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Objective: This study examined racial and ethnic disparities in mental health
service use, social support, and telemedicine access among U.S. adolescents
between 2019 and 2022.

Methods: We analyzed nationally representative data from 2019 to 2022 National
Health Interview Survey (NHIS) Sample Child Interview, focusing on adolescents
aged 12-17. Multivariate logistic regression models with survey weights were
used to assess disparities in outcomes by race and ethnicity.

Results: From 2019 to 2022, despite rising mental health needs, Black, Hispanic,
and Asian adolescents were significantly less likely than White peers to take
prescription medications (7-12 percentage points lower, p < 0.001), receive
therapy (4—12 percentage points lower, p < 0.001), or receive both treatments
(4-7 percentage points lower, p < 0.001). Hispanic and Asian adolescents were
also 9 and 15 percentage points less likely (p < 0.001), respectively, to report
receiving community support, while Black and Asian adolescents were 8 and
6 percentage points less likely (p < 0.001), respectively, to have had a virtual
healthcare appointment.

Conclusions: Access to mental health services, virtual care, and community
support remains disproportionately limited for racial and ethnic minority
adolescents, even as overall mental health needs have worsened across all
groups during the COVID-19 pandemic. The underuse of virtual care and
community support among Hispanic and Asian adolescents underscores the
urgent need for culturally responsive strategies to promote accessible and
personalized mental health care for all adolescents.

KEYWORDS

adolescent, mental health services, race and ethnicity, community support,
telemedicine, utilization, access to care

Introduction

Adolescent mental health issues are an increasing public health concern. In
2021, approximately 3.7 million U.S. adolescents aged 12-17 experienced at least one
major depressive episode in the past year, representing 14.7% of this age group (1).
Adolescence is a crucial stage of development, as mental health challenges during this
period can lead to more severe mental health issues in adulthood (2). Racial and
ethnic disparities in mental health care access have been well-documented. Between
2010 and 2017, studies showed that Black and Hispanic adolescents faced significant

01 frontiersin.org


https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2025.1559511
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2025.1559511&domain=pdf&date_stamp=2025-07-28
mailto:franzini@umd.edu
https://doi.org/10.3389/fpubh.2025.1559511
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/fpubh.2025.1559511/full
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Zhou et al.

disparities in psychotropic medication use compared to White
adolescents, and this gap worsened over time (3). The COVID-19
pandemic and associated quarantines exacerbated vulnerability to
mental health problems among adolescents overall (4, 5). However,
there is limited recent evidence on patterns of mental healthcare
utilization since the pandemic.

Emerging research highlights potential strategies to mitigate the
adolescent mental health crisis. For instance, social support has
been shown to positively impact mental health outcomes (6). In
addition, telemedicine and virtual interventions have demonstrated
effectiveness in improving behavioral health (7-9). While telehealth
services expanded significantly during the pandemic, evidence
regarding telemedicine use among adolescents remains limited (7).

The objective of this study is to investigate racial and ethnic
disparities in mental health service utilization, social support, and
telemedicine use among U.S. adolescents from 2019 to 2022. We
hypothesize that racial and ethnic minority adolescents continue
to face significantly lower odds of accessing mental health services,
while mental health challenges have worsened across all racial and
ethnic groups since the onset of the COVID-19 pandemic.

To guide our model specification and test this hypothesis,
we applied Andersen’s Behavioral Model of Health Services Use
(8). This framework covers three domains: predisposing factors
(e.g., race/ethnicity, age), enabling factors [e.g., socioeconomic
status (SES), insurance coverage], and need-based factors (e.g.,
health conditions). These domains are particularly relevant
for understanding disparities in adolescent mental healthcare
utilization. For example, compared to their White counterparts,
Black and Hispanic adolescents are more likely to live in households
with lower income, lower parental education, and limited health
insurance coverage (9, 10). These SES-related barriers may hinder
access to mental health services and contribute to delays in
recognizing and responding to mental health issues (9, 11).

In addition to mental healthcare, community-level social
support is a key protective factor for adolescent mental health.
Research has shown that strong social support is associated with
lower rates of depressive symptoms and greater life satisfaction
among youth (12). However, the COVID-19 pandemic significantly
limited social interaction, and adolescents without access to
adequate support, experienced worse mental health outcomes,
including signs of accelerated brain aging (4, 13). Moreover,
cultural factors may influence how adolescents engage with social
support networks. For instance, Hispanic and Asian American
adolescents may be less likely than their White peers to seek or
receive community-based support due to cultural norms, stigma,
or systemic barriers (14). Therefore, we further hypothesize that
the association between community social support and mental
health outcomes differs by race and ethnicity. Our study aligns with
national public health priorities such as Healthy People 2030, which
emphasizes the importance of reducing disparities and addressing
social determinants of health (15).

Materials and methods

Our study utilized data from the National Health Interview
Survey (NHIS) Sample Child Interview, focusing on adolescents
aged 12-17. The NHIS Sample Child Survey conducts annual
interviews with a nationally representative sample of households,
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collecting health information about children from their parents or
guardians. For this study, we used data collected between 2019
and 2022. The outcome measures, including mental healthcare
utilization, span across each survey year (16, 17).

Outcome measures

This study focused on three primary outcome domains: mental
health service utilization, community support, and telemedicine
use. Mental health service utilization was measured based on
whether the adolescent: (a) took prescription medication for issues
related to emotions, concentration, behavior, or mental health; (b)
received counseling or therapy from a mental health professional
(e.g., psychiatrist, psychologist, psychiatric nurse, or clinical social
worker); and (c) received both therapy and medication in the past
year. These three outcomes were available in interviews conducted
from 2019 to 2022.

Community support was assessed using two measures: (1)
whether the adolescent received the social and emotional support
they needed, and (2) whether the adolescent had at least one
adult, other than a parent or household member, in their school,
neighborhood, or broader community who made a positive and
meaningful difference in their life. These variables were coded as
1 if the respondent answered “always,” and 0 otherwise. These
outcomes were available in interviews conducted from 2021
to 2022.

Telemedicine use was measured by whether the adolescent had
a video or phone appointment with a doctor, nurse, or other health
professional in the past 12 months. This outcome was available in
interviews conducted from 2020 to 2022.

Independent measures

The key independent variables in this study were informed
by Andersen’s Behavioral Model of Health Services Use and prior
literature on adolescent mental health. The primary variable of
interest was race and ethnicity, categorized as non-Hispanic White
(White), non-Hispanic Black (Black), non-Hispanic Asian (Asian),
and Hispanic. Additional covariates included age, sex, nativity
(whether the adolescent was born in the U.S.), type of health
insurance, self-reported general health, family income, parental
highest level of education, parental marital status, and urban vs.
rural residence. We also included year indicators to adjust for
temporal trends over the study period.

To account for health needs, we controlled for adolescents’
self-reported general health status. To further capture mental
health needs, we included a parent-reported measure of depressive
frequency, based on the NHIS survey question: “How often does
[the adolescent] seem very sad or depressed? Would you say daily,
weekly, monthly, a few times a year, or never?”

Analysis
This study focused on mental health service utilization among
adolescents. First, we plotted the parent-reported frequency of

depressive symptoms by race and ethnicity from 2019 to 2022 as
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FIGURE 1
How often seems sad or depressed. Data: Our study used the 2019-2022 National Health Interview Survey's (NHIS) Sample Child Interview and
focused on adolescents aged 12—-17. How often an adolescent seemed very sad or depressed was measured on a scale from 1 to 5, with 1 being
daily, 2 weekly, 3 monthly, 4a few times a year, and 5 never.

a proxy for trends in mental health needs. We then summarized
the sociodemographic characteristics of adolescents by racial and
ethnic groups.

To examine associations between race/ethnicity and each
outcome of interest, we conducted multivariate logistic regression
analyses, controlling all covariates described above. We report
average marginal effects (AMEs) to aid interpretation. All
analyses incorporated NHIS survey weights to ensure nationally
representative estimates.

We also conducted sensitivity analyses to assess the robustness
of our findings. We excluded the parent-reported frequency
of feeling depressed, recognizing that parental perception may
not accurately reflect the adolescent’s internal experience (see
Appendix 1). In addition, screen time has been identified in prior
research as a factor associated with poorer mental health outcomes
(18). We included a control for screen time, defined as whether the
adolescent spent more than two hours per day on a device for social
or entertainment purposes (e.g., playing games, watching videos,
using social media, or browsing the internet; see Appendix 2)
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(12). Our findings remained consistent across these alternative
model specifications.

All analyses were conducted using Python, specifically the
Pandas (version 2.0.3) and Statsmodels packages. Survey weights
were applied throughout to maintain national representativeness.
This study used publicly available, de-identified NHIS data and was
therefore exempt from human subject research review.

Results

We first analyzed three main utilization measures using data
from the NHIS Sample Child files from 2019 to 2022, focusing
on adolescents aged 12-17. The pooled sample across 4 years
included adolescents identified as White, Black, Hispanic, or Asian,
with a total sample size of N = 10,974. After excluding 259 cases
(approximately 2%) due to missing values on covariates, the final
analytic sample was N = 10,715, consisting of 5,981 White, 1,186
Black, 2,804 Hispanic, and 744 Asian adolescents.
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TABLE 1 Sample characteristics of adolescents by race and ethnicity.

Asian adolescents
N =744

All adolescents White adolescents Black adolescents Hispanic adolescents
N = 10,715 N = 5,981 N=1,186 N = 2,804
Mean std Mean std Mean std Mean std Mean

Sample size

1239 noyz

U31eaH dNaNd Ul SI9RUO.4

0

B40"uISIa13UOL)

Outcome measures

Took medication for mental health 0.12 0.33 0.16 0.37 0.08 0.27 <0.001 0.07 0.26 <0.001 0.03 0.18 <0.001
Had mental health therapy 0.15 0.36 0.19 0.39 0.11 0.31 <0.001 0.13 0.33 <0.001 0.05 0.22 <0.001
Had medication and therapy 0.08 0.27 0.10 0.30 0.05 0.22 <0.001 0.05 0.22 <0.001 0.02 0.14 <0.001
Had any virtual care* 0.20 0.40 0.22 0.42 0.13 0.34 <0.001 0.19 0.39 0.004 0.16 0.37 0.002
Emotional/social support available 0.77 0.42 0.78 0.41 0.82 0.38 0.02 0.76 0.43 0.10 0.72 0.45 0.01
Presence of community support® 0.89 0.31 0.95 0.21 0.90 0.29 <0.001 0.79 0.40 <0.001 0.79 0.40 <0.001
Independent variables
Female 0.48 0.50 0.49 0.50 0.48 0.50 0.56 0.48 0.50 0.22 0.48 0.50 0.71
Age (years) 14.62 1.70 14.67 1.69 14.61 1.72 0.22 14.54 1.68 0.00 14.54 1.72 0.04
US-born 0.94 0.24 0.98 0.14 0.95 0.21 <0.001 0.91 0.29 <0.001 0.72 0.45 <0.001
Self-reported health

Excellent or very good health 0.84 0.36 0.88 0.32 0.81 0.39 <0.001 0.76 0.43 <0.001 0.88 0.32 0.88

Good health 0.12 0.33 0.09 0.29 0.15 0.36 <0.001 0.19 0.39 <0.001 0.10 0.30 0.34

Fair or poor health 0.03 0.17 0.02 0.16 0.03 0.18 0.12 0.05 0.22 <0.001 0.02 0.13 0.14
Never felt depressed 0.62 0.49 0.57 0.50 0.72 0.45 <0.001 0.68 0.47 <0.001 0.69 0.46 <0.001
Family income
<100% federal poverty line (FPL) 0.11 0.32 0.06 0.24 0.22 0.41 <0.001 0.19 0.39 <0.001 0.08 0.27 0.12
100-200% FPL 0.20 0.40 0.13 0.34 0.27 0.45 <0.001 0.32 0.47 <0.001 0.17 0.37 0.02
200-400% FPL 0.30 0.46 0.31 0.46 0.29 0.46 0.34 0.31 0.46 0.83 0.28 0.45 0.07
Above 400% FPL 0.38 0.49 0.50 0.50 0.22 0.41 <0.001 0.19 0.39 <0.001 0.48 0.50 0.48
Highest education of parents

No high school 0.07 0.25 0.02 0.14 0.05 0.22 <0.001 0.18 0.39 <0.001 0.03 0.18 0.01

High school 0.30 0.46 0.24 0.43 0.42 0.49 <0.001 0.41 0.49 <0.001 0.16 0.36 <0.001

College 0.40 0.49 0.45 0.50 0.36 0.48 <0.001 0.30 0.46 <0.001 0.43 0.50 0.31
Graduate school 0.22 0.41 0.27 0.44 0.16 0.37 <0.001 0.10 0.30 <0.001 0.35 0.48 <0.001
Parent marital status: married 0.61 0.49 0.68 0.47 0.32 0.47 <0.001 0.54 0.50 <0.001 0.80 0.40 <0.001

(Continued)
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Mean unit 100% unless indicated otherwise. std, standard deviation. p-value, white adolescents served as the reference group. Data, our study used the 2019-2022 National Health Interview Survey’s (NHIS) Sample Child Interview and focused on adolescents

aged 12-17.

2The “Emotional/Social Support” measure was available only in 2021 and 2022. The total analytic sample was N = 5,393, including 2,864 White, 606 Black, 1,499 Hispanic, and 424 Asian adolescents.

bThe “Community Support” measure was also available only in 2021 and 2022. The total sample was N = 5,372, including 2,858 White, 604 Black, 1,487 Hispanic, and 423 Asian adolescents.

6,117, including 3,296 White, 671 Black, 1,667 Hispanic, and 483 Asian adolescents.

“The “Had Virtual Medical Appointment” measure was available beginning in 2020. The total sample for this measure was N

10.3389/fpubh.2025.1559511

The outcomes “emotional/social support available” and
“presence of community support” were available only in 2021
and 2022, with an initial sample of N = 5,532. After accounting
for missing data, the final analytic samples were N = 5,393 for
emotional/social support and N = 5,403 for community support,
with approximately 2% missingness in each.

The outcome “had any virtual care” was available from 2020 to
2022, with an initial sample of N = 7,733. The final analytic sample
for telemedicine use was N = 6,117, based on whether the parent
reported that the adolescent had any healthcare appointment
during the reference period.

Figure 1 shows the frequency of feeling depressed among
adolescents during this period, disaggregated by race and ethnicity.
Among White adolescents, the percentage reporting never feeling
depressed dropped from 63% to 55%. This decline was even
more pronounced among Black adolescents (79%—62%), Asian
adolescents (76%—59%), and Hispanic adolescents (74%—64%).
Meanwhile, the share of Black, Hispanic, and Asian adolescents
reporting feeling depressed a few times a year rose by 8, 5,
and 4%, respectively, compared to a 3% increase among White
adolescents. Additionally, Black adolescents reporting feeling
depressed monthly increased dramatically, from 2% to 11%.
Similarly, the proportion of Hispanic and Asian adolescents
reporting feeling depressed monthly doubled, rising from 3% to 7%.

Table 1 shows that 12% of adolescents received therapy from a
mental health professional, 15% took medication for their mental
health, 8% received both therapy and medication, 77% always had
social support, 89% received community support, and 20% had a
virtual general health appointment. Variations by race and ethnicity
were observed. Compared to White adolescents, Black, Hispanic,
and Asian adolescents had lower frequencies of taking mental
health medication, receiving therapy, or utilizing both therapy
and medication. For instance, 16% of White adolescents reported
taking medication, compared to 8% of Black, 7% of Hispanic,
and 3% of Asian adolescents (p < 0.001). Hispanic and Asian
adolescents were also significantly less likely to have community
support compared to White and Black adolescents (p < 0.001).
Furthermore, approximately 22% of White adolescents reported
having a virtual medical appointment, followed by Hispanic (19%),
Asian (16%), and Black adolescents (13%) (p < 0.01).

After controlling for confounding variables, Table 2 shows
significant racial and ethnic disparities in mental health treatment.
Compared to White adolescents, Black (OR = 0.45, p < 0.001),
Hispanic (OR = 0.44, p < 0.001), and Asian adolescents (OR
= 0.17, p < 0.001) were less likely to use prescription drugs for
mental health. Similarly, Black (OR = 0.60, p < 0.001), Hispanic
(OR = 0.58, p < 0.001), and Asian adolescents (OR = 0.16, p
< 0.001) were less likely to receive therapy, and all three groups
were significantly less likely to receive both treatments (OR = 0.55,
0.58, and 0.20, respectively; p < 0.001). Additionally, adolescents
with better reported general and mental health and those without
insurance were less likely to access mental health treatment.

Compared to White adolescents, Hispanic (OR = 0.34,
p < 0.001) and Asian adolescents (OR = 0.23, p < 0.001) were
significantly less likely to receive community support (Table 3).
Additionally, Asian adolescents were less likely to receive social or
emotional support compared to White adolescents (OR = 0.71,
p < 0.05). No significant differences were observed in receiving
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TABLE 2 Racial and ethnic differences in mental health care utilization among U.S. adolescents.

Took medication for mental health Had mental health therapy Had medication and therapy

(O] 95% ClI p OR 95% ClI p (O] 95% ClI p

Race and ethnicity

White reference reference reference

Black 0.45 0.33 0.61 <0.001 0.60 0.45 0.80 <0.001 0.55 0.38 0.80 <0.001

Hispanic 0.44 0.35 0.56 <0.001 0.70 0.58 0.86 <0.001 0.58 0.43 0.77 <0.001
Asian 0.17 0.11 0.28 <0.001 0.23 0.16 0.34 <0.001 0.20 0.11 0.38 <0.001
Female 0.72 0.61 0.84 <0.001 1.06 0.92 1.23 0.42 0.91 0.75 1.10 0.34
Age 1.05 1.01 1.10 0.02 1.01 0.97 1.06 0.54 1.08 1.02 1.14 0.01
US-born 1.31 0.79 2.19 0.30 1.25 0.84 1.86 0.27 1.13 0.66 1.94 0.65

Self-reported health

Fair and poor health reference reference reference

Excellent or very good 0.25 0.18 0.35 <0.001 0.32 0.23 0.45 <0.001 0.24 0.17 0.34 <0.001
health

Good health 0.48 0.33 0.71 <0.001 0.59 0.42 0.84 <0.001 0.48 0.33 0.72 <0.001
Never felt depressed 0.27 0.23 0.31 <0.001 0.16 0.14 0.19 <0.001 0.16 0.12 0.20 <0.001

Family income

<100% FPL reference reference reference

100%—200% FPL 1.00 0.73 1.37 0.98 1.07 0.81 1.42 0.64 0.97 0.67 1.43 0.89
200%—400% FPL 1.02 0.74 1.40 0.91 1.32 0.99 1.76 0.06 1.09 0.75 1.59 0.65
Above 400% FPL 1.21 0.86 1.68 0.27 1.60 1.17 2.20 <0.001 1.46 0.96 2.21 0.08

Highest education of parents

No high school reference reference reference

High school 1.18 0.81 1.73 0.38 0.87 0.62 1.20 0.39 0.96 0.60 1.53 0.85

College 1.35 0.94 1.94 0.11 1.05 0.75 1.47 0.78 1.17 0.73 1.88 0.51

Graduate school 1.43 0.97 2.10 0.07 1.24 0.87 1.76 0.23 1.40 0.86 2.27 0.17
Parent marital status: 0.77 0.64 0.92 <0.001 0.63 0.53 0.74 <0.001 0.66 0.52 0.83 <0.001
married
Insurance

Uninsured reference reference reference

Private insurance 2.40 1.35 4.28 <0.001 2.45 1.54 3.90 <0.001 4.33 2.13 8.81 <0.001

Public insurance 3.07 1.72 5.47 <0.001 3.46 2.17 5.53 <0.001 6.02 2.89 12.54 <0.001

Other insurance 2.61 1.30 522 0.01 2.56 1.38 4.74 <0.001 4.03 1.75 9.28 <0.001
Rural 1.13 0.89 1.44 0.31 0.84 0.66 1.05 0.13 0.96 0.69 1.33 0.81
Year

2019 reference reference reference

2020 1.09 0.87 1.35 0.46 1.14 0.92 1.41 0.22 1.14 0.85 1.53 0.37

2021 0.87 0.71 1.06 0.17 1.03 0.86 1.23 0.74 0.80 0.62 1.02 0.07

2022 1.11 0.92 1.35 0.27 1.33 1.12 1.59 <0.001 1.19 0.94 1.51 0.15
Constant 0.16 0.05 0.47 <0.001 0.28 0.11 0.73 0.01 0.04 0.01 0.17 <0.001

Data, Our study used the 2019-2022 National Health Interview Survey’s (NHIS) Sample Child Interview and focused on adolescents aged 12 to 17. “Emotional/social support” measure was
only available in 2021 and 2022, and “had virtual medical appointment” measure was only available since 2020.
The sample size of the regressions N = 10,715, and weighted N = 92,789,424.
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TABLE 3 Outcomes of virtual care and social support among US adolescents.

Had any virtual care

Emotional/social support available

10.3389/fpubh.2025.1559511

Presence of community support

N=6,117 N = 5,393 N =5,372
95% ClI OR 95% CI OR 95% ClI
Race and ethnicity
White reference reference reference
Black 0.59 0.41 0.86 0.01 1.22 0.91 1.65 0.19 0.69 0.47 1.03 0.07
Hispanic 0.89 0.72 1.09 0.25 0.86 0.69 1.07 0.16 0.34 0.25 0.45 <0.001
Asian 0.59 0.40 0.86 0.01 0.71 0.52 0.98 0.04 0.23 0.15 0.34 <0.001

Data: Our study used the 2019-2022 National Health Interview Survey’s (NHIS) Sample Child Interview and focused on adolescents aged 12-17. “Emotional/social support” measure was only
available in 2021 and 2022, and “had virtual medical appointment” measure was only available since 2020.
The sample size of the regression virtual care is N = 6,117, and weighted N = 58,080,75; social support availability N = 5,393, and weighted N = 46,652,178; community support presence N =

5,372, and weighted N = 46,459,936.
Other covariates were controlled.

TABLE 4 Average marginal effects on mental healthcare utilization, virtual care, and social support among adolescents.

Took medication for mental health

Had therapy

Had medication and therapy

AME 95% ClI p 95% ClI AME 95% Cl P
Race and ethnicity
White reference reference reference
Black —0.07 —0.09 —0.06 <0.001 —0.07 —0.09 —0.05 <0.001 —0.04 —0.06 —0.03 <0.001
Hispanic —0.08 —0.09 —0.06 <0.001 —0.04 —0.06 —0.03 <0.001 —0.04 —0.06 —0.03 <0.001
Asian —0.12 —0.13 —0.10 <0.001 —0.12 —0.14 —0.10 <0.001 —0.07 —0.09 —0.06 <0.001

Had any virtual care

Emotional/social support available

Presence of community support

95% ClI 95% ClI 95% Cl
Race and ethnicity
White reference reference reference
Black —0.08 —0.11 —0.05 <0.001 0.04 <0.001 0.07 0.05 —0.02 —0.05 <0.001 0.06
Hispanic —0.01 —0.04 0.01 0.34 —0.03 —0.06 <0.001 0.04 —0.09 —0.11 —0.07 <0.001
Asian —0.06 —0.09 —0.02 <0.001 —0.06 —0.11 —0.02 0.01 —0.15 —0.20 —0.11 <0.001

Data: Our study used the 2019-2022 National Health Interview Survey’s (NHIS) Sample Child Interview and focused on adolescents aged 12-17. “Emotional/social support” measure was only
available in 2021 and 2022, and “had virtual medical appointment” measure was only available since 2020. Other covariates were controlled.

social or community support between White and Black adolescents.
However, Black (OR = 0.59, p < 0.01) and Asian adolescents (OR =
0.59, p < 0.01) were significantly less likely than White adolescents
to have a virtual appointment.

Table 4 reports the AMEs based on the regression results from
Tables 2, 3. The AMEs indicate that, on average, Black, Hispanic,
and Asian adolescents were 7, 8, and 12 percentage points less likely
(p < 0.001), respectively, to take prescription medication for mental
health issues compared to White adolescents, controlling for other
factors. Similar patterns were observed for receiving therapy and
for receiving both medication and therapy. Black adolescents were
also 8 percentage points less likely (p < 0.001) to have had any
virtual care. In terms of community support, Hispanic and Asian
adolescents were 9% and 15% points less likely (p < 0.001),
respectively, to report having at least one adult, other than a parent
or household member, in their school, neighborhood, or broader
community who made a positive and meaningful difference in
their life.
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Discussion

The results of our study show that access to mental
health services, virtual care, and community support remains
disproportionately limited for racial and ethnic minority
adolescents, even as overall mental health needs have worsened
across all groups during the COVID-19 pandemic, a pattern that is
consistent with the literature prior to the pandemic (9-11).

Using Andersen’s Behavioral Model, we accounted for SES such
as family income, parental education, and insurance coverage. As
shown in our results, higher parental education and insurance
coverage were generally associated with greater mental health
service utilization. Nevertheless, even after controlling for these
socioeconomic factors, we continued to observe significant racial
and ethnic disparities, suggesting the influence of additional
unmeasured factors. Cultural norms and stigma may play a key
role. For example, mental health concerns are often underreported
in minority communities due to cultural beliefs that discourage
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open discussion of emotional distress (19). Furthermore, racial and
ethnic minority families may face structural barriers to accessing
timely diagnosis and treatment for depression, including language
barriers, healthcare navigation challenges, provider bias, and a lack
of culturally competent care (20). Stigma related to depression
has also been shown to vary by race and ethnicity, potentially
contributing to underutilization of services (19-22).

Although we controlled for mental health needs, our analysis
relied on a parent-reported proxy for depressive symptoms due
to the absence of objective diagnostic data in the survey. It
is important to note that the frequency of feeling depressed
perceived by parents may not fully align with adolescents’
lived experiences. To more accurately capture disparities and
inform effective interventions, future research should incorporate
culturally sensitive, adolescent-reported measures of mental health.

Community social support has been widely recognized as an
important protective factor in promoting adolescent mental health
(9, 23). For example, research has shown that social support
can moderate the negative impact of depression on physical
health among Hispanic youth (24). In our study, Hispanic and
Asian adolescents were significantly less likely to report receiving
community support. These findings are consistent with existing
literature, which suggests that the mental healthcare system may
not fully account for culturally influenced help-seeking behaviors
among Hispanic and Asian American adolescents (25).

Literature also suggests that Hispanic and Asian American
youth may be more inclined to rely on peers and express themselves
more openly with friends, potentially creating pathways to informal
support and reducing the stigma associated with seeking formal
mental health services (26). These insights highlight the need
for culturally responsive strategies in schools and communities.
Peer support programs, culturally attuned counseling services, and
mental health education initiatives may help improve recognition,
communication, and access to care among these populations
(24-26).

For example, school-based mental health services (SBMHS)
offer a promising approach to improving access by embedding
care within educational settings, reducing barriers related to stigma
and availability (27). Additionally, expanding the peer support
workforce—through programs that train individuals with lived
experience to support children, adolescents, and their families—can
foster trust, cultural relevance, and engagement in mental health
care (14).

Racial and ethnic minority adolescents were less likely to
have a virtual health appointment, despite the overall increase in
telemedicine use during the study period (28, 29). Previous research
has shown that Black and Hispanic families are less likely than
White families to own a home computer or have reliable internet
access (30). In our study, the telehealth measure included both
phone and video visits. Studies have found that telehealth use
among Black and Hispanic households often relies more heavily
on phone calls, likely due to limited broadband access and other
infrastructural barriers (31). These findings highlight the need
for future research to focus specifically on access-related barriers
to virtual care, including disparities in broadband infrastructure,
device availability, and digital literacy.

Interestingly, although Asian families are more likely than
White families to own a home computer and report higher
rates of internet usage (32), Asian adolescents in our sample
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were significantly less likely to use virtual mental health care.
This suggests that factors beyond technology access, such as
limited mental health literacy, language barriers, or reluctance to
seek help, may be contributing to lower virtual care use among
Asian adolescents.

Although our primary focus is on mental health service
utilization, we also note that our findings showed a worsening
mental health status among adolescents, particularly among racial
and ethnic minority groups, since 2019. Significant racial and
ethnic disparities in access to mental health services persisted, with
racial and ethnic minorities being more affected. These trends
may be associated with the extended period of isolation due to
the COVID-19 pandemic, which limited social interaction and
increased exposure to social media and screen times, factors known
to harm adolescent mental health, the increasing frequency of
depression among race and ethnic minority adolescents cannot
be overlooked (4, 5). Our findings indicated that the gap between
White and minority adolescents who were depressed narrowed
during the study period, highlighting the urgent need and practices
(33, 34) to address mental health among racial and ethnic minority
adolescents post the pandemic.

This study has important limitations. First, the cross-sectional
design limits our ability to draw causal inferences; all observed
associations should be interpreted as correlational. Although we
controlled for a wide range of sociodemographic and contextual
variables, unmeasured confounders, such as household dynamics,
community-level resources, or experiences of discrimination,
may still have influenced the results. Second, the measure of
telemedicine use was broad and not specific to mental health
services. It also did not distinguish between modalities such as
video and telephone visits, differences that may carry important
implications for accessibility, engagement, and effectiveness. Third,
mental health measures were based on parent-reported proxies,
which may underestimate the true prevalence of adolescent mental
health issues due to stigma, social desirability bias, or limited
parental awareness. Future research should further examine how
racial and ethnic disparities in mental health care interact with
socioeconomic status and other contextual factors. Moreover, the
persistently low use of mental health services among minority
adolescents may be driven by additional influences not captured
in our model, including gaps in insurance coverage for mental
health care, variation in actual mental health needs, barriers to both
in-person and telehealth services, and culturally specific stigma
surrounding mental illness. Understanding these complex and
intersecting factors is essential to developing more equitable and
culturally responsive mental health systems for adolescents.

Conclusion

This study provides new evidence on racial and ethnic
disparities in adolescent mental health service utilization, social
support, and telemedicine use in the United States from 2019
to 2022. While mental health challenges have worsened for
adolescents across all groups during this period, our findings
show that Black, Hispanic, and Asian adolescents continue to
face significantly lower odds of accessing mental health services
compared to their White peers. These disparities persist even
after controlling for SES and other access factors, underscoring
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the need to look beyond traditional barriers to care. The study
also highlights important gaps in virtual care and community
support. Despite tAhe growth in telemedicine, racial and ethnic
minority adolescents were less likely to access virtual health
services, pointing to ongoing issues of digital access, cultural
stigma, and system-level barriers. Similarly, lower levels of
reported community and emotional support among Hispanic
and Asian adolescents suggest a need for culturally responsive
support networks. To advance adolescent mental health for all,
interventions must go beyond expanding access. Efforts should
address cultural stigma, improve health literacy, and strengthen
school- and community-based support systems. Future research
should examine how cultural factors influence mental health
service use and how policies can better support culturally tailored
care for all adolescents.
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