improperly, can lead to disrupted family dynamics and thereby unrecognized mental health service needs among minority adolescents. Parenting programs should consider incorporating stress management and emotion regulation skills for parents so as to build family resilience and promote mental health among immigrant parents and adolescents.

Unexpectedly, at the treatment or service provider level, the studies that we reviewed did not report any statistically significant barriers to service use, which highlights the need for more research with clinical adolescent samples to decipher the idiosyncrasies of their help-seeking process. Most facilitators that we identified are related to therapist characteristics (e.g., client and therapist ethnic match), therapeutic interaction (e.g., client and therapist co-endorsement of etiological beliefs), and treatment process and delivery (e.g., referral sources and disposition after visit). Ethnic match between client and therapist is a critical way to improve the cultural sensitivity of services, which in turn can help increase treatment attendance and retention among minority adolescents and parents (50). Further, discrepancies between clients and healthcare providers in etiological beliefs may lead to differential expectations regarding treatment goals and approaches that may affect treatment compliance and outcomes. Taken together, these findings pinpoint the importance of establishing effective communication and building therapeutic relationship between therapists, adolescents, and parents to ensure treatment engagement. Specialty mental health clinics should also strengthen their relationship and service coordination with other healthcare providers (e.g., primary care physicians, pediatricians, school counselors) to facilitate client referral.

At the contextual and structural level, low household income and lack of insurance were key barriers to mental health service use among minority adolescents. This is not surprising and underscores the importance of providing necessary social support to low-income minority families. In 2010, the Affordable Care Act expanded Medicaid eligibility to cover more low-income families and, since then, has benefited millions of children and their families nationwide (7). To make sure adolescents in low-income families receive needed care, more efforts are warranted to enroll eligible adolescents in Medicaid and to provide safety-net mental health services to adolescents who are ineligible for Medicaid. More research attention and social support are also needed for minority adolescents from single-parent families, who have been identified as having higher rates of service needs (6). Notably, one study identified enabling resources such as transportation, family/work schedule, and availability of childcare as salient facilitators. Future mental health treatments should incorporate such accommodations in their program planning and consider using the emerging e-mental health strategies to deliver services to immigrant parents and adolescents with busy work and school schedules.

As identified in this review, the role that acculturation plays in promoting or prohibiting minority adolescents' mental health service use is inconsistent across studies. In general, due to stronger adherence to heritage cultural attitudes about mental illness and stigma and less familiarity with social problems affecting adolescents in the host culture, foreign-born immigrant parents may be less likely than native-born minority parents to seek out mental health services for their children. In order to deliver treatment in a culturally congruent manner, therapists and healthcare providers are encouraged to discuss cultural issues with parents. Consistent with ecological theories of help-seeking among ethnic minority youth that emphasize organizational and social influences on adolescents' pathways into services, this review highlights teacher referral, school assets, and perceived social support network in facilitating minority adolescents' mental health service use. Importantly, emerging research suggests that cultural stereotype can disguise problem recognition among key gatekeeps for minority adolescents. For example, teachers often expect Asian students to be quiet, anxious, and perfectionistic (57). Such cultural stereotypes can lead to overlooked depressive symptoms among Asian students. Psychoeducation in schools is important, therefore, to raise teachers' awareness of cultural variations in the exhibition of symptoms of mental disorders. Community outreach programs in disadvantaged racial/ethnic communities are also encouraged to build strong social network support and facilitate problem recognition in minority populations.

Several critical research gaps in the literature emerged from this systematic review. First, the small number of race/ethnicity-specific studies suggest that little attention has been paid to the mental health service needs of adolescents of certain racial/ethnic groups, e.g., Asian Americans. There is even less attempt to clarify any within-group differences between racial/ethnic subgroups. Blacks, Hispanics and Asian Americans all include hugely heterogeneous populations with distinctive cultural norms and values that may lead to differential patterns of mental health service need and use (58). Without knowledge of culture-specific factors influencing the help-seeking process of adolescents in these racial/ethnic subgroups, effective interventions to engage them into treatment are not feasible. To make sure adolescents receive mental health services that they need, more ethnicity-specific research and culturally tailored treatment engagement interventions are necessary.

Second, more setting-specific research is needed to investigate factors influencing minority adolescents' service use in school, hospital, and multiple settings. Adolescents spend most of their daily life in school; as a result, schools are often one of the first places where adolescents' mental health needs are recognized and initially addressed (8, 59). Nevertheless, we identified only six studies that examined school-based service use among minority adolescents. To make sure minority adolescents receive timely services, better understanding of factors influencing their service use in school settings is necessary. Likewise, more attention is needed to clarify minority adolescents' pathways to emergency services or service use in general medical settings. Based on two studies identified in this review (29, 60), minority adolescents, especially Blacks, are more likely to use emergency services than Whites. The higher representation of minority adolescents in emergency settings may be due to inadequate access to outpatient mental health care (29). To make sure minority adolescents do not delay needed care until symptoms become urgent, we need more research to understand their use of emergency or inpatient mental health services. Moreover, although a couple of studies have investigated minority adolescents' multi-setting service use, there was no inquiry about why or how linkages were made across settings. To inform better cross-setting partnership, future work is needed to clarify the processes that influence adolescent multi-setting mental health service use.

Furthermore, noticeably absent in the reviewed studies are the perspectives of healthcare providers who are at the frontline of serving minority adolescents and families. Previous research has shown that ethnic, gender, and language matches between clients and counselors often result in better outcome for racial/ethnic minorities (61). To engage minority adolescents and families into mental health treatment and make sure they receive culturally responsive services, we need better understanding of the challenges that mental healthcare professionals' face when serving minority adolescents and families, as well as the strategies they use during the therapeutic process. Additionally, 87% of U.S. adolescents have a primary care physician, who are often considered as “gatekeepers” to adolescents' mental health services (62–64). Through routine checkups, physicians are at the frontline of recognizing mental health concerns in adolescents (65, 66). It is important, therefore, that we understand primary care physicians' experiences working with racial/ethnic minority families and their perceptions of barriers and facilitators for effective management of minority adolescents' mental health problems.

There are multiple methodological limitations and theoretical issues in the literature that had implications for the current review. First, most of the studies we identified were cross-sectional in design, which made it difficult to derive causal relationships between identified barriers and facilitators and the service use outcome. Six studies were longitudinal, but half of them seemed to be from the same research project. While producing multiple articles from a well-designed project is common, the repeated findings, shared methodological limitations, and overlapping samples complicated interpretation of our findings. Second, most studies neglected reliability and validity testing for tools they used to measure mental health problems and barriers and facilitators for service use. Such neglect can lead to measurement errors and affect interpretation of the results. This is especially problematic for healthcare disparities research given the huge social, contextual, and cultural variations among different racial/ethnic groups that may influence their health behaviors. Further, the level of theory utilization among the reviewed studies was low. Over 70% of the studies were not theoretically driven or used theories superficially. Theories provide a framework for identifying determinants of health behaviors such as mental health service use. To facilitate the development of culturally tailored interventions to engage racial/ethnic minority adolescents into treatment, more conceptually grounded predictors of mental health service use are needed in future exploratory studies.

This review also has several limitations. First, as mentioned above, because of the small number of studies that focused on some racial/ethnic minority groups (e.g., Asian Americans), we were not able to carry out more detailed race/ethnicity-specific analyses, which precludes many conclusions being drawn. Second, in our search strategy, we used only seven databases to search for studies that met our inclusion criteria. Thus, articles published in journals not indexed by these databases may have been missed for inclusion. Third, we were not able to do a meta-analysis of the studies due to methodological heterogeneity among the included quantitative studies. Finally, the review process for inclusion of studies that meet our inclusion criteria is subjective, as it is for all systematic review studies. Despite these limitations, this study is the first systematic review that summarizes and assesses existing evidence of barriers and facilitators of mental health service use among racial/ethnic minority adolescents in the U.S. Findings from this study hold direct implications for future research and treatment engagement interventions.
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(21%), and depression (20%)

Not reported

Not reported

100% presented with a
psychiatric chief complaint to

suicide screen: 50% of
adolescents, 48% of chidren

39% of children met criteria for
aciinically significant degree of
externalizing behavior

100% identified as having a
serious emotional disturbance

73% of Hatians, 73% of
African Americans, and 63% of
Whites met the definition of
clinical need

depression 38%; anxiety 9%
African American: ADHD 32%;
depression 39%; anxiety 15%

Whites: ADHD 34%;
depression 32%; anxiety 24%

In kindergarten: 21% showed
‘symptoms of internalizing
problems; 15% showed
symptoms of extenalizing
problems

86% oppositional defiant
disorder, 53% conduct
disorder, 71%ADHD, 41%
mood disorder 17%
Generalized anxiety cisorder,
18% PTSD, 20% Substance
use disorder.

Peitric Psychiatry Emergency 100% had repeat visit to

Evaluation Form (PPEEF)

Standardized witten clinical
assessments

DISC-IV; CBCL; youth
selfreport

DISC-V; CBCL; youth
selfreport

Strength and Difficulties
Questionnaire (SDQ)

Youth seif-report

DISC-IV; CBCL; youth
self-report

National Survey of America’s
Families

Clinical diagnosis

Resnick's Emotional Distress
Scale

Teachers' report of whether the
child need treatment or
counseling

Patient records

Six questions measuring the
frequency of behaviors in the
National Survey on Drug use
and Health survey

Not reported

Composite International
Diagnostic Interview 3.0 (CIDI
3.0)

cBCL

DSM-IV

Child Symptom Inventory
(csi4)

DISC-IV; CBCL; youth
self-report

Beliefs About Care Survey
(BAC)

CBCL

{+) indicates statistically significant positive predictor; (=) indicates statistically significant negative predictor.

emergency department

100% made mental health
visits to an urban pediatric
emergency department
18.8% internalizing disorders;
30.9% externalizing disorders

9% interalizing disorders; 21%.
externalizing disorders

23% met criteria for at least
one type of emotional or
behavioral problem

Not reported

Not reported; total problem
score reported instead

7.5% with a mental health
problem

100% diagnosed

299% showed symptoms

19% had internalizing problems
299% had externalzing
problems

100% showed symptoms

100% displayed extemalizing
behaviors; Medium severity
behaviors: 36.5% of Whites;
40.7% of Affican Americans;
38.4% of Hispanics

100% of families had chicren
admitted for any type of
outpatient mental health
disorders

100% diagnosed

100% diagnosed

100% diagnosed

1.9% European American girls
and 4.4% African American
girls diagnosed with conduct
disorder; 2.6% European
American girs and 3.1%
Afican American girls
diagnosed with major
depressive disorder

Not reported

Not reported.

100% showed symptoms.

Measure of service use

Use of school sector services  School sector: 9% of males,

and use of mental health sector and 5% of females; mental
services (yes/no)
and 4% of females

34% of Asians; 63% of
African Americans; 60% of
Hispanics; 44% of Whites;
53% of Pacific Istanders;
52% of multracial/other
groups

Use of counseling and
case-management services
through the school-based
mental health prevention
iniiative (yes/no)

Use of school-based services ~ Of those who received

(ves/no) services: 24% of Chinese;
27% of Hispanics; 20% of
African Americans; 7% of
Whites; 11% of other Asians;
5% of muliracial groups

Medical person (yes/no) Not reported

Hospitalized at index 100% of participants used

emergency department (ED)  services

Visit (yes/no) and returned to

the ED for psychiatric reason

(ves/no)

CHAMP Senice Use 14% of parents reported

Questionnaire e.g., “Did you  using child mental health

ever take your chid for senvices

counseling?” (yes/no)

Days of service use 100% of sample used

(schook-based mental health ~ services

intervention)

Adherence to treatment (total  100% of sample used

number of sessions during the  services

first 6 months of treatment)

Adequate mental health
treatment (receipt of at least 8

Receipt of adequate
treatment: 43% of Whites;

outpatient psychotherapy  39% of Haitians, 44% of
visits); Emergency room (ER)  African Americans

use (yes/no); ER visits: 28% of Whites;
Early treatment dropout (first ~ 30% of Haitians; 49% of
gap in treatment forthose  African Americans
indivicuals with fewer than 8

visits)

Use of any type of mental 31% received services
health service (yes/no), age of

first use, and type of service

Intake attendance defined as
attending an intake session at
the assigned treatment site.
Treatment initation defined as
the completion of an initial
treatment session after
completing the fullintake
process at the assigned
treatment site.

Connection with an outpatient
mental health provider (yes/no)

65% had connection with
outpatient mental health

provider
Six-month recidivism (retum 100% of sample used
emergency department) sevices
Use of specialty and Ingeneral, 36.4% used
school-based mental health  specialty mental health
service use assessed services; 46.0% used school
prospectively over 2years  mental health senvices

using the Services Assessment
for Children and Adolescents

Use of specialty and Use of specialty services:
school-based mental health  57% of Whites; 46% of
service use assessed African Americans; 43% of
prospectively over 2 years  Hispanics; 25% of Asians

using the Services Assessment
for Children and Adolescents

Use of school servic
of Whites; 64% of African
Americans; 54% of

Hispanics; 41% of Asians

Referral to school services
(yes/no); receipt of treatment
upon referral (yes/noj;
engagement in treatment (total
number of sessions attended)
Help-sesking from potential
support sources (e.9., friend,
significant other, parents,
teacher, mental health
professional, doctor, and
religious/spirtual leadier)
(ves/no)

Any use of specialty mental
health servioes at 2-year
follow-up

Asians; 73% of Hispanics

Help-seeking from formal
sources: 10% Europeans
American; 4% Vietnamese
Americans

Not reported

8.5% Black; 17.3% Native
American; 5.6% Hispanic

Received psychological or
emotional counseling in the last
year (yes/no)

Session attendance, premature
treatment termination, and
treatment satisfaction in
community-based mental

100% receiving treatment

health agencies
Receipt of psychological o 17% received psychological
emotional counseling in the last counseling in the year

Year (yes/no) preceding Wave 2

Use of any type of mental 6% currently used outpatient
health senvioe (yes/no) as mental health services; 4%
measured by the Services received school mental

Assessment for Chidren and
Adolescents; parent report
Aival status to the emergency
department (nvoluntary vs.
Voluntary admission) and
dispositon (disposition upheld
vs. dismissed)

health services.

100% of participants used
services

Use of inpatient o outpatient
servioes (yes/no)

Mental health clinic: 5%
Whites; 3% Aftican
American; 3% Hispanics

‘Therapist: 16% Whites; 10%

African American; 11%

Hispanics
Treatment drop-out: parents  100% of participants used
who did not return after services
completing the intake or one
session beyond the intake
Use of any type of mental  36% of the participants

health service (yes/no) and type received services
of service

Caregivers reported the types
settings where their child had
received any behavioral health
services over the past 6
months

Number of appointments kept

100% of the participants
received services

100% of the participants
received services

Help-seeking from mental 9.6% of Whites; 11.5% of

health professional or African Americans

community service, or

admittance to a hospital o

in-patient clinic in the past year

(yes/no)

Any mental health services in  68.4% of youths reported

the past year specialty mental health
service use

The Engagement Measure  100% of the sample received

school-based or clinic-based

outpatient therapy

Completion of a home screen;
participation in on-site
diagnostic assessment (yes/no)

5% completed home

on site diagnostic
assessment

health sector: 8% of males,

100% were linked to services

6%

Referral to senvices: 20% of

screen; of those, 67% took

Prevalence of service use Racial/ethnic disparities in

service use*

A

Higher rates among African
American (+); Hispanics (+);
and other/ multiracial (+)
groups compared to Asians
Lower rates among
Cambodian (-) and higher rates
‘among other Asian groups (+),
compared to Chinese.

Lower rates among Chinese (-)
‘compared with Blacks

Lower rates among Caribbean
Blacks (-) compared with
African Americans

A

NA

Lower rate in African
Americans (), compared to
non-African Americans

Higher rate among the Whites
(+), compared to Haitians

Higher rate of ER vsits among
‘African Americans (+); less use
of psychopharmacological
services by Haitian and African
American youth ()

Higher rate in Whites (+),
‘compared to African Americans

A

A

Higher rate in African
Americans (+), compared to
Whites

Higher rates of specialty
service use for Hispanics (+)
compared with Asians

Higher service rate in Whites
(+) for internalizing symptoms
Higher service rate in Blacks
(+) for externalizing symptoms

Higher refertal rate in Hispanics
(+), compared to Asians; No
differences in receipt of
treatment after referral

Higher rate in European
Americans (+), compared to
Vietnamese Americans

Lower rates of specialty service
use n Latinos (-) and Asians (-)
compared with Whites

Rural regions: Hispanic (-)
Utban regions: Hispanic (-)
Black ()

Native Americans. (+)

A

Lower rate in African
Americans (-) compared to
Whites and Hispanics (-)

NA

A

Lower rate of outpatient service
use: African Americans (-);
Hispanics (-), compared to
Whites.

NA

Lower rate of service use in
Hispanics (), compared to
Whites, for severe ADHD

NA

NA

NA

Lower rates of service use at
2-year follow-up among Asians
() and Hispanics (-) compared
with Whites

NA

Completion of home screen:
higher rate in Whites (+),
compared to Hispanics
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Adolescent-related
factors
(n =21 studies)

Barriers:
Disorder type:
Externalizing or behavioral
problems (48)
Internalizing problems
(@1, 46)

Gender:

Female (35)

Male (31, 55)

Adolescent self-perceived
barriers or stigma to care
©7,36)

Ethnic identity (53)

Older age (45)

Facilitators:
Diagnosis status/symptom
severity

(13, 25, 26, 28, 31-33, 35,
37, 40, 44, 47, 48, 53, 54)
Disorder type:

Externalizing problems/
disorder: (26, 28, 31, 35,
41,45, 46, 48, 50)
Internalizing
problems/disorders (28, 45)
Gender:

Female (25, 31, 39-42, 45)
Male (13, 28, 47)
Suicidalty (27, 38, 48)
Older age (40, 42, 47)
Internal assets (31)

Poor self-rated health (37)
Being in foster care (38)

*p < 0.05.

Parent-related factors
(n =10 studies)

Barriers:
Parent perceived barriers
and fear (50, 51)
Parenting issues: Parent
reliance on discipline (50)
Caregiver attachment (53)
Lower education level
(89, 50)

Older age (39)

Facilitators:
Parent perceived need and
etiologic beliefs:
Parent-youth concordance
on perceived need for
mental health services (52);
Not parent’s idea for
treatment (39); Parental
concen about the child's
behavior, emotional state, or
abilty to learn (35); Parent
beliefs of physical causes,
relational issues, and
trauma (54)

Family stressors or parental
strains: Caregiver strain (39);
Family stressful ife events
(25); Parental hassles (30)
Parent health: Poor parental
health (47); Parents without
health problems (39)
Extended family caring (30)
Female gender (39)

Therapeutic/service
provider-related factors
(n =9 studies)

Barriers:
N/A

Facilitators:

Patient/cliniian ethnic
mateh (50, 51)

Positve relationship or
cconnection with health
providers (36, 43)
Therapeutic attrioutes (e.g.,
inpatient disposition after
visit, arrival at emergency
senvices) (43, 48)

Prior receipt of
intervention/services/
hospitalization (28, 44)
Youth-therapist
co-endorsement of
etiological beliefs (55)
Professional referral by
primary care providers,
pediatricians, school
psychologists, or
counselors for home
screening (32)

Contextual/structural
factors (n = 15 studies)

Barriers:
Income: Low income for
adequate treatment (29);
Low income for emergency
services (48); Low income in
urban region (47); Low
income for inpatient

services (49)

Insurance type: Medicaid for
adequate treatment (29);
Having no insurance

(29, 47); Having other
insurance (47)

Family structure: Two-
parent household (31); No.
of female headed household
in the neighborhood (29)
Geographic location: Blacks
and Hispanics in urban
region (47); Blacks in rural
region (13); Hispanics in
rural region (47); Living in
urban Midwest region (47);
Living in rural Midwest or
south region (47)

9% of Asians in school (31)

Facilitators:
Insurance: Having health
insurance (45); Public:
insurance (e.g., Medicaid)
for emergency services
(29, 38) or counseling (47)
Private insurance for
school-based services (39)
or emergency services (48)
Noinsurance for emergency
services (38, 40)

Higher household income
(33, 42, 54, 55)

Low SES: Low income for
school-based services (39);
Parent unemployment for
school-based services (39);
Worse subjective
socioeconomic status (37)
Family structure: single
parent household

(18, 47, 49)

Blacks and Whites living in
urban area (27)

Enabling resources such as
family/work schedule,
availabilty of childcare,
transportation (32)

Social/cultural factors
(n =9 studies)

Barriers:
Accutturation:

High acculturation families
(34); High parental affinity to
an alternative culture among
Latinos and Asian Americans
(38); Mid-range cultural pride
reinforcement of parents (30)
Negative social relationship
(36)

Parent perceived racial
discrimination/prejucice (54)

Facilitators:
Difficulty or negative

school experiences (Racial
discrimination by school
adults and peers, Lower
sense of agency in school,
being expelled or
suspended, etc) (25, 26, 31,
35,38)

Adolescent perceived social
support network (28)
School assets (31)

Teacher referrals or teacher
reported need for service
(28,36)

Mid-range spiritual/religious
coping (30)
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Methodological criterion

Study design

Sample size

Data collection method/data
source

Data analysis

Measurement of mental
health

problem/need
Measurement of
barriers/faciltators
Theoretical framework

Description

Longitudinal study
Cross-sectional study
Large (>500)

Medium (> 100 and <500)
Small (<100)

National level
State/territory-level
Community/school-level
Agency administrative data
More advanced statistics

Regression/analysis of
covariance

Bivariate statistics
Relabilty tested/reported

Validity tested/reported
Reliabilty tested/reported
Validity tested/reported
Reported

Not reported

nof
studies

6
26
15
14
3
5
2

23

(%)

25
375
219
28.1
719
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