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Abstract
At our site, the parents of Caucasian youth were more likely to report various symptoms in their children, and especially to report family histories of depression and other mental illnesses.  Caucasian youth were more likely to report that they were referred to services because of depression or anxiety than African-American youth, who were more likely to report conduct issues as a reason for referral.  Intensified stigma of mental illness within the African American community was hypothesized to account for these discrepancies.   These results were shared with our Youth Advisory Board, who used them to help guide their anti-stigma projects. 
Introduction
One goal of Systems of Care is to provide equitable services for youth and families of all cultural and ethnic backgrounds.  Our site, which serves youth aged 7-17, is roughly half Caucasian and half African American, with very few youth of other races[footnoteRef:1].   [1:  Exact proportions differ based on whether biracial youth are included in the “African American” category or excluded from analysis.  The presented analyses do not include biracial youth, as the differing races of the interviewed parents may skew the results.  Less than 10% of our population was Latino; however, Latino/not Latino was categorized separately from Caucasian, African American, and other races.] 

Our original questions included: (1) On what variables do African American and Caucasian youth differ at baseline?  (2) Do African American and Caucasian youth improve functioning at comparable rates?  However, some surprising findings to these questions, particularly about family history and reasons for referral, led us to ask different questions than we originally posed.  
Method
Our original intent was to compare African America and Caucasian youth on numerous variables including reasons for referral, self-reported family histories, youth-reported symptoms, caregiver-reported behavioral outcomes, and global level of functioning according to clinicians.  We used a “responsive” method of evaluation, where the results of one instrument were followed up with the results of another instrument for further explanation or interpretation.   The Youth Information Questionnaire and Enrollement and Demographic From (EDIF) were  used for reasons for referral. The Family Information Questionnaire and were used for family histories.  Behavioral outcomes and improvement rates thereof were measured with the Child Behavior Checklist (CBCL 6-18).   Youth symptoms were measures with the Reynolds Adolescent Depression Scale (RADS-2) and the Revised Children’s Manifest Anxiety Scales (RCMAS).  T-tests were used to compare youth on baseline variables, while repeated-measures MANOVA were used to look at improvements over time on the CBCL 6-18.  

Findings
Reasons for referral.  Caucasian youth (n=53) were far more likely to report that they were referred to services because of depression or anxiety than African-American youth (n=48), who were more likely to report being referred because of conduct or delinquency issues.  There were considerable contrasts with the reasons for referral according to clinicians.  However, these comparisons should be viewed with caution, as the clinicians’ sample includes youth aged 7-10 who are too young to have been interviewed, as well as youth who declined the interviews.   (See Figure 1). 
Youth Reasons for Referral (n =101)		   Clinicians’ Reasons for Referral (n=178)
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Figure 1.  Youth’s and clinician’s reported reasons for referral into treatment.
Symptoms.  At baseline, parents of African American and Caucasian children reported differing levels of their children’s symptoms on most scale of the CBCL-6-18.   On all scales and subscales White youth scored higher symptomology, although not all were statistically significant.  However, the rates of improvement on the CBCL 6-18 did not differ between African American and Caucasian youth.  Further, clinicians reported similar baseline Global Assessment of Functioning scores for both African American (n=84, m=47.7, SD=8.0) and Caucasian (n=96, m=46.7, SD=9.2) youth.
Table 1.  Child Behavior Checklist Subscale Scores at Baseline (n =149) 
	 
	White Youth
	Black Youth

	Anxious/Depressed*
	65.3
	60.9

	Withdrawn/Depressed**
	66.9
	62.4

	Somatic Complaints
	60.4
	58.7

	Social Problems**
	68.1
	63.4

	Thought Problems*
	69.7
	65.9

	Attention Problems
	69.6
	67.0

	Rule-Breaking Behavior
	71.5
	69.4

	Aggressive Behavior*
	75.7
	71.0

	Internalizing**
	65.4
	60.7

	Externalizing*
	73.4
	69.7


Note. *= p <  .05;   ** =  p <  .01
Both White and Black youth reported fairly low levels of depression at baseline on the RADS-2; White youth reported higher levels of negative self-evaluation.  On the RCMAS White youth reported higher levels of anxiety on all scales; however, there were no significant differences on the “lie” scale.  
Family histories.  The parents of White youth were far more likely to report family histories of depression, substance abuse, and other mental illnesses.  However, there were no significant differences in caregiver-reported histories their children’s of physical abuse, sexual abuse, running away, exposure to domestic violence, or living with someone convicted of a crime.  
Table 2.  Family History According to Caregivers (n = 139)
	
	White Youth
	Black Youth

	Has child ever run away without you knowing
	46%
	42%

	Has child ever had a problem with drugs or alcohol
	29%
	37%

	Has child ever been sexually abused
	26%
	15%

	Has child ever been physically abused
	30%
	21%

	Has child ever been exposed to domestic violence
	55%
	43%

	Child ever lived in house with criminal
	59%
	58%

	Anyone in child’s household ever had depression*
	84%
	56%

	Someone in household who had mental illness*
	52%
	30%

	Person in house who has a drug or alcohol problem***
	65%
	40%

	Family history of substance abuse*
	80%
	56%

	Family history of depression**
	86%
	57%

	Family history of other mental illness**
	66%
	49%


Note. *= p <  .05;   ** =  p <  .01;   *** =  p <  .001
Concluding Discussion
The results of these findings were shared with our Cultural and Linguistic Competence Committee.  The group agreed that the discrepancies in reported levels of anxiety, depression, and family histories of mental illness were most likely due to intensified stigma of mental illness among African Americans rather than higher levels of actual pathology among Caucasians.  Previous studies have shown that the stigma of depression and other mental illnesses is more intense among African-Americans than in Caucasians (Gary, 2005).  
These findings and interpretations were reported to Public Education and Social Marketing Chair as well as the Youth Advisory Group chair for use with their anti-stigma initiatives.  It was agreed that the initiatives should place special emphasis on reaching the African American community.   The Youth Advisory Group is now launching an anti-stigma video which includes a young African American sharing his experiences with mental health and his successful treatment within the local system of care. 
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