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The purpose of this study was to detennine tlte relationship of ethnic identity to psychiatric
diagnosis in white, black, Latino, and Asian clients of tlte Los Angeles County mental healtlt
system. The sample (N = 26,400)consisted of adult inpatient and outpatient clients seen in
county mental healtlt facilities between January 1983and August 1988.Logistic regression
analysis was used to detennine tlte relationship of ethnicity to diagnosis in botlt outpatient
and inpatient samples. The covariates included in tlte analysis were age, gender, socioeconomic status, and primary language. Ethnicity had a significant and consistent relationship
to diagnosis in botlt outpatient and inpatient samples, witlt black and Asian clients having a
greater proportion of psychotic diagnoses than whites, and Latinos a lesser proportion than
whites. None of tlte covariates included in tlte analysis had a consistent relationship to
diagnosis. Whites and Asians received more diagnoses of major affective disorders than
blacks or Latinos; blacks and Asians received more diagnoses of schizophrenia and oilier
psychosestltan whites, and Latinos received f~wer of tltese diagnosesthan whites. Substance
abuse was lower for Asians than for tlte oilier three groups. Based on tlte findings, it was
concluded that tltere continues to be a difference in psychiatric diagnosis that is related to
ethnicity. Clinical practice issues and recommendations for further research are considered
in relationship to tltese findings.
-J Nerv Ment Dis 180:200-303,1992

The question of how psychiatric morbidity is distributed among ethnic groups in the United States is addressed frequently in the research and clinical literature. In answering this question, many investigators
study psychiatric diagnoses related to ethnic or racial
groups; others study the symptoms usually associated
with particular diagnosesand relate these to ethnicity.
Despite methodological and conceptual limitations, research in this area is extremely important. Psychiatric
diagnosis often influences the clinical treatment and
prognosis of patients. For this reason alone, it is important to be aware of the factors that may contribute
to its formulation. The race or ethnicity of the patient
is one factor that has beensuggestedfrequently as influencing diagnosis. This study adds to the literature in
the area. It examines the relationship of psychiatric
diagnosis to the ethnic identity of black, white, Latino,
and Asian clients of the Los Angeles County mental
health system.

atric diagnosisbased on ethnic identity; those that find
no difference; and those that find that the evidence is
inconclusive and confusing and that no judgment can
be made about psychiatric diagnosis and ethnicity.
Ethnic Difference

Review of Lit~rature
Studies of the relationship of etlmicity and diagnosis
report conflicting findings which appear to group in
three categories: those that find a difference in psychi'School of Nursing, UCLA, 108331A!Conre Avenue, Los Angeles,
California 90024-1702.Send reprint requests w Dr. F1askerud.
2Departmentof Psychology,UCLA, Los Angeles, California.
This study was supported in part by grant MH44331from tlIe NIMH
and tlIe National ResearchCenrer on Asian American Mental Healtll,
UCLA.

Several studies of Mexican American and non-Hispanic whites using'DSM-ill-<lefined disorders have reported cross-cultural differences. Many of these have
found few differences in prevalence of specific diagnoses between U.S. born whites and Mexican Americans,
but a lower prevalence for most disorders between
these two groups and Mexico-born Mexican Americans
(Escobar et al., 1988;Golding and Lipton, 1900;Golding
et al., 1900;Kamo et al., 1989). Other variables related
to specific diagnoseswere genderand age. Higher rates
of psychoneurotic disorders among Mexican Americans than among whites were reported frequently
(Burnham et al., 1987;Kamo et al., 1987,1989;Vega et
al., 1985a).
Early studies of black Americans reported higher
rates of schizophrenia and alcoholism and lower rates
of affective disorders than whites (Baskin et aI., 1981;
Jones and Gray, 1986). More recent studies have focused on schizophrenia symptoms and have suggested
that differences occur not in diagnosis but in symptoms
or expression of illness (Fabrega et 81.,1988;Velasquez
and Callahan, 1990). Brown and colleagues (1990)
found recent higher prevalence of phobic disorders
among black than white respondents and both Allen
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(1986) and Penk and associates (1989) reported higher
rates of posttraumatic stress disorder among black
Vietnam veterans than among white.
Several studies of Asian Americans compared tile
prevalence of depression in various Asian groups to
that of whites and found it to be greater (Aldwin and
Greenberger, 1987;Kuo, 1984; Yamamoto et al., 1985;
Ying, 1988). However, tilere was a distinction among
tile various Asian ethnic groups: The depressionscore
for Koreans was notably higher tilan tilose for the other
Asian groups and tile pattern of depression expression
for Pilipinos differed from that of the other groups

schizophreniaand depressionbetween black and white
patients. They attributed tilese differences to alternate
forms of expression of psychopathology. They also
raised tile issue of comorbidity (substance abuse)as a
confounding, but unacknowledged, variable in many
studies.

Inconclusive Evidence of Difference

A third position taken is that tile epidemiologic literature is confusing and inconclusive in its assessmentof
how various forms of psychiatric morbidity are distributed in tile U.S. population (Neighbors, 1984). Reasons
for tile inconclusive evidence are metilodological prob(Kuo, 1984).
lems such as sample selection bias, inferring diagnoses
The majority of tile Studiesreviewed here noted tile
from questionnaires,and tile use of lay interviewers. A
presence of intervening variables in tile findings of difsecond
metilodological problem is tile failure to control
ference among ethnic groups. The most commonly refor
confounding
variables such as socioeconomic staported intervening variables were socioeconomic status, sex, and age. Anotiler concern is tile validity of
tus, education, sex, age,and therapist ethnicity (Baskin J
et al., 1981; Brown et al., 1990; Burnham et al., 1987; tile instruments in use for measuring psychopathology
Golding and Lipton, 1990;Vega et al., 1985b;Williams, , cross-cul~y,
including questions concerning tile validity
of
tile
National
Institute of Mental Healtil's Diag1986;Ying, 1988). Other factors contributing to ethnic
nostic
Interview
Schedule.
A final reason for confusion
differences in diagnosis have been mentioned freis
that
often
findings
of
one
study conflict witil otilers,
quently: misdiagnosis, or attribution of the symptoms
even when similar metilods and instruments are used
of one disorder to that of anotiler disorder; stereotyp(Golding et al., 1990;Griffitil, 1985;Hoppe et al., 1989;
ing, or associating a typical diagnosis or set of sympKarno et al., 1989).
toms with a particular group; bias in diagnostic tools
In a continuing attempt to clarify tile relationship
against non-English-speaking clients; failure of some
of
ethnicity and diagnosis, this study examined white,
clients to use mental health services until illness is
black, Latino, and Asian ethnicity of clients in tile Los
severe; differences in expression of psychopathology;
Angeles County mental healtil system as it related to
and misdiagnosis of cultural phenomena as illness
psychiatric diagnosis. The relationship of age, gender,
(Adebimpe and Cohen, 1989;Escobar et al., 1986;Fasocioeconomic status, and primary language to psychibrega et al., 1988;Jones et al., 1983;Lopez, 1989;Mukhatric diagnosis were examined also.
erjee et al., 1983;Sue, 1988; Wilson et al., 1980).
No Ethnic Difference
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censusdata was 44.2%white, 12.8%black, 33.7%Latino,
8.7%Asian, and 0.6%all otl\ers.
The mean age of the outpatient sample was 34.7
years; tl\e mean age of whites was 36 years, blacks 33.7
years, Latinos 33.2years, and Asians35.1years.Tukey's
HSD test was used to detennine significant differences
in age betweentl\e ethnic groups. All p~
comparisons were significant, except between blacks and Latinos. The mean age of inpatients in all ethnic groups
was younger by 3 to 4 years.
The gender of tl\e outpatient sample was 51.8%female and 48.2%male. Whites were 52.5%female, blacks
47.5%female, Latinos 52.3%female, and Asians 54.7%
female. Comparisons of each of tl\e ethnic groups to
one anotl\er on this and oilier sample characteristics
were made using a test of proportions. For tl\ese analy"'
ses, tl\e Bonferroni adjusted alpha level of .008 was
used to control for tl\e simultaneous error rate tl\at
occurs when multiple comparisons are made. Significant differences in gender occurred between blacks
and each of tl\e oilier ethnic groups. A greater percentage of inpatients in all ethnic groups were male tl\an in
tl\e outpatient sample. Males accounted for about 5%
to 6%more of inpatients tl\an outpatients.
A measure of socioeconomic status of tl\e sample
was based on tl\e MediCal eligibilitY index. The MediCal
index is detennined by tl\e monthly family income and
the number of dependents. This variable was dichotomized as MediCal eligible and not eligible. The outpatient sample was 77.8%MediCal eligible (or low income) and 22.2%not eligible. Among whites, 74%were
MediCal eligible, among blacks 84.9%,among Latinos
79.6%,and among Asians 73.4%.Tests of proportions
revealed significant differences between all of the possible pairwise comparisons except whites and Asians.
Inpatients did not differ from tl\e outpatient sample
amongblacks, whites, and Asians; amongLatinos, more
inpatients were MediCal eligible (87.1%).
Language of tl\e sample was categorized as primary
language English or other language. For this variable,
tl\ere were missing data for about 2006of tl\e sample;
the missing data were distributed proportionately for
each of tl\e ethnic groups. There were 21,234 clients
witl\ complete information on this variable. Among outpatients, tl\e primary language of whites was English
for 98.4%,amongblacks 97.5%,amongLatinos 55%,and
amongAsians36.5%.There were significant differences
in all tl\e possible pairings except between blacks and
whites. For inpatients, whites and blacks did not differ
from the outpatient sample in primary language. For
botl\ Latinos and Asians a greater proportion of inpatients than outpatients spoke English as tl\eir primary
language (61.3%for Latinos and 42.5%for Asians).

Data Set
Data for the study originated from the Automated
Information System (AlS) currently in use by the Los
Angeles County Department of Mental Health.The purposes of the AIS data are for managementinfornlation,
revenue collection, clinical management,and monitoring with t;ile potential for research. Data are collected
routinely on each client that accessesthe County mental health system. Client infonnation is collected on
standardized forms by the therapist and then transferred to a computerized file by a clerk. Client files
consist of demographic information, clinical information, type and extent of services used, and agency or
service provider information.
The validity of the AIS data is controlled through a
variety of mechanisms. All data are entered into the
AIS through fixed format screen. Out of range values
and certain logical and substantive inconsistencies are
not allowed entry. Both the State and the County conduct prograin audits and program evaluations. Finally,
the Department of Mental Health also monitors and
reviews AIS operations and data entry. Variables of
interest to this study are routinely monitored through
these means.
Reliability of the AIS data has not been assessed
systematically by the Department of Mental Health. The
reliability of diagnosis has been discussed in the literature: the stability of diagnosis over time and the variability of diagnosis related to its use have been questioned (Coryell et al., 1980;Schwartz et al., 1980). It is
possible also that reliability may be lower in clinical
than in experimental settings. However, in this study,
client diagnosis was dichotomized as psychotic and
nonpsychotic; reliability would be expected to be high
in this situation.
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Results
A logistic regression model was used to test the relationship of ethnicity and four covariates to psychiatric
diagnosis. Racial or ethnic group identity was designated by the client as white/non-Hispanic, black/nonHispanic, Latino/Hispanic; and Asian/Pacific Islander.
Ethnicity was categorized for analysis as white, black,
Latino, and Asian. Diagnoses were made on standardized forms by clinicians following an admission interview us~ DSM-ill criteria. Clinicians making the diagnoses were trained in the use of DSM-ill diagnostic
criteria and included psychiatric social workers (34%),
psychiatrists (26%),psychiatric nurses (13%),psychologists (13%), and others (including residents and students in these disciptines). The admission prirnary magnosis as designated by the clinician was used in the
analysis. Diagnosesare routinely categorized three different ways in the county AIS data: a) into multiple
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TABLE 1
Relationship of Ethnicity and Covariate.sto Diagrwsis for
Outpatient SampLRs(N = 16,105)
Odds

Variables
White
Asian
Black
Latino

N
4454
4510
3828
3313.73

Ratio
1 (baseline)
1.42
1.34

95% Confidence

p-Vaiup

Interval

.<XX>1
.<XX>1
.<XX>1

(1.28, 1.57)
(1.23, 1.46)
(.66,
.80)

Age
Sex
SES

1.00.3096
.74
1.07

.<XX>1
.0538

( .99, 1.00)
(.70,
.79)
( .99, 1.15)

Language

1.05

.2985

( .96, 1.15)

TABLE 2

RelatiO1l$hip of Ethnirity and Covari,ates to Diagnosi.sfor
Inpatient Samples (N = 5129)
Odds
Variables

Whire
Asian
Black
Latino
Age
Sex
SES
Language

95%C<>nfidence

N

Ratio

p-VaIue

1450
1307
1577
795

1 (baseline)
2.70
1.45
1,16
1.01
.97
.72

.0001
.0003
.2745
.0208
.6900
.0022

(2.01,3.64)
(l.lB, 1.77)
( .89, 1.50)
(1.00, 1.02)
( .82, 1.14)
(.58, .89)

.2876

( .65, 1.14)

.86

IntelVal

specific diagnostic categories; b) into nine compressed
categories; and c) into dichotomized categories of psychotic and nonpsychotic. Psychotic disorders include
paranoid disorders, schizophrenic disorders, psychotic
affective disorders, and other psychotic disorders. For
the regression analysis, the dichotomized categories
psychotic and nonpsychotic disorders were used. The
covariates included in the analysiswere age,sex, socioeconomic status, and language.For the regressionanalyses, the samplesused were those with complete information on all the variables (notably, primary language).
The relationships of ethnicity, age,gender, socioeconomic status, and language to diagnosis are displayed
in Table 1 (outpatient sample) and Table 2 (inpatient
sample). For example, in Table 1, for the outpatient
sample compared with the baseline group (line 1), the
relationship of Asian ethnicity (line 2) to diagnosis was
to increase the odds of a psychotic diagnosis by 1.42fold with a 95%confidence interval (1.28, 1.57); the pvalue indicates the statistical significance as it differs
from 1.00 (the baseline group).
Ethnicity for the black and Asian groups significantly
increased the odds of a psychotic diagnosis. For the
Latino group, ethnicity significantly decreasedthe odds
of a psychotic diagnosis. Of the covariates included in
the analysis, only gender was significantly related to
diagnosis. Being female significantly decreased the
odds of a psychotic diagnosis. Age, socioeconomic sta-
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tus, and primary languagewere not significantly related
to diagnosis.
The magnitude of the relationship between ethnicity
and diagnosis for the inpatient sample differed from
the outpatient sample. Ethnicity for the black and Asian
groups continued to be significantly related to the odds
of a psychotic diagnosis. However, for the Asian group,
the odds almost doubled (from 1.42 to 2.70), and, for
the black group, the odds increased somewhat. For
Latinos, the relationship was not significant, although
the magnitude of the relationship was in the direction
of increasing the odds of a psychotic diagnosis. Of the
covariates in the analysis, age and socioeconomic status were significantly related to diagnosis. Being older
significantly increased the odds of a psychotic diagnosis, and being MediCal eligible (lower socioeconomic
status [SES]) significantly decreased the odds of a psychotic diagnosis. Genderand language were not significantly related to diagnosis.
To provide more descriptive detail, bivariate analyses were used to explore more specific categories of
ethnicity and diagnosis. Both chi-square and Cramer's
V are reported to show the significance and magnitude
of the relationships. Ethnicity was further categoriz~
as white, black, Latino, and as six Asian groups (Chinese, Korean, Japanese, Pilipino, and other Asian/Pacific). Diagnoseswere further examined based on five
compressed categories specific to adults in the AIS
data: schizophrenia, other psychosis, major affective
disorder I other psychiatric disorders, and substance
abuse. Second, comorbidity or dual diagnosis was examined for all clients with an identified secondary diagnosis of substanceabuse.
Table 3 shows the frequency and percentage of psychotic and nonpsychotic diagnoses for each ethnic
group in the outpatient and inpatient samples. Table 3
includes the percentage of each diagnosis for the Asian
group as a whole and for the various Asian subgroups.
Using whites as a comparison group, in the outpatient
sample, more black clients and all Asian clients (especially Southeast Asians) were given a greater proportion of psychotic diagnoses and Latinos were given a
lesser proportion ofpsychotic diagnoses.Tests of proportions revealed significant differences in all pairwise
comparisons, except between blacks and Asians. In the
inpatient sample, again using whites as a comparison ...
group, Asians were most dramatically different, with
Pilipinos, Koreans, and Southeast Asians having especially high percentages of psychotic diagnoses. Tests
of proportions showed Asians to be significantly different in comparison with all other ethnic groups. ,
Diagnoses were examined also using more specific
classifications. There was a significant relationship between specific diagnoses and ethnicity for both the
outpatient sample (x2 = 669.47, dj = 12, p = .<KX>;

.,',

J.

0"

~~
'i,~:~~{

RELATIONSffiP OF ETHNICITY TO PSYCHIATRICDX

p = .000; V = .07), with seniors receiving a diagnosis
of schizophrenia more often. In the outpatient sample,
the younger and middle age groups received higher
percentages of diagnoses of substance abuse, schizophrenia, and other psychosis; the older age group and
seniors received more diagnosesof major affective disorder (x2 = 425.04,d/ = 12, p = .000; V = .09). Examination of dual diagnosisrevealeda significant relationship
between age and diagnosis for the outpatient sample
(x2 = 25.33, df = 3, p = .000; V = .04), with both
the younger and the middle age groups receiving this
diagnosis more often.
Gender was significantly related to diagnosis in the
outpatient sample. When specific diagnoses were examined,there was a significant relationship in both the
outpatient (X2= 857.95,d/ = 4, p = .000; V = .21) and
the inpatient (x2 = 278.00, df = 4, p = .000; V = .20)
samples. In both samples, men had more diagnoses of
substance abuse, schizophrenia, and other psychosis;
women had more diagnosesof major affective disorder
and other psychiatric disorders.
Socioeconomic status (MediCal eligibility) was significantly related to specific diagnosesin both the outpatient (x2 = 283.95, df = 4, p = .000; V = .12) and
inpatient (x2 = 39.88,d/ = 4, p = .000;V = .08)samples.
The results were similar. In both samples,MediCal eligible (low SES) patients received a greater proportion of
diagnoses of substance abuse and other psychosis; not
eligible (high SES) patients received a higher percentage of diagnoses of major affective disorders and other
psychiatric disorders.
The relationships between primary languageand specific diagnoses were significant for both the inpatient
(x2 = 56.73, df = 4, p = .000; V = .11) and outpatient
(X2= 77.40, df = 4, p = .000; V = .07) samples. In both
samples, patients whose primary languagewas English
received more diagnoses of substance abuse and
schizophrenia. In the outpatient sample, those whose
primary languagewas another languagereceived more
diagnoses of other psychiatric disorders. In the inpatient sample, conversely, patients whose primary language was English received more diagnoses of other
psychiatric disorder; additionally, inpatients whose primary language was another language received more
other psychosis diagnoses.
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nosesthan whites; whites and Asians received a greater
percentage of diagnoses of major affective disorder
than blacks or Latinos. Substanceabuse was lower for
Asians than for the other three groups.
None of the covariates included in the analyseswas
consistently related to a diagnosisof psychosisin either
the outpatient or inpatient samples.For specific categories of diagnosis, the young age group received more
diagnosesof substanceabuse. Men received more diagnoses of substance abuse and schizophrenia; women
received more major affective disorder diagnoses.
Lower SES patients received more diagnoses of substance abuse and higher SES patients received more
of major affective disorders. Finally, patients whose
primary languagewas English received more diagnoses
of substance abuse and schizophrenia.
Some of the findings of this study support those reported in the literature, but others do not. Of those
findings which support the literature, higher rates of
schizophrenia among blacks than whites and lower
rates of affective disorders have been reported frequently in the literature and were found here (Baskin
et al., 1981;Jones and Gray, 1986).High rates of depression and psychosis have been associated with Asian
ethnicity and were found here (Aldwin and Greenberger, 1987; Sue, 1988; Ying, 1988). Major affective
disorders and schizophrenia were specific disorders
found in the Asian sample.
Latinos have been reported to be underutilizers of
mental health services and to have lower rates of psychosis and higher rates of psychoneurosis than whites
(Golding and Lipton, 1990; Hough et al., 1987;Vega et
al., 1985a). In this study, Latino ethnicity was associated with lower ratesof psychosis than whites. Furthermore, Latinos were Underrepresented in the County
mental health system based on their percentage of the
County population; Asians were also underrepresented
and blacks were overrepresented.
Differences in the results of this study compared with
those reviewed in the literature include those findings
concerning substance abuse. Higher rates for blacks
than whites (Fabrega et al., 1988)and lower rates for
Latinos (Kamo et al., 1989) were not supported here.
Blacks, whites, and Latinos had similar percentages of
diagnosesof substance abuse; Asians had significantly
lower percentages.
Lower socioeconomic status has been reported to be

Summary and Discussion
Ethnicity had a significant and consistent relationship to diagnosis with both blacks and Asians having a
greater proportion of psychotic diagnosesand Latinos
a lesser proportion than whites. When more specific
diagnoses were examined, blacks and Asians received
more diagnoses of schizophrenia and other psychosis
than whites, and Latinos received fewer of these diag-

associated with higher rates of depression, schizophrenia, and mental illness in general (Adebimpe and C~
hen, 1989;Vegaet al., 1985b;Williams, 1986;Ying, 1988).
In this study, approximately equal percentages of
schizophrenia diagnoses were found for both high and
low socioeconomic status clients; high SES clients had
more diagnoses of major affective disordem.
A final difference between this study and those Ie-
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ported in the literature was the finding concerning language.The effect of non-English languageon diagnosis
has been reported to increase the chances of a more
severe diagnosis (Leong, 1986;Marcos, 1988). In this
study, primary language was not related significantly
to a diagnosis of psychosis.
The findings of this study are limited by the sample
selection bias that occurs when a cases-under-treatment approach is used. Other limitations are its retrospective design and the use of data collected more for
clinical than research purposes. However, generalizability is enhanced by the large sample size and the
collection of data over several years and from all
County facilities.
Several implications and considerations for clinical
practice and research can be drawn from the findings.
The findings should alert clinicians to the continued
presence of a difference in psychiatric diagnosis based
on ethnic identity. Awareness of this phenomenon may
serve to make clinicians sensitive to the possibilities
that they might be assigning stereotypical diagnoses,
attributing the symptoms of one disorder to that of
another based on ethnicity, or misdiagnosing cultural
phenomena as illness. There is also the possibility that
there may be differences in the expressionofpsychopathology for a particular diagnosis from one ethnic group
to another. Researchersinvolved in prospective studies
should try to use instruments that are sensitive to diagnostic bias, true cros~ultural differences in the expression of psychopathology, and a differential tolerance of psychopathology among ethnic groups.
Other clinical and research concerns are the underrepresentation of some groups in the mental health
system (e.g.,Latinos and Asians). Are they going without services?Or, are Asians and Latinos obtaining mental health services predominantly in other service systems? Do these groups need community education
about the mental health system so that they might avail
themselves of its services? Or do these groups have
fewer mental disorders, and if so, why? If Asians are
using the system only for severe disorders, do they
need information on treatment available for mild and
moderate disorders?
Finally, there is a need for further research using
other methods (e.g.,community surveys), but using the
same or similar variables. Looking at possible confounding variables such as age, gender, socioeconomic
status, and languageshould be part of any study of the
relationship of diagnosis and ethnicity.

Conclusions
Based on the findings, it may be said that there is
a relationship between ethnic identity and psychiatric
diagnosis. The relationship is similar to that reported

frequently in the literature and it is possible that ethnic
stereotyping and bias may occur in the assignmentof
diagnosis. Both black and Asian clients received more
diagnoses of psychosis than did whites, and Latinos
received fewer such diagnoses. Black clients were
more frequently diagnosed with schizophrenia than
were whites and whites were more frequently diagnosed with major affective disorder. Asians frequently
received diagnoses of psychosis, schizophrenia, and
major affective disorder. Latinos were diagnosed with
nonpsychotic disorders. These differences could not be
accoUnted for by socioeconomic status. None of the
covariates was consistently related to diagnosis.
References
Adebimpe VR, Cohen E (1989) Schizophrenia and affective disorder
in black and white patients: A methodologic note. J Natl Med Assoc
81:761-765.
Aldwin C, GreenbergerE (1987) Cultural differences in the predictors
of depression. Am J Community PsycIw115:7~13.
Allen 1M (1986) Posttraumatic stress disorder among black Viemarn
veterans. Hasp Community Psychiatry 37:55-61.
Armstrong HE Jr, Ishiki D, Heiman J, et al (1984) Service utilization
by black and white clientele in an urban community mental health
center: Revised assessmentof an old problem. Community Ment
Health J 20:269-281.
Baskin D, Bluestone H, Nelson M (1981) Ethnicity and psychiatric
diagnosis. J Clin Psyclwl 37:5~7.
Brown DR, Eaton WW, SussmanL (1900) Racial differences in prevalence of phobic disorders. J Nero Ment Dis 178:434-441.
Burnham MA, Hough RL, Escobar JI, et al (1987) Six-month prevalence of specific psychiatric disorders among Mexican Americans
and non-Hispanic whites in Los Angeles. Arch Gen Psychiatry
44:687-694.
Coryell W, Lowry M, Wasek P (1980) Diagnostic instability and depression. Am J Psychiatry 137:4&-51.
Escobar JI, Burnam A, Kamo M, et al (1986) Use of the Mini-Mental
StAte Examination (MMSE) in a community population of mixed
ethnicity. Cultural and linguistic artifacts. J NenJ Ment Dis
174:607-614.
Escobar JI, Kamo M, Burnam A, et al (1988) Distribution of major
mental disorders in a U.S. metropolis. Acta Psychiatr Scand
[SupplE 344:45-53.
Fabrega H Jr, Mezzich J, Ulrich RF (1988) Black-white differences
in psychopathology in an urban psychiatric popUlation. Compr
Psychiatry 29:285-297.
Golding JM, Kamo M, Rutter CM (1900) Symptoms of major depression among Mexican-Americans and non-Hispanic whites. Am J
Psychiatry 147:861-866.
Golding
JM,inLipton
RI (1900)
Depressed
moodRes
and24:65-82.
major depressive
disorder
two ethnic
groups.
J Psychiatr
Griffith J (1985) A community survey of psychological impainnent
among Anglo- and Mexican Americans and its relationship to ser~ce utilization. Cammunity Ment Health J 21:28-41.
HoppeSK, Leon RL, Realini JP (1989) Depressionand anxiety among
Mexican Americans in a family health center. Sac Psychiatry
Psychiatr Epidemiol 24:63-68.
Hough RL, Landsverk JA, Kamo M, et al (1987) Utilization of health
and mental services by Los Angeles Mexican Americans and nonHispanics whites. Arch Gen Psychiatry 44:702-709.
Jones BE, Gray BA (1986) Problems in diagnosingschizophrenia and
affective disorder among blacks. Hasp Community Psychiatry
37:61-65.
Jones BE, Gray BA, ParsonEB (1983) Manic.(Jepressiveillness among
poor urban Hispanics. Am J Psychiatry 140:1~1210.
Kamo M, Golding JM, Burnam MA, et al (1989) Anxiety disorder
among Mexican Americans and non-Hispanic whites in Los
Angeles. J Nero Ment Dis 177:2(Yl--200.

~-

!e:=.

RELATIONSHIPOF ETHNI :;rry TO PSYClllATRIC DX
Karno M, Hough RL, Burnam MA, et al (1987)lifetime prevalence of
specific psychiatric disorders among Mexican Americans and nonHispanic whites in Los Angeles. Arch Gen Psychiatry 44:695-701.
Kuo WH (1984)Prevalence of depression amongAsian-Americans. J
Nero Men.t Dis 172:449-457.
Lawson HH, Kahn MW, Heiman EM (1982) Psychopathology,treatment outcome, and attitude toward mental illness in Mexican
American and European patients. Int J Soc Psychiatry 28:20-26.
Lawson WB (1986) Racial and etlmic facto~ in psychiatric research.
Hosp Community Psychiatry 37:50-54.
~ng FT (1986) Counseling and psychotilerapy witil Asian-Americans: Review of tile literature. J Counseling Psychol33:196-206.
Lopez SR (1989)Patient variable biases in clinical judgment: Conceptual overview and metilodological considerations. PsyChol BuU
106:184-203.
Marcos LR (1988) Understanding etlmicity in psychotilerapy witil
Hispanic patients. Am J Psychoanal48:35-42.
Mukheljee S, Shukla S, Woodle J, et al (1983) Misdiagnosis of schizophrenia in bipolar patients: A multietlmic comparison. Am J Psychiatry 140:1571-1574.
Neighbors HW (1984) The distribution of psychiatric morbidity in
black Americans: A review and suggestionsfor research. Community Ment Health J 20:169-181.
Penk WE, Robinowitz R, Black J, et al (1989)Ethnicity: Posttraumatic
stress disorder (PTSD) differences among black, white, and Hispanic veterans who differ in degrees of exposure to combat in
Vietnam. J Clin Psychol 45:729-735.

(~B
~~
~;,

303

Schwartz AH, Perlman B, Paris M, et al (1980) Psychiatric diagn~
as reported to Medicaid and as recorded in patient charts. Am J
Public Health 7:406-408.
Somervell PD, lA!af PJ, Weissman MM, et al (1989) The prevalence
of major depressionin black and white adults in five United States
communities. Am J Epidemiol130:725-735.
Sue S (1988) Psychotherapeutic services for ethnic minorities: Two
decades of researchfindings. Am Psychol43:ro1-3J8.
VegaWA, Kolody B, Warheit G (1985a)Psychoneurosesamong Mexican Americans and other whites: Prevalence and caseness.Am J
Public Hrolth 75:52.'3-527.
VegaW, Warheit G, Palacio R (1985b) Psychiatric symptomatology
among Mexican American farn1workers. SocSci Med 20:39-45.
VelasquezRJ, Callahan WJ (1990) MMPls of Hispanic, black, and
white DSM-nI schizophrenics. Psychol Rep 66:819-822.
Vernon SW, Roberts RE (1982) Use of the SADS-RDCin a tri-ethnic
community survey. ATt:JI.Gen Psychwtry 39:47-52.
Williams DH (1986)Theepidemiology of mental illness in Afro-Americans. Hasp Community Psychwtry 37:42-49.
Wilson LG, Ries R, Hokan J (1980) Transcultura1 psychiatxy on an
American psychiatric ward- Hasp Community Psychiatry 31:759762.
YamamotoJ, Yeh EK, wya F, et al (1985) Are American psychiatric
outpatients more depressedthan Chinese outpatients?Am J Psychwtry 142:1347-1351.
Ying YW (1988)-Depressivesymptomatology among Chinese-Americans as measuredby the CES-D.Am J Psychwtry 145:1486-1487.

Notice to Authors: Effective immediately, unacceptedmanuscripts will
no longer be returned to authors, but will be destroyed in the editorial
office after the review process. Authors who would like to have manuscripts
sent back to them should so indicate in their original submission letter and
should include a postage-paid, self-addressedenvelope. Increasing postal
costs make this change in procedure unavoidable.

...

