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Poor young women are at risk of
depression (1), and those who
are from an ethnic minority

group are particularly unlikely to get
care (2). Fewer than 9% of U.S.-born

Latinos seek care from mental health
settings, and fewer than 20% seek
such care in general health care set-
tings (3). Immigrant Latinos are even
less likely to get mental health treat-

ment (3). African Americans are
more likely than Latinos to get de-
pression care, but they are under-
served compared with their white
counterparts (4–7). Little is known
about the mental health service uti-
lization of immigrant black women
from Africa and the Caribbean. In
this study, we examined the relation-
ship of stigma to wanting and getting
mental health care for low-income
U.S.-born and immigrant Latina and
black women.

Poor persons from ethnic minority
groups face many practical barriers to
care, such as lack of insurance and
transportation (8,9). Although mini-
mizing insurance-related barriers to
mental health care improves access
(10–12), blacks and Latinos remain
less likely than whites to receive serv-
ices, even when they have the same
insurance coverage (13,14). Stigma
about mental illness may keep poor
women from ethnic minority groups
from seeking treatment for common
mental disorders (15,16) and might
therefore be an important factor in
explaining disparities in care.

Depression is a stigmatized condi-
tion (17–19), and persons who are de-
pressed report more stigma associat-
ed with depression than do those who
are not depressed (20–22). Small
studies have produced conflicting re-
sults regarding the role of stigma in
seeking mental health care among
low-income women from ethnic mi-
nority groups. Although many women
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Objective: This study examined the extent to which stigma-related con-
cerns about mental health care account for the underuse of mental health
services among low-income immigrant and U.S.-born black and Latina
women. Methods: Participants included 15,383 low-income women
screened for depression in county entitlement services who were asked
about barriers to care, stigma-related concerns, and whether they want-
ed or were getting mental health care. Results: Among those who were
depressed, compared with U.S.-born white women, each of the black
groups were more likely to report stigma concerns (African immigrants,
odds ratio [OR]=3.28, p=.004; Caribbean immigrants, OR=6.17, p=.005;
U.S.-born blacks, OR=6.17, p=.06). Compared with U.S.-born white
women, immigrant African women (OR=.18, p<.001), immigrant Car-
ibbean women (OR=.11, p=.001), U.S.-born black women (OR=.31,
p<.001), and U.S.-born Latinas (OR=.32, p=.03) were less likely to want
treatment. Conversely, compared with U.S.-born white women, immi-
grant Latinas (OR=2.17, p=.02) were more likely to want treatment.
There was a significant stigma-by-immigrant interaction predicting inter-
est in treatment (p<.001). Stigma reduced the desire for mental health
treatment for immigrant women with depression (OR=.35, p<.001) to a
greater extent than it did for U.S.-born white women with depression
(OR=.52, p=.24). Conclusions: Stigma-related concerns are most common
among immigrant women and may partly account for underutilization of
mental health care services by disadvantaged women from ethnic minor-
ity groups. (Psychiatric Services 58:1547–1554, 2007)



report stigma concerns in talking to
primary care clinicians about mental
health issues (23), Latina and black
women are more likely than white
women to endorse stigma concerns
(20,24). Similarly, Caribbean immi-
grants to Canada and the United
Kingdom report concerns about be-
ing labeled as “crazy” (25), which re-
duce their willingness to engage with
mental health services (26,27). Nige-
rians have also been found to have
high levels of stigma concerns and
negative attitudes in regard to mental
illness, although not specifically to
depression (28). However, other re-
search suggests that stigma plays a
minimal role in service utilization (7),
with low-income African-American,
Latina, and white women endorsing
logistical barriers to care to a far
greater extent than stigma (20,29)
and few women reporting stigma con-
cerns overall (29). These early studies
have relatively small samples and do
not distinguish between immigrants
and U.S.-born minorities.

Little is known about the relation of
stigma concerns to wanting and using
mental health services. A study of de-
pression and stigma among primary
care patients demonstrated that al-
though many patients reported stig-
ma concerns, stigma was not associat-
ed with being in treatment (30). Stig-
ma may affect treatment seeking for
some individuals (31–34), but little is
known about the extent to which stig-
ma influences wanting and being in
mental health care among women
who are from ethnic minority groups.

In this study, we examined stigma-
related concerns about mental health
care among immigrant and U.S.-born
black and Latina women compared
with U.S.-born white women. First,
we examined ethnic differences in
stigma among women with depres-
sion and among women without de-
pression, allowing us to assess the
specific experiences of women with
depression and general attitudes
among women without depression
who have similar backgrounds. We
then examined whether stigma-relat-
ed concerns about seeking care were
related to wanting or being in mental
health treatment among those need-
ing care for depression, paying partic-
ular attention to the differential im-

pact of stigma among women from
ethnic minority groups and immi-
grant women.

Methods
Participants
Between March 1997 and December
2001 a total of 15,383 low-income
women were screened for the
Women Entering Care (WE Care)
depression treatment study (35,36)
in county health settings, including
Women, Infants and Children (WIC)
clinics (WIC provides nutritional
services to low-income pregnant and
postpartum women and their chil-
dren up to age five) and Title X fam-
ily planning clinics (Title X provides
comprehensive family planning serv-
ices for low-income women). A small
number were screened in pediatric
clinics and a subsidized housing proj-
ect. All participants provided written
informed consent in English or Span-
ish. Immigrant black women served
in these settings spoke either English
or Spanish. Seventy-nine percent of
the immigrant Latina women were
from Central America (for example,
El Salvador, Guatemala, and Nica-
ragua), 15% were from South Ameri-
ca (for example, Chile and Bolivia),
and the remainder were from the
Caribbean or Mexico. Country of ori-
gin information was not available for
immigrant black women. Among
those approached, only 8.8% de-
clined participation. Research proce-
dures were approved by the institu-
tional review boards of Georgetown
University, the State of Maryland,
and the University of California, Los
Angeles.

Measures
Measures were administered orally in
the participants’ preferred language
(English or Spanish) by WE Care
project staff in a private room at each
of the different service settings.

Depression. The Primary Care Eval-
uation of Mental Disorders (PRIME-
MD) (37) was used to identify women
who were depressed. On the basis of
DSM-IV criteria, the PRIME-MD
demonstrates good agreement (92%)
with independent psychiatric diag-
noses made using a structured inter-
view and has been used with ethnic
minority populations (37).

Stigma-related concerns about
mental health care. A stigma variable
was created from three yes-or-no
items in response to the query,
“Would any of the following keep
you from getting professional help?”
Participants were categorized as hav-
ing stigma-related concerns if they
endorsed one or more of the follow-
ing: “being embarrassed to talk
about personal matters with others,”
“being afraid of what others might
think,” and “family members might
not approve.”

Logistical barriers. Responding to
the same stem question, participants
were coded with a logistical barrier
to care if they indicated that they
endorsed “couldn’t afford it/no in-
surance,” “had no time,” “no trans-
portation,” or “no child care.” Items
for both stigma and logistical barri-
ers were taken from Sussman and
colleagues (7).

Treatment. Participants responded
to the following yes-or-no question:
“Are you interested in receiving men-
tal health treatment?” They also indi-
cated whether they were currently in
treatment. These categories were not
mutually exclusive.

Demographic characteristics. Par-
ticipants provided demographic in-
formation including age, marital sta-
tus, employment status, insurance
status, number of children, educa-
tion, and years in the United States.
Information regarding ethnicity and
birthplace was obtained via the fol-
lowing two items: “What is your cul-
tural or ethnic identity?” and “Where
were you born?”

Analysis
Simple descriptive statistics were
used to characterize the samples. In
order to examine our research ques-
tions, we conducted a series of logis-
tic regressions. The first addressed
rates of stigma endorsement across
ethnic groups among women with de-
pression and among those without
depression, controlling for sociode-
mographic variables. The second set
was limited to the subgroup with de-
pression, examining how ethnicity
and stigma predict wanting and being
in treatment after controlling for de-
mographic characteristics and logisti-
cal barriers to care. The third set of
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analyses used interaction models to
examine how stigma might be differ-
entially related to wanting treatment
and being in treatment across ethnic
categories in the subsample with de-
pression. Regressions predicting
wanting treatment excluded persons
who were already in treatment.

Because of reduced sample sizes
when restricting analyses to the de-
pressed group, stigma-by-ethnicity
interaction models with the original
ethnic categories had low or zero cell
counts in particular covariate pat-
terns, preventing detection of mean-
ingful effects. In order to examine
differences with respect to minority
and immigrant status in general, we
regrouped our ethnic categories into
U.S.-born whites, U.S.-born persons
from ethnic minority groups (U.S.-
born blacks and U.S.-born Latinas),
and immigrants from minority groups
(African-born and Caribbean-born
blacks and immigrant Latinas) and
ran interaction models with these
groupings. We calculated adjusted
rates for wanting treatment and being
in treatment by stigma endorsement
by each category, setting all control
covariates at the mean for the entire
subsample with depression. From the
interaction models, we also estimated
odds ratios for stigma versus no stig-
ma for each category.

We had small amounts of missing
data. Demographic variables all had
less than .5% missing data, with the
exception of ethnicity (1%) and years
living in the United States (approxi-
mately 5% for immigrants). None of
the barriers to care or stigma items
had missing data. Both our outcome
variables, wanting to be in care and
being in care, had approximately 5%
missing data. To examine the influ-
ence of missing data on our parame-
ter estimates, we reran analyses using
multiple imputation. Demographic
items were imputed with an approxi-
mate Bayesian bootstrap predicted
mean matching hot-deck procedure,
in sequential order of least to most
missing data (38,39). After imputing
demographic variables, treatment
variables were imputed separately for
participants with depression and for
those without depression. Analyses
were then rerun with five imputed
data sets, adjusting standard errors

for the uncertainty introduced by im-
putation. All significant and non-
significant differences were replicat-
ed with the imputed data sets, so we
present only the unimputed data.

Results
Sample characteristics
As reported in Table 1, the sample
consisted of 192 (1.2%) U.S.-born
Latinas, 5,153 (33.5%) immigrant
Latinas, 7,966 (51.8%) U.S.-born
blacks, 913 (5.9%) immigrant
Africans, 273 (1.8%) immigrant
Caribbeans, and 886 (5.8%) U.S.-
born whites. The women were rela-
tively young (mean±SD age=28±8
years), about half were married or liv-
ing with a partner, and nearly a third
did not complete high school. About
8% of the women had graduated from
college. About half were uninsured,
and 21% had medical assistance. Im-
migrants had been in the United
States on average just over seven
years. There were many significant
differences between women from
ethnic minority groups and U.S.-born
white women. Demographic vari-
ables were controlled for in subse-
quent analyses.

Overall, 10% (N=1,577) of our
sample screened positive for symp-
toms of major depression. Women
endorsed logistical barriers to care
more than stigma-related concerns
(60% versus 20%). Among women
with depression, only 129 (8.2%)
were in treatment (21 white women,
or 21%, and 108 women from ethnic
minority groups, or 7%). However,
71% (N=1,111) of the women were
interested in treatment (81 white
women, or 81%, and 1,030 women
from ethnic minority groups, or 69%).
[Demographic characteristics strati-
fied by depression status are available
as an online supplement at ps.psychi
atryonline.org.]

Differences in stigma-
related concerns about care
After controlling for demographic
characteristics, logistic regression pre-
dicting stigma from depression re-
vealed that compared with women
without depression, women with de-
pression were 2.25 (p<.001) times
more likely to endorse stigma con-
cerns about care. As such, Table 2

shows the logistic regressions stratified
by depression status predicting stigma
from ethnicity, controlling for all other
demographic characteristics. Ethnicity
was a significant predictor in both the
group with depression (p=.002) and
the group without depression (p<
.001). In the group with depression,
the black immigrant groups were
more likely than U.S.-born whites to
endorse stigma concerns (Africans,
OR=3.28, p=.004; Caribbeans, OR=
6.17, p=.005). There was a trend in the
same direction for U.S.-born blacks
(OR=1.57, p=.064). Among those with
depression, U.S.-born and immigrant
Latinas did not differ significantly
from whites.

The magnitude of the ethnic differ-
ences was smaller in the group with-
out depression, although it was still
apparent. Compared with U.S.-born
whites, immigrant black women
(Africans, OR= 1.39, p=.010; Carib-
beans, OR=1.45, p=.037) and immi-
grant Latinas (OR=1.26, p=.030)
were more likely to report stigma-re-
lated concerns.

Ethnicity and stigma concerns 
predicting wanting treatment
Table 3 shows the results of a logistic
regression analysis predicting wheth-
er wanting treatment was influenced
by ethnicity and by stigma, when the
analysis controlled for demographic
characteristics and logistical barriers
to care. Each immigrant and U.S.-
born minority group differed from
the group of U.S.-born white women.
Immigrant African women (OR=.18,
p<.001), immigrant Caribbean wom-
en (OR=.11, p=.001), U.S.-born Lati-
na women (OR=.32, p=.033), and
U.S.-born black women (OR=.31,
p=.021) were less likely than U.S.-
born whites to want treatment. Con-
versely, immigrant Latinas (OR=2.17,
p=.011) were more likely to want
treatment than U.S.-born white
women. Women with stigma-related
concerns were less likely than those
without such concerns to indicate an
interest in treatment (OR=.71, p<.05).

Ethnicity and stigma concerns 
predicting being in treatment
Next, we examined the main effects of
ethnicity and stigma on being in treat-
ment, controlling for demographic
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Characteristics of the sample of low-income women screened for depressiona

U.S.-born Immigrant Immigrant U.S.-born Immigrant U.S.-born
Total white African Caribbean black Latina Latina
(N=15,383) (N=886) (N=913) (N=273) (N=7,966) (N=5,153) (N=192)

Variable N % N % N % N % N % N % N %

Marital status
Married or living

with a partner 7,660 50 493 56 574 63∗∗ 127 47∗∗ 2,509 31∗∗∗ 3,854 75∗∗∗ 103 54∗∗∗

Widowed,
separated, or
divorced 1,615 10 107 12 106 12 41 15 964 12 379 7∗∗∗ 18 9

Never married 6,084 40 285 32 233 26∗∗ 105 38 4,484 56∗∗∗ 906 18∗∗∗ 71 37
Education level

Below high school 4,257 28 162 18 57 6∗∗∗ 40 15 749 9∗∗∗ 3,214 63∗∗∗ 35 18
High school

graduate 5,997 39 380 43 353 39 103 38 3,804 48∗∗ 1,287 25∗∗∗ 70 36
Some college 3,837 25 284 32 223 24∗∗∗ 96 35 2,773 35 383 8∗∗∗ 78 41∗

College graduate 1,271 8 60 7 277 30∗∗∗ 34 12∗∗ 633 8 258 5 9 5
Insurance status

No insurance 7,583 49 289 33 467 52∗∗∗ 124 45∗∗∗ 2,319 29∗ 4,298 84∗∗∗ 86 45∗∗

Public assistance 3,163 21 199 22 191 21 50 18 2,327 29∗∗∗ 351 7∗∗∗ 45 24
Private insurance 4,591 30 397 45 248 27∗∗∗ 99 36∗ 3,306 42 481 9∗∗∗ 60 31∗∗∗

Age (M±SD) 28.5± 27.4± 32.4± 31.1± 28.1± 28.5± 24.7±
8.0 7.4 6.6∗∗∗ 7.4∗∗∗ 8.5∗∗ 7.2∗∗∗ 5.9∗∗∗

Years in the United
States (M±SD) 7.6±7.3 na 7.9± 12.5± na 7.4±7.2 na

6.8 7.7
Number of children

(M±SD) 1.97± 1.8± 2.2± 2.2± 1.9± 2.0± 1.6±
1.4 1.6 1.3∗∗∗ 1.5∗∗∗ 1.5∗ 1.3∗∗∗ 1.2

Mental health status
Meets criteria 

for having 
depression 1,577 10 102 12 36 4∗∗∗ 13 5∗∗ 802 10 598 12 26 14

Interested in 
mental health 
treatment 4,503 31 184 23 92 11∗∗∗ 24 9∗∗∗ 1,031 14∗∗∗ 3,113 61∗∗∗ 59 32∗

Currently in mental
health treatment 383 3 76 9 7 1∗∗∗ 7 3∗∗∗ 210 3∗∗∗ 78 2∗∗∗ 5 3∗∗

Logistical barrier
Any logistical

barrier 9,288 60 551 62 533 58 166 61 4,555 57∗∗ 3,365 65 118 61
Could not afford

care or no
insurance 7,053 46 418 47 430 47 132 48 3,329 42∗∗ 2,663 52∗ 81 42

No child care 4,330 28 242 27 301 33∗∗ 78 29 1,781 22∗∗∗ 1,871 36∗∗∗ 57 30
No time 3,248 21 222 25 135 15∗∗∗ 42 15∗∗∗ 1,756 22∗ 1,050 20∗∗ 43 22
No transportation 3,383 22 131 15 190 21∗∗∗ 47 17 1,501 19∗∗ 1,478 29∗∗∗ 36 19

Stigma-related barrier
Any stigma-related

barrier 3,136 20 169 19 197 22 67 25∗ 1,416 18 1,248 24∗∗∗ 39 20
Afraid of what

others would
think 1,648 11 84 10 113 12∗ 40 15∗ 733 9 657 13∗∗ 21 11

Embarrassed to talk
about personal
matters 2,229 14 116 13 137 15 49 18∗ 1,033 13 865 17∗∗ 29 15

Family members
might not
approve 887 6 48 5 74 8∗ 18 7 372 5 366 7 9 5

a Because of missing data, sample sizes may vary across variables. Significance denotes pairwise comparisons with U.S.-born white group with chi square
tests (categorical variables) or two-sided t tests (continuous variables).
∗p<.05

∗∗p<.01
∗∗∗p<.001



characteristics and logistical barriers to
care. Results are presented in Table 3,
omitting ethnic groups with small sam-
ples. There was an overall effect of
ethnicity, such that U.S.-born blacks
(OR=.37, p=.001) and immigrant Lati-
nas (OR=.20, p<.001) were less likely
than U.S.-born whites to be in treat-
ment. Having stigma-related concerns
was not a significant predictor of being
in treatment.

Interactions between minority-
immigrant status and stigma
We next ran logistic regression inter-
action models examining the differ-
ential relations between stigma-relat-
ed concerns and treatment variables
between U.S.-born whites, U.S.-born
women from ethnic minority groups,
and immigrant women from ethnic
minority groups, controlling for logis-
tical barriers to care and demograph-
ic characteristics. For wanting treat-
ment, there was a significant interac-
tion between stigma concerns and be-
ing an immigrant from an ethnic mi-
nority group (p<.05). Having stigma
concerns was significantly related to
lower desire for mental health treat-
ment for immigrant women from eth-
nic minority groups (OR=.38, p<
.001) but not for U.S.-born whites or
U.S.-born persons from ethnic mi-
nority groups (see Figure 1). There
was a trend suggesting a minority-im-
migrant-status–by-stigma interaction
for being in treatment, although this
finding was nonsignificant. Stigma
concerns were associated with lower
rates of treatment among white
women, although this finding was not
significant (OR=.21, p<.059); there
was no significant association among
the women from U.S.-born or immi-
grant minority groups (see Figure 2). 

Discussion
Using a large, ethnically diverse sam-
ple of low-income immigrant and
U.S.-born women from racial and eth-
nic minority groups, we found that
stigma may indeed play an important
role in understanding mental health
service use by these women. Ethnic
differences in stigma were most pro-
nounced among women with depres-
sion, with black women, particularly
immigrant black women, reporting
the most stigma concerns. Among

women with depression, compared
with U.S.-born white women, immi-
grant African woman had over three
times higher odds and immigrant
Caribbean women had over six times
higher odds of reporting stigma con-
cerns. Ethnic differences were also
evident among women without de-
pression, suggesting broader commu-
nity-based differences in stigma-relat-
ed concerns between immigrant black
and Latina women and U.S.-born
white, Latina, and black women. In
the group without depression, com-
pared with U.S.-born white women,
the odds of reporting stigma concerns
were 26% higher among immigrant
Latinas, 39% higher among immi-
grant African women, and 45% higher
among immigrant Caribbean women.

Settings providing care for immi-
grant women should be alert to the
substantial concerns that these women
might have about entering mental
health care. Client education about
mental health treatment, efforts to en-
sure privacy, and effective stigma-re-

ducing educational campaigns might
be helpful for immigrant populations.
Further research is needed to explore
what accounts for the higher levels of
stigma-related concerns in these
groups. These differences may reflect
general attitudinal differences be-
tween the United States and the im-
migrant women’s countries of origin in
regard to mental health. For example,
evidence from the United Kingdom
suggests that black Caribbean women
believe that it is inappropriate to dis-
cuss personal matters outside the
home and that disclosure of mental
health problems is considered a sign of
moral weakness (40).

Interestingly, among women who
are depressed and in need of care,
stigma is related to being in treatment
for white Americans but not for
women from ethnic minority groups.
Even among whites, however, the re-
lationship did not reach significance
and thus was not robust after consid-
erations of multiple comparisons.
Nonetheless, the pattern is suggestive
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Logistic regressions stratified by depression status predicting stigma-related 
barriers to care from ethnicity among low-income womena

Presence of depression

Yes (N=1,577) No (N=13,866)

Variable OR 95% CI p OR 95% CI p

Ethnicity .002 <.001
U.S.-born white (reference) 1.00 1.00
African-born black 3.28 1.46–7.36 .004 1.39 1.08–1.79 .010
Caribbean-born black 6.17 1.74–21.92 .005 1.45 1.02–2.05 .037
U.S.-born black 1.57 .98–2.52 .064 .87 .72–1.06 .179
Immigrant Latina 1.27 .77–2.08 .350 1.26 1.02–1.56 .030
U.S.-born Latina .60 .20–1.76 .352 1.09 .71–1.66 .695

Education .074 .002
College graduate (reference) 1.00 1.00
Less than high school 1.12 .68–1.82 .663 1.31 1.08–1.58 .007
High school or trade school .78 .48–1.26 .307 1.04 .87–1.25 .631
Some college .87 .53–1.45 .599 1.09 .90–1.31 .377

Marital status .973 .286
Married or living with

partner (reference) 1.00 1.00
Widowed, separated,

or divorced 1.04 .75–1.44 .821 1.12 .95–1.31 .187
Never married 1.00 .77–1.30 .996 1.07 .96–1.18 .238

Insurance status .086 .090
No insurance (reference) 1.00 1.00
Public assistance .80 .59–1.09 .155 .87 .77–.99 .039
Private insurance 1.18 .88–1.60 .274 .99 .88–1.12 .892

Not working full-time 1.06 .83–1.35 .637 .97 .88–1.07 .554
Age .98 .97–1.00 .007 .97 .97–.98 <.001

a Analyses controlled for demographic variables.



that other barriers to care likely in-
hibit utilization among low-income
women from ethnic minority groups
to such an extent that stigma does not
have an impact on the already ex-
tremely low rates. Our models con-
trolled for insurance and perceived
logistical barriers to care. However,
other practical barriers may account
for the low treatment rates among
women from ethnic minority groups
and may have prevented detection of
more subtle stigma-related effects. In
the event that practical barriers to
care were no longer impeding per-
sons from ethnic minority groups
from getting care, stigma would be
more likely to play a role. This inter-
pretation is consistent with research
showing greater mental health service
use disparities among blacks and
whites who were privately insured
than among blacks and whites who
were uninsured (41).

On the other hand, stigma is more
clearly linked to desire for care, an
important part of the treatment-seek-
ing process. Among the subsample
with depression, stigma concerns
were associated with lower rates of
wanting care. This association was
most pronounced among immigrant
women from ethnic minority groups.
These patterns could be attributed to
the fact that women with depression
are faced with the reality of making
decisions about whether to seek care,
with immigrants having the greatest
concerns about stigma. Efforts to
eliminate stigma associated with
mental health care are likely to result
in more women wanting care. It is
also possible that characteristics of
depression itself may lead women to
have more negative views about oth-
ers and the helpfulness of treatment.

There are also a number of note-
worthy racial and ethnic differences in
regard to wanting care. Among the
subsample with depression, we found
that compared with U.S.-born white
women, immigrant black women,
U.S.-born black women, and U.S.-
born Latinas were all less likely to want
care. For black women, in particular,
this may be because they do not trust
the mental health system to treat them
fairly (26,42,43). Interestingly, immi-
grant Latinas were more likely than
U.S.-born white women to want men-
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Logistic regressions in the subsample of low-income women with depression
(N=1,577) predicting treatment variables from ethnicity and stigmaa

Wants treatment (N=1,111) In treatment (N=129)

Variable OR 95% CI p OR 95% CI p

Ethnicity <.001 <.001
U.S.-born white (reference) 1.00 1.00
African-born black .18 .07–.45 <.001 — — —
Caribbean-born black .11 .03–.41 .001 — — —
U.S.-born black .31 .17–.57 <.001 .37 .21–.65 .001
Immigrant Latina 2.17 1.12–4.20 .021 .20 .10–.40 <.001
U.S.-born Latina .32 .11–.91 .033 — — —

Education .910 .637
College graduate (reference) 1.00 1.00
Less than high school .80 .44–1.46 .472 .88 .38–2.04 .767
High school or trade school .83 .47–1.47 .522 .76 .34–1.72 .508
Some college .85 .47–1.54 .596 1.04 .45–2.42 .925

Marital status .978 .013
Married or living

with a partner (reference) 1.00 1.00
Widowed, separated, or

divorced 1.04 .70–1.54 .840 2.09 1.23–3.53 .006
Never married 1.02 .76–1.38 .893 1.72 1.06–2.80 .027

Insurance status .009 .323
No insurance (reference) 1.00 1.00
Public assistance 1.02 .73–1.41 .924 1.45 .89–2.36 .133
Private insurance .62 .45–.87 .005 1.16 .67–2.01 .591

Not working full-time 1.08 .82–1.44 .575 1.65 1.02–2.68 .042
Age 1.01 .99–1.02 .508 1.05 1.03–1.07 <.001
Stigma .71 .54–.92 .011 .95 .61–1.46 .799
Logistical barriers to care 2.25 1.63–3.11 <.001 .46 .30–.70 <.001

a Analyses controlled for demographic variables and logistical barriers to care.

FFiigguurree  11

Estimated proportions of women with depression (N=1,577) wanting treatment,
by minority-immigrant category and endorsement of stigma-related barriers to
carea
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a Proportions are estimated from a minority-immigrant–by-stigma interaction model controlling for
logistical barriers and demographic characteristics (education, insurance, marital status, employ-
ment status, age). Error bars represent 95% confidence intervals (CI) for the median estimated
proportion.

∗∗∗p<.001 for OR of stigma versus no stigma; OR=.38, CI=.24–.61



tal health care. This is in sharp contrast
to commonly held assumptions that
more “traditional” Latinas are reluc-
tant to seek care, and it is intriguing in
light of our finding that immigrant
Latinas were among those most likely
to report stigma concerns. One possi-
ble hypothesis is that they may have
felt that our interviewers, who inter-
viewed them in county health settings,
were offering them something that
they should agree to want. Our clinical
experience in providing depression
care to this population is that immi-
grant Latinas may feel that they are
being respectful by accepting an offer
for help from an interviewer, but they
may later experience stigma or other
barriers to care and not actually attend
the offered treatment.

U.S.-born white women were far
more likely to be in treatment than
the women from ethnic minority
groups. This is not surprising given
the extensive literature showing eth-
nic disparities in mental health care
(2). Because women from ethnic mi-
nority groups are much more likely to
be poor than white women, minority
status is often confounded with in-
come inequalities. In this study, most
all of the women were poor, and the
women from ethnic minority groups
were still underserved.

There are limitations to the study
presented here. First, the study was
correlational, limiting conclusions
about the direction of observed ef-
fects. Second, the study relied on self-
report. Women were asked to think
about whether they thought that any
of the barriers or concerns would get
in the way of their seeking mental
health care, which may not reveal all
of the subtlety in the treatment-seek-
ing process. Similarly, the study meas-
ured perceived stigma in interacting
with others and not self-stigma or
other aspects of stigma that may have
a unique impact on treatment seek-
ing. Third, our study did not specify
relations between variables based on
countries of origin. Clearly, not all
Latino cultures, or all African or
Caribbean cultures, are the same.
However, research conducted with
various Latino cultural groups, for ex-
ample, reveals similarities in key val-
ues, such as reliance on family (44),
that influence help-seeking process-

es. Additionally, our study used immi-
grant status as the primary method to
distinguish between those who had
greater or less exposure to main-
stream U.S. culture and services sys-
tems. However, acculturation and im-
migration are multifaceted processes,
and additional considerations, such as
language barriers and acculturative
stress, should be considered in future
research. Nonetheless, the study pre-
sented here is the first of its kind to
include a sample as rich in ethnic di-
versity and to explore differences
among immigrant and nonimmigrant
women of Latina, African, and
Caribbean backgrounds.

Conclusions
Overall, our results indicate that stig-
ma is meaningful in understanding
treatment-seeking processes among
immigrant and U.S.-born black and
Latina women and U.S.-born white
women, despite the fact that it was
endorsed with lower frequency than
logistical barriers to care. Immigrant
women were most likely to report
stigma-related concerns about care,
and depressed immigrant women

with stigma concerns were least likely
to state that they wanted care. Stigma
appears to dampen women’s desire to
get needed mental health care.
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