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Obiectives: This study examined case management service use by ethnic 
group in a sample of 4,249 European-American, Latino, and African­ 
American patients with a diagnosis of schizophrenia or schizoaff ective 
disorderwh?werereceivin~services in the public ment,1 health sector 
of~anI>ieg()Gountyduringfiscal year 1998-1999. M~thods:.Data on 
demographiyand clinical variables were obtained frolll th~_ public men­ 
tal health seryices database of the San Diego County Mental Health De­ 
partment, Multivariate logistic regression analyses were used to deter­ 
mfoe the relationship between the demographic and clinical variables 
.and use of case manageinent services. Results: The ethnic C<>lllposition 
of the sample was 64 percehtEuropean American, 20 percent Latino, 
an,d 17 percent African Alllerican. Overall, 1,100 patients (26 percent) 
received case management services. A disproportionately greater per­ 
centage .of service .use ()CCUTI"ed ,among :Europ~an Americans (30 per­ 
cent) than anfon$ pati~ntsfrom ethnic minorities (19 percent for Lati­ 
nos andL 7 percent foi:.._Af1ican Americans). The results also_ indicated 
that Spanish-sp_eaking __ La~nos underused_ case management services; 
howeyer, the 1111derusew~slt:.ss dramatic than anticipated.Conclusions: 
The results of this study underscore the need for continuing concern 
about the use of case management and other mental health services by 
persons froin ethnic minorities. (Psychiatric Services 54:1264--1270, 
2003) 

Case management is widely 
considered to be an essential 
component of public mental 

health care for persons with schizos 
phrenia (1,2). Case managemen_t con- 

sists of a variety of activities aimed at 
coordinating treatment and ensuring 
the continuity and integration of serv­ 
ices for persons with severe mental 
illness (3). 
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Although persons from ethnic mi­ 
nority groups are increasingly being 
served in the public mental health 
system ( 4-6), research has not sys" 
tematically examined patterns of use 
of case management services among 
persons from· ethnic minority groups 
who have schizophrenia. Several 
studies have examined the relation­ 
ship of severe mental illnesses to type 
of mental health service or treatment 
outcomes. However, such studies 
have not specifically examined use of 
case management. Some studies have 

-focused on ethnicity (7,8); others 
have adjusted for ethnicity and there­ 
fore have not reported ethnic dispari­ 
ties in service use (9). 
The workof.Hu and colleagues (6) 

is the one study that included - case 
management in an analysis of mental 
health care and service use among 
persons from ethnic minorities. 
African Americans and Asians used 
case management less than Latinos 
and European Americans, These re­ 
searchers reported greater use of case 
management by patients with schizo­ 
phrenia than by those with-other psy­ 
chiatric disorders; However, that 
study did not include a cross-ethnic 
examination within the subset of pa­ 
tients with schizophrenia. 
Given that specific data on the use 

of case management are lacking, we 
reviewed studies on the general use 
of mental health services in various 
ethnic groups. Research has consis­ 
tently shown ethnic disparities in the 
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use of most types of services (4,5). 
Generally, studies have indicated un­ 
deruse of services among Latinos 
(10-13). Moreover, disproportionate­ 
ly low service use has been reported 
among Spanish-spealdng Latinos with 
low levels of acculturation to U.S. so­ 
ciety (l,~,14,15). Altbough overuse 
has been reported for African Ameri­ 
cans (8,16); those findings pertained 
only to certain types of treatment 
(6,7,11). African Americans have 
been found to use more crisis servic­ 
es and less outpatient care (4,6) and 
to be more likely to be hospitalized 
than European Americans (17); 
In this study, we examined the use of 

case management services by Euro­ 
pean-American, Latino, and African­ 
American patients with adiagnosis of 
schizophrenia. A secondary goal of the 
study was to iµentify patient character­ 
istics related to service use . .We hy­ 
pothesized that use of case manage­ 
ment services would be lower among 
Latino and Afdcan-Amedcai1 patients 
than among Europearr-Amerioan pa7 

ti~nts. We further hypothesized that 
the use of ~ase management services 
would be lower among Spanish-speak­ 
ing Latinos than an1ong English­ 
spealdng Latinos. 

Methods 
Data 
The data for· the study came from the 
public mental health services data­ 
base of the San l)iego County Pe­ 
partment. of Mental Iiealth--,-tl1e 
Mental Health Mapageme11t Infer­ 
matior; Systeµi (:tvfHMIS)-dqring 
fiscal year 1998-1999. San Diego 
County is the sixth largest. county in 
terms pf population in. the United 
States and has considerable ethnic di­ 
versity, as can be seen from Table 1. 
The MHMIS contains information 

on . clj.ent characteristics and service 
US!=) fqr persons enrolledin any service 
delivered by the county or by contract­ 
ed prqviders. The InSyst software ap­ 
plication.is µsed to track client regis­ 
tration and. service use data. 
In. the. study reported here, data 

originating from level-of-care files for 
each service episode were aggregated 
at the patient level into a single data 
file. To ensure patient confidentiality, 
an outside agency linked the files with 
unique patient identifiers. Approval 

Table 1 

Total adult population of San Diego County and population of patients with schiz­ 
ophrenia in the county mental health management information system (MHMIS), 
by ethnic groupa 

San Diego County (N =2,090,172) MHMIS (N=6,297) 

Ethnicity N % N % 

European American 1,249,632 59.8 3,641 57.8 
Latino 475,519 22.8 1,060 16.8 
Af1'ic~n American 107,228 5.1 1,108 17.6 

• The percentages do not total 100; the ethnic groups noted as Asian, "other," or "two 
or more races" are included in the population totals but are not shown because of 
small proportionate size. 

for the study was obtained from the 
county and from the institutional re­ 
view board of the University of Cali­ 
fornia, San Diego. 

Sample 
Of 5,869 patients aged 18 years or 
older with a diagnosis. of schizophre­ 
nia crschlzoaffeottva disorder, 1,560 
(27 percent) were excluded because 
of missing data for one or more inde­ 
pendent variables. Analysis of miss­ 
ing values indicated no meaningful 
sample bias. The resulting study 
sample comprised 4,249 adults- 
2,698 European Americans (63.5 
percent), 834 Latinos (19.6 percent), 
and 718 African Americans (16.9 
percent). The numbers of Asian­ 
American patients and those in 
mixed racial categories were too 
small for inclusion in multivariate 
analyses. DSM-IV diagnoses were 
made by county clinicians, 

Study variables 
Use of case management services. 
In San. Diego County, case manage­ 
ment services include "activities pro­ 
vided by progra11} staff to access 
needed Medi-Cal, educational, social, 
prevocational, vocational, rehabilita­ 
tive, or other needed community 
services for eligible Individuals" (18). 
Although case management includes 
a wide variety of linkage, consulta­ 
tion, and placement services, case 
management services exclude skill 
development, assistance with daily 
living, and training to promote 
clients' independence in obtaining 
services. Traditional case manage- 

ment is charactedzed by the coordi­ 
nation of individualized care and on­ 
going contact with identified key per­ 
sonnel (19). Case management pro­ 
vided in the county is a common 
group of public mental health servic­ 
es made available to persons with 
schizophrenia who may have difficul­ 
ty managing theirillness and their life 
(3,20). The variability in the concep­ 
tualization of case management is a 
limitation inherent in the use of MH­ 
MIS data. Nonetheless, the wide 
scope of services provided in the 
county is consistent with case man­ 
agement approaches in community 
practice (19). 
The dependent outcome meas­ 

ure-receipt of case manageinent 
services-was operationalized as use 
of at least one billable case 1Tianage­ 
ment service, according to Medicaid 
reimbursement guidelines, ch.iring 
the fiscal year. The case management 
variable was created by aggregating 
data for each client into· a dichoto­ 
mous measure-s-use of the service 
versus no use. Additional 'analysis of 
the number of billed case manage­ 
ment visits was also conducted, 
Ethnicity, The MHMIS data were 

not qrqlcen down into specific ethnic 
hedtage groups. Thus we defined the 
European-American categoryas any­ 
ope endqrsing white, Caucasian, or 
European race; the categmy excluded 
anyone reporting Hispanic heritage. 
The .Afocai1-A1~eiican category was 
defined as ertdorsel'nent of the black 
racial categmy without endorsement 
of the Latino category. The Latino 
category included anyone who en- 
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dorsed Latino as their race or who in­ 
dicated 'Hispanic heritage in a follows 
lip question, European-American 
ethnicity was usecl as the reference 
grol1p. 
D¢1nograpltiC variab}es. Demo­ 

graphl.c variables included age; gen­ 
der, education, marital status, livj.ng 

, situation, and la:nguage preference. 
Marital status was categorized as nev- , 
er.: rriarri,ed; · c1n-rently · married, and 
formerly married; never married 
sefyed as th.eiefere11ce wonp. Living 
sit11aj:ion. referred to. residence rec 
·ported Within the· last period of serv­ 
ice use, when residence was unavail­ 
able, the m9dal type of residence dur­ 
ing the fiscal, year, Li~ng situation 
was classified into five categories: in­ 
dependent; With family; iii institu­ 
tional settings, incltiqiifg hospitals, 
skilled-nursing facilities, and board­ 
'and-care facilities; unstable, includ­ 
ing being confined by· the criminal 
justice system or being homeless, and 
other. Independent living was the ref­ 
erence group. Language· preference 
was based on client self-report, 

Clinical status. Inpatient status 
was defined as any inpatient stay dur­ 
ing the year. Level of functioning was 
represented by themean Global As­ 
sessment of Functioning ( GAF) score 
at discharge from episodes pf service 
during the year. Possible scores Oil. 
the GAF ra11.ge from 1 to 100, With 
higher scores representing better 
ft.tn_ctioIJ.in.g. A secbhdary diagn.osis of 
substance use disorder was' classified 
as present o_u1bsent. 
Einancial status. Studies have 

found that eligibility for government­ 
sponsored programs can have predic­ 
tive value for patterns of service use 
.(4,5,8,21). The Medi-Cal program in 
California corresponds· with the fed­ 
eral Medicaid program. Medi-Cal re­ 
quires thatincligent persons meet eli­ 
gibility requirements in addition to 
those of Medicaid, - such as having a 
clisapility. We used Medi-Cal eligibili­ 
tyas a pi'ofyfoi financial status (22). 

Data analysis 
Frequency distributions were calcu­ 
lated, and two-tailed chi square tests 
of independence or analysi~ of vari­ 
ance tests were used to examine vari­ 
ability across ethnic groups. The 
cross-tabulation-of case management 

use, including rio use, by ethnic group 
was examined With use of chi square 
tests. Guidec1 by previous research. on 
ethnic disparities (23)°, we used multi­ 
variate logistic' regressions to assess 
the association of the dependent vari­ 
able-case management · use-i-with 
ethnicity while controlling for covari­ 
ates. Ethnicity and other demograph­ 
ic independent variables were en­ 
tered in the first model. 
Clinical variables were added in the 

second · mode], · a,nd. the financial vari­ 
able was added in .the third model. 
Subsequently; separate multivariate 
models were estimated for each eth­ 
nic group, then again for Latinos, 
stratified by language preference. An 
indicator for mtssing education values 
wa,s calculated and entered along with 
the demographic variables to investi­ 
gate bias associated with data imputa­ 
tion for missing values, A findi11g of 
no significai.1t association between. the 
indicator variable and the dependent 
variable · would suggest that there 
were no effects from the memi substi­ 
tution procedure (24). 

Results 
Sarnple characteristics 
As can be seen from Table 2, we 
found considerable diff e1'ei;.ces in de­ 
mographic variables between ethnic 
groups bl1t little clifferen.ce iil clinical 
or financial v:piables. Education, age, 
living sifoation, 1harital status, and 
seconda1y diagnosis of substance use 
disorder each differed across ethnic 
groups (p<.001 for all). Patients in tj1e 
Latino group were younger than 
those in the European-Ame1ican and 
Africm1-American groups. Altho1-1gh 
independent living arrangements 
were the most prevalent, the percent­ 
age of Latinos living With fa1hily was 
twice that of the other ethnic groups. 
A li.iglier·percentage of Latinos were 
married; approxi1nately two~thirds of 
each ethnic group reported: never 
having been married. Comdrbid sup­ 
stance use disorder was less fr<:;q11ent 
among Latino· patients' tl1an il':t tl1e 
other two. eth11i¢ groups. 

Casefnanagemen,tiuse 
A significant difference betwE)en etl1a 
nic groups was found in the propor­ 
tions of patients receiving case inan­ 
agement services (x2=7l.66, df=2, 

p<.001). Overall, 1,100 patients (26 
perce11t) receiv(:)d case management 
services. A disproportionately greater 
percentage of service l1Se occurred 
an10ng European Americans (814 
pmtic:ipants, cir 30.2 perc(:)nt) tlmn 
amoqg patients from etlu1-ic minori­ 
ties (161 Latino participants, or 19.3 
percent, a,pd 125 African-Americmi. 
participants, or 17.4 percent). The 
i·ange of cliscrete occurre11ces of case 
management, as measu.red by tlrn use 
of a billable case management serv­ 
ice, was l to 173 · per patient. during 
.the year. We found a slight difference 
across ethnicgrm.:ipsinthe number qf 
visits (F=3.15, df=2, 936, p<05). The 
mean±SD mnrtber of visits for Em'Q­ 
peail Ai.nmicans was 30±26; for Lati­ 
nos, 27 ±25; ancl for African Ameri­ 
cm'ls, 23±27. The difference between 
Eu'ropean Americ~ns and African 
Americans was significant (p<.05): 

Mu{tivariate analysis of 
ethnicity and casf! management 
The effects of ethnic group and other 
sociodemographic indicators on the 
usr of case management setvices are 
illustrated in Table 3:, After sociode0 

,, .,.. r • '. 

mographic variables were adjusted 
for, Lati11os a11d African Americans 
were less likelythan European Amer~ 
ica.ns to receivE) case 1rianage111.e11t 
services. Cmnpared ,vi.th h1depend0 

ent living arrangements, living With 
fa111ily was associated \.vi.tit a signifi­ 
cantly lowet likelihood of µsing tase 
manageme11t services; institutional 
place'inent w.as associated witl1 a fives 
fold odds oh1sing case n1an~gement 
services. 
In model 2, we controlle_d for clini­ 

cal as well as demographic cl~aracter­ 
istics. Altl1ough GAF scores were as­ 
sociated With the use of case manage­ 
ment ~ervices (p<.Pl), the effect was 
slight. The Cohsider::.ition of thes(J 
clinical variables did hot alter tl1e low­ 
er li.kehl-10od of Latinos' and African 
A'merit::ans' receiving case 1nanage­ 
ment. In model 3 ,ve also considered 
the effects of a gross i~clicator of fi­ 
nai.1cial stati:1s-Mecli-Cal eligibility. 
qients who were eligible for fy{edi­ 
Cal were 4.6 times as likely to use 
case management services. Despite 
the powerful relationship between 
setvice use and Medi-Cal eligibility 
and the continuing influence of insti- 
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Table2 

Demographic, clinical, and financial status characteristics of European-American, African-American, and Latino persons with 
a diagnosis of schizophrenia recorded, in the San Diego County mental health database" 

European American Latino African American 
(N=2,698) (N=834) (N=718) 

Test 
Characteristic Nor mean % Nor mean % Nm'nieim % statistic elf Pb 

Demographic characteristics 
Gender x2=1.29 2 .53 

Male l,642 60.9 491 58.9 427 59.5 
.Female 1,055 39.1 343 41.1 291 40.5 

Education 
(nieaiie Sl) years) 12±2.23 10,39±2.96 11,47±2'.ll F=l46.85 2, 4,246 .001 

Age (means.Sf) years) 41.04±11.96 37.4 7 ± 12.13 39.47±10.84 E'=3O.2 2, 4,246 .001 
Living situation x2=189.53 8 .001 
Independent 1,193 44.2 444 53.2 356 49.6 
With family 246 9.1 161 19.3 59 8.2 
Institution 630 23.4 118 14.1 ·91 12.7 
Unstable? 396 14.7 72 8.6 160 22.3 
Other .232 8.6 39 4.7 52 7.2 

Marital status x2=18.29 4 .001 
Never married 1,791 66.4 560 67.1 476 66.3 
Married 179 6.6 88 10.6 · 55 7.7 
Formerly married 727 27 186 22.3 187 26 

Clinical characteristics 
Inpatient stay in the 

219 past year) 638 23.7 26.3 188 26.2 x2=3.51 2 .17 
Global Assessment of 
FunctioningImeans-Sl) 
scm'e)d· 38.44±10.44 38.71:!;9.46 38.61±10.28 F=.26 .2, 4,246 .77 

Comorbid substance 
use disorder 797 29.6 194 23.3 222 30.9 x2=14.74 2 .001 

Medi-Cal eligibility=1,e 2,104 78 634 76 582 81.1 x2=5.8 2 ,06 

a Only patients self-reporting ethnicity as European American, African American, or Latino were represented in large enough numbers for inclusion in 
this sample, · 

b Post hoc .comparisons ,vi.th Bonferroni statistics were used to correct for multiple analyses within a large sample, 
c Confined by the justice system or homeless 
<l As of entry into the service system 
e Used as :1 prm.y for financial status 

tutional placement, ethnic disparities 
remained; European Americans con­ 
tinued to be more likely to receive 
case management. 

Etlpnic differmces in 
case management use 
Multivariate logistic regression analy­ 
ses of case management use, re­ 
gressed .oh. al] indicator . variables, 
were cqnduqted after stratification by 
ethnic gwup . .As .can be seen from 
Table 4,Jivihg situation was the only 
socioden:i.9gi:aphic 'variable signifi­ 
cantly aSs9ciated with use of case 
manageJnent services. Residence in 
an institutional setting as opposed to 
indepe~1deilt .living increased the 
odds of case ,management use for all 
ethnic groups. The relatibnship was 
stronge$t among .African Americans, 
who wer.e 7,5 times as likely to use 

case management if they Jived in an 
institutional as opposed to a11orµn~t;F 
tutional setting. Only in the. Euro­ 
pean-American group were particF 
pants who lived with family less likely 
than those living independently to 
use-case management services, AsJq 
the previous 1iiodels,, higher GAF 
scores were associated with slightly 
lower odds of case ma!1agement .use 
for each etlrnic group. Medi-Cal eligi­ 
bility was associated with a substan­ 
tially higher probability of service use 
in each eth11ic group. 

Role of tanguage preference 
Spanish was the preferred language 
of 294 (35 percent) of the Latino pa· 
tients. Of the 537 English·spealdng 
Latino participants, 115 (21 percent) 
were . receiving case management 
services, compared with 46 (15.6 per- 

cent) of those whose- preferred lan­ 
guage was Spanish (X2=4.05, df=il, 
p<.05). The overall likelihood of re­ 
ceiving case management services in 
the English-speald1ig Latino group 
was related mosf strongly to Medi­ 
Caleligibility (odds ratfo [OB.]=6.46, 
99 percent percei1t confidence inter­ 
val [CI]=l.82 to 22.Q3, p<.01) and in­ 
stitutional living (OR=4.40, Cl=2.09 
to 9.27, p<.01). 
Although these_ same variables 

wei·e associated witli use of case man­ 
ageinent in the Spa1~ish-speaking 
Latii10 group, a few notable differ­ 
ences were evident. First, living in an 
instimtional as opposed to an inde­ 
peride1;1t setting was associated with a 
20-fold likelihood of case inanage­ 
ment use (p<.QOl). Second, the effect 
of Medi-Cal, eligibility for Spanish­ 
spealdng Latii1bs was of less conse- 
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Table 3 
Multivariate logistic regression analyses of the association between case management 
service use and demographic, clinical, and financial variables, in three models" 

Model 1 Model2 Mbdel3 
Independent 

99% CI variable" OR 99% CI OR OR 99% CI 

Ethnic group 
1 European American 1 1 • Latino .68 .51-.91* .67 .5-.9* .68 .51-.91* 

African American .58 .43-.78* .58 .43-.78* .53 .39-.72* 
Gender .92 .74-1.15 .92 .74-1.15 .95 .76-1.2 
Education .96 .92--'l * .96 .92--' 1 .97 .93-1.02 
Age 1.01 1.01-1.02* 1.02 1.01-1.02* 1.02 1.01-1.03* 
Living situation 

1 1 1 Independent 
With family .54 .35-.84* .61 .39-.96* ,55 :35-'-'.86* 
Institution. 5.95 4.67-7.58* 5.44 4.42-6.97* 4.5 3.5-5.8* 
Unsi:abieh .76 .54-1.08 .7 .49~1 * .77 .54-1.H 
Other · 4.25 3.05-5.93' 3.83 2.73-5.38* 3.32 2.35-4.69* 

Marital status 
Never married i 1 1 
Mm·ried .72 .46-1.12 .72 .46-1.12 .83 .52-·:1.31 
Formerly married .95 .74-1.23 .99 .n-i.28 1 .77-1.3 

Inpatient stay in the 
1.02 .93 .72-1.19 past year .8-1.31 

Global Assessment of 
Functioriiiig sca're .97 .96-.98* .97 .96-.98* 

Comorbid substance 
use disorder 1.02 .8-1.31 1.04 .81-1.34 

Medi-Cal eligibility" 4.64 3.2-6.73* 

" Model 1 controlled for deinographic variables, model 2 added clinical variables, and model 3 
added the financial indicator. 

h Confined by the criminal justice system or homeless 
c As of entry Into the service system; used as a proxy for financial status 
*p~.01 

quence than institutional placement 
(0R=5.72, CI=.77 to 42.34, p<.05). 
Finally,Jor Sp~nish-speaking ~atino 
patients m~ly, having an inpatient stay 
in the p~st ye:u: was significantly relat­ 
ed to use ofca'se 1ria:o.iigeinen't services 
(Olh3.24, Cl=.83 to 12.68, p<.05). 

Discussion, and conclusions 
As we predicted, the use of case man­ 
agement. services among Latino and 
African-American clients was signifi­ 
cantly lower than among European 
Americans. Latinos were approxi­ 
mately two-thirds as likely, and 
African Americans only half as likely, 
to use these services, even after other 
variables were controlled for. The re" 
suits appear to be consistent with 
those of other studies of ethnic dis­ 
parities in the use of mental health 
services (4--7,11). 
Our . second hypothesis-that the 

use of case management would be 
lower among Spanish-speaking than 

among Eriglisl~-speaking Latinos­ 
was also supported. As in other stud­ 
ies that examined the use of mental 
health'services ari10ng Spanish-speak­ 
ing Latinos with low acculturation to 
U,S. society (8,14,15), the results of 
our' sttidy indicate underuse of case 
IIJ.anageriient services among Span­ 
ish~speaking Latinos. However, this 
underuse . was found to be less than 
we had anticipated from other stud­ 
ies. Apossible explanation is the avail­ 
ability of three bilingual mental 
health centers in the region that pro:c 
vide Spanish-speaking Latino persons 
with access to case management, but 
that issue needs further research (25). 

Several characteristics associated 
with the use of case management 
warrant comment. More Latinos than 
European Americans were married 
and .lived with family members. Be­ 
cause living with family was associated 
with a lower probability of use of case 
managemerit services, we anticipated 

thatLatinos living with family wouid 
be less likely to use such services. 
However, no significant difference 
was noted in the use of case manage­ 
ment services between Latinos who 
were living with fainily members and 
those who were living independently. 
In contrast, European Americans liv­ 
ing with family were less likely to use 
case management services than tliose 
living independently. These findings 
suggest that for Latino patients, mari­ 
tal mid familial living arrangements 
neither reduce service use nor facili­ 
tate it. Thus these two factors cannot 
be assumed to represent protective 
cultural dynamics that could explain 
the lower use (26-28); 
Across all etlmic groups, institution­ 

al residence and Medi-Cal eligibility 
were powerfully associated with 
greater use of case. management Serv­ 
ices. These factors appeared to trigger 
access to service mechanisms withln 
the system in ways that are otherwise 
unavailable to patients. Residential 
placement and insurance coverage 
seem to facilitate service delive1y (29). 
The powerful effect of Medi-C_al eligi­ 
bility suggests that tlus indicator was 
more _tlmn a proxy for financial status; 
it could also have been an indicator of 
chronicii:y, of illness. However, the 
database did IiOt include iiiforination 
about duration of ilhrnss. 
Regardless of etlmic group or lan­ 

guage preference, instih1tional resi­ 
dence was strongly associated with 
tl1e use of case management services. 
However, institutional residence was 
an even 'niOre . powei-ful predictor 
among Spanish-speaking Latino pa~ 
tients. A recent occurrence of in­ 
creased clinical. severity couid signal 
an iricreased need for case manage~ 
ment. This factor may be especially 
relevant among less acculturated 
Latii10 patients because of therepmtc 
eel tendency amohg eth11ic minorities 
to delay seeking psychiatric treatinent 
until -the iliness is more severe 
(4,17,30). in addition, a possible re0 
ferral bias may account for the lower 
propmtion of ethnic minm1ties ·re~ 
ceiving case management. However, 
unclemse among the ethnic gr6ups in 
our sh1dy cannot all be attributed 
solely to a gatekeeping bias, because 
ohe-third of case management seivic­ 
es are embedded within other se1vic- 
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es, such as outpatient, inpatient, and 
daytreatment services, that do not re­ 
quire referral. 

Because case management encom­ 
passes a broad category of service ac­ 
tivities, providers can bill for several 
possible brokerage services. A state­ 
required evaluation of care coordina­ 
tion is conducted annually for each 
patient with a severe mental illness, 
but it is billed as an assessment. 
Billing is dependent on the codes 
used. Thus it would be important to 
determine whether providers use 
codes appropriately for case manage­ 
ment services, because it is possible 
that providers use the codes to secure 
needed resources for patients. This 
important issue has implications for 
the interpretation of· our findings. 
Until the MHMIS database distin­ 
guishes among types of case manage­ 
ment services and billing practices, it 
will not be possible to. fully account 
for differing patterns of use between 
ethnic groups. Nonetheless, because 
case management activities comprise 
a mixture of types of tasks and servic­ 
es, it was stiiking that we found sig­ 
nificant rates of underuse in the eth­ 
nic minority groups we studied. 

Several limitations must be consid­ 
ered in interpreting our findings. 
First, although the MHMIS data we 
used were representative of those for 
persons with schizophrenia seeking 
public mental health services in ur­ 
ban San Diego County, we do not 
know how generalizable our findings 
are to populations served by other 
public mental health. $ystyms .. How­ 
ever, these findings have implications 
for other large cities with growing 
ethnic and immigrant populations. 
A second limitation is that although 

the data for this study contained basic 
demographic and clinical information 
for assessing patterns of use of case 
management, fewvariables adequate­ 
ly represented socioeconomic or fi­ 
nancial status, A third limitation is the 
lack of research-based diagnosis. 
However, the data represent commu­ 
nity diagnostic practices. If these data 
reflect an overdiagnosis of schizo­ 
phrenia based on racial bias in per­ 
ceived severity of illness (31,32), it 
would follow that the rate of use of 
case management would .be higher 
for ethnic minority members, rather 

Table 4 

Results of multivariate logistic analyses of associations between use of any case 
management se1vice and demographic, clinical, and financial variables, by ethnic group 

European-American Latino African-American 
model (N=2,697) model (N=831) model (N=718) 

Independent 
variable OR 99% CI OR 99% CI OR 99% CI 

Gender .97 .74-1.28 .9 .si-1.58 .86 .46-1.6 
Education .96 .91-1.02 1.01 .92-1.11 .95 .84-1.07 
Age 1.02 1.01-1.03* 1.02 .99-1.04 1.01 .99-1.04 
Language preference- .97 .52-1.78 
Living situation 
Independent 1 1 1 
With family .43 .24-.78* 1.03 .45-2.36 .58 .14-2.48 
Institution 3.9 2.9-5.24 5.81 3.04-11.08* 7.53 3.54-16.01* 
Unstable .69 .45-1.08 1.12 .41-3.07 .98 .4--2.38 
Other 3.11 2.07-4.67* 2.86 1.06-7.72* 4.64 1.87-11.49* 

Marital status 
Never married 1 1 1 
Married .96 .55-1.67 .43 .13-1.49 .98 .3-3.18 
Formerly married 1 .73-1.36 1.1 .56~2.15 .9 .45-1.81 

Inpatient stay in the 
past year .86 .63-1.16 1.28 .7-2.33 .94 .47-1.87 

Global Assessment of 
Functioning score .97 .95-.98* .96 .94-1* .97 .94-1* 

Comorbid substance use 
disorder .99 .73-1.33 1.22 .63-2.39 1.25 .62-2.51 

Medi-Cal eligibilityh 4.2 2.78-6.34* 6.22 2.15-18.02* 10.74 1.64-70.51* 

" English or Spanish 
b As of entiy into the service system; used as a proxy for financial status 
*p=.01 

than lower, as found in this study. A 
fourth limitation is reliance on the 
GAF score as the indicator of func­ 
tional status, even though such re­ 
liance represents community prac­ 
tice. A final limitation is the lack of 
certain useful types of data. 
One recommendation would be 

that the MH~.US augment collection 
of sociodemographic and financial in­ 
formation. More specific ethnic cate­ 
gories and variables on acculturation 
and linguistic facility would improve 
the interpretation of ethnic group dif­ 
ferences (33). Research has found in­ 
creased suppmt for intensive case 
management models (2,3,34,35). 
Thus recording the specific service 
components provided to patients 
would greatly facilitate the assess­ 
ment o~ ethnic patterns of use and of 
the relationship of these patterns to 
other mental health outcomes. 

1 
This study used a large and repre­ 

sentative sample of patients with schiz­ 
ophrenia who were receiving services 
in the public sector in one of the 
largest and most ethnically diverse 
county populations in the United 

States. The main findings illustrate 
that ethnic minorities with schizophre­ 
nia are markedly underserved com­ 
pared with European Americans. 
These findings underscore the need 
for continuing concern about the un­ 
deruse of case management and other 
types of mental health services among 
persons from ethnic minorities. + 
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