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ABSTRACT
Background: A significant proportion of the population suffers from mental illness, but services are
often underutilized due to a variety of factors, including sociodemographics and fear of stigma (McAlpine
& Mechanic, 2000). This is a serious public health concern, given that mental illness can heighten the risk
of other diseases (Parks, Svendsen, Singer, Foti, & Mauer, 2006) and may negatively impact interpersonal
relationships.
Objectives: The goal of this study was to examine the ways in which a caregiver’s mental health status
impacts their child’s healthcare utilization and quality, as well as general health status. It was also of
interest to determine whether health disparities by race, ethnicity, and language exist within caregivers
with poor self-reported mental health.
Methods: The 2016 National Survey of Children’s Health was utilized for the current study. Caregivers
were categorized into excellent/very good and poor/fair self-reported mental health groups in order to
examine differences in their child’s health and healthcare experiences. Associations for caregivers rated in
the poor mental health group were further examined by race, ethnicity, and language.
Results: Children with caregivers who reported poor/fair health had a significantly higher odds of having
a child who experienced unmet healthcare needs and were rated in poor/fair general health compared to
caregivers in the excellent/very good mental health group. Caregivers in poor/fair mental health were also
more likely to report having trouble paying for care. In addition, a greater frequency of Hispanic
caregivers in poor/fair mental health reported unmet healthcare needs and not having a usual place for
preventive care compared to White individuals in poor/fair mental health.
Conclusions: Children who have caregivers with poor mental health are a hidden population that is in
need of improvements in healthcare. Integrated, patient-centered care is an important method for
improving care in adults suffering from mental illness, which would ultimately improve the lives of
children in these families as well.
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Chapter 1
INTRODUCTION

Healthcare Coverage and Utilization in the United States
The United States spends a vast amount of money on healthcare each year. According to
the Centers for Medicare & Medicaid Services, the U.S. spent over $3 trillion on health care in
2017. To put this into perspective, healthcare services account for almost 18% of the Gross
National Product of the United States (Centers for Medicare & Medicaid Services, 2018). Private
insurance is the most utilized form of healthcare coverage in the United States, followed by
Medicare, Medicaid, and finally out-of-pocket expenses. The federal government and households
spend the most on healthcare in the United States, and the amount spent has been increasing in
recent years (Centers for Medicare & Medicaid Services, 2018).
Although it is evident that the nation’s healthcare spending is significant, there are still
many individuals in our nation that are left uninsured. The following statistics were drawn from
the National Health Interview Survey (NHIS). The NHIS reports that the number of people in the
U.S. who are uninsured has decreased in both adults and children since 2016, and healthcare
coverage has increased (National Center for Health Statistics, 2016b), However in 2016,
approximately 12% of the adult population and 5% of children under the age of 18 were still left
uninsured. Adults are more likely to be uninsured than children, because there are more existing
government programs for children than adults, such as the Children’s Health Insurance Program
(National Center for Health Statistics, 2016b). Lack of healthcare coverage can lead to
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underutilization of necessary services. Almost 8% of children and adolescents reported having
no health care visits in the last 12 months, and 2.7% of children under the age of 18 experienced
a delay or lack of care because of cost (National Center for Health Statistics, 2016b). Although
the percentage of children without health insurance may seem relatively low, these individuals
still represent a significant portion of the nation’s population.

Social Determinants and Health and Healthcare
Social determinants of health have been shown to greatly affect health and healthcare
utilization of parents and their children. According to the World Health Organization, social
determinants of health include the structures and systems of a person’s life and environment that
affect that person’s health and well-being (WHO, 2017). There are several studies in the
literature that support the idea that these social determinants play a major role in an individual’s
health and well-being. Overall life expectancy and infant mortality are largely impacted by race,
socioeconomic status, and geographic location; poorer health outcomes have been consistently
observed in Black individuals, individuals with low SES, and those living in rural areas (Singh et
al., 2017). Race and socioeconomic status are often related, which can be attributed to
institutional racism in the United States (Williams & Sternthal, 2010).
Racial and Ethnic Health Disparities. Historically, it has been found that minority
populations in the United States experience poorer health when compared to White populations.
The disease burden for many chronic diseases is generally greater in minorities (Keppel, Pearcy,
& Heron, 2010; Kim et al., 2018; Singh et al., 2017), including heart disease, hypertension,
stroke, and Type 2 diabetes. For example, Black individuals have been found to have a
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significantly higher mortality rate than Whites, which can be associated with racism and negative
views on minorities (Carlisle, 2015; Williams, 1999). Moreover, Hispanic/Latino populations
experience higher mortality risk for a number of diseases, including diabetes, HIV, and injuries
from working conditions (Vega, Rodriguez, & Gruskin, 2009). Despite the view that Asians do
not face as many health issues as other races and that they are the “model minority”, a
longitudinal study found that Asian children who were born in Asia, but are now living in the US
were at a higher risk for poor physical health and internalizing negative feelings compared to
White children in the US (Huang, Calzada, Cheng, & Brotman, 2012). Similar findings have
been shown for minority youth; minority youth experience a greater burden of chronic disease
(Price, Khubchandani, McKinney, & Braun, 2013). It is difficult to argue that race and ethnicity
do not play a significant role in an individual’s health.
Inequities in Health Care Access. Part of the reason that minorities are found to be of
poorer health status than the White population in the United States may be attributed to both
quality and access to health care. A study using data from the National Survey of Children’s
Health found that (1) Black children and adolescents often lacked the medications that they
needed, (2) Hispanics reported that they did not have a personal healthcare provider, and (3)
Asians reported that they did not visit a healthcare provider in the last year (Lau, Lin, & Flores,
2012). Access to a doctor, physician assistant, or nurse is essential to maintain a healthy lifestyle,
but unfortunately, many people are left without being fully covered. Even within people who
have health insurance, racial disparities exist. Insured Blacks have been found to be less likely to
receive the flu vaccine or mental health services, and insured Spanish-speaking Hispanics have
also been found to lack a flu shot, mental, and physical health visits (Fiscella, Franks, Doescher,
& Saver, 2002). Findings from a national study using data spanning from 2006-2014 showed

4

that healthcare utilization and access may be worsening over time for Hispanics and Blacks.
Even after the Affordable Care Act went into effect, health service use did not change
significantly for Hispanics, and access actually worsened for Blacks (Manuel, 2018).
Perceived Care in Minorities. Aside from disease rates and access to healthcare, it is also
important to examine how an individual perceives their care. These perceptions may impact
adherence to medical treatment and utilization of healthcare. Data from the 2001 Health Care
Quality Survey found that Asians and Hispanics were less content and less likely to use available
healthcare services than Black or White individuals (Saha, Arbelaez, & Cooper, 2003). It has
also been suggested that racism and lack of trust in healthcare providers are associated with
Black patients feeling less satisfied with their care than white patients. Positive associations have
been found between perception of racism and perceived quality of care from a healthcare
provider (LaVeist, Nickerson, & Bowie, 2000). In general, minorities have been found to report
greater perceptions of discrimination in healthcare encounters than whites (Stepanikova & Oates,
2016).
Socioeconomic Status (SES). To continue, race and ethnicity tend to be associated with
SES in the U.S.; racial and ethnic minorities are overrepresented in lower-income groups
(Census 2010). Thus, it is wise to examine how socioeconomic status and income play a role in
healthcare quality. One physician’s review suggests that socioeconomic status plays a larger role
in healthcare than race and ethnicity, and that SES is positively correlated with health care use
(Fiscella, Franks, Gold, & Clancy, 2000). Braveman and colleagues (2010) show that SES is
related to child health in a stair-step manner, whereas decreasing levels of health were
consistently associated with each step down in SES. In addition, poorer Blacks often had more
negative outcomes than poorer Whites (Braveman, Cubbin, Egerter, Williams, & Pamuk, 2010).
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In fact, a child does not even have to be born before it faces the negative consequences of
poverty. It has been found that poor mothers often have worse prenatal care, face unexpected
pregnancies, and may smoke during pregnancy, posing serious risks to a fetus that will be carried
throughout its life (Fiscella & Williams, 2004).
Primary Language and Immigration Status. The number of immigrants in the United
States has been increasing over the years, with over 1 million new Lawful Permanent Residents
arriving in 2017, and an estimated 12 million illegal immigrants living in the U.S. in 2015 (U.S.
Department of Homeland Security, 2019). Speaking English as a second language can
presumably be very difficult and intimidating, and may impact one’s ability to seek out proper
healthcare services. In fact, the language barrier in Hispanic patients has been associated with
worse medication compliance and patient satisfaction (David & Rhee, 1998). Not only is it likely
harder to fully understand healthcare providers, but it is also possible that healthcare providers
may not be sensitive to a foreign-born individual’s culture. One study found that Hispanic and
Black immigrants reported perceptions of lower sensitivity to their culture from a provider, even
if the patient was a 3rd generation immigrant (Calvo & Hawkins, 2015).
In summary, these various social determinants of health need to be taken into account
when examining differences in an individual’s health status. It is likely that the greater the
number of factors that an individual has (e.g., being a poor, non-English-speaking minority) the
greater the risk to health, and potentially the greater likelihood that they have of reporting lower
rates of access to and utilization of healthcare.
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Mental Health Prevalence
Social determinants of health affect not only physical health, but mental health as well.
Thus, it is important to understand how mental illnesses impact our society as a whole before
determining the additive impact that social determinants have on an individual’s mental health.
Mental illnesses affect a significant portion of the United States population; approximately 18%
of adults reported having a mental illness in the past year (Walker & Druss, 2017). According to
DSM-IV, mental health issues vary greatly in severity and can be categorized into two different
categories: any mental illness and serious mental illness. Any mental illness can have mild to
severe effects, while serious mental illnesses have a major negative impact on one’s everyday
life (American Psychiatric Association, 2013). Moreover, mental health prevalence varies by
many social determinants, including race and ethnicity, and gender. A recent nationally
representative survey of U.S. adults demonstrated that Whites reported the highest rates of
lifetime prevalence of mental disorders, while Asians reported the lowest rates (Alvarez et al.,
2018). Whites also receive more treatment than minority groups (Substance Abuse and Mental
Health Services Administration, 2018). There is very little existing literature documenting
inequities in healthcare experiences for adults with a mental health disorder, which is what this
thesis aims to uncover.
Anxiety and Depression. A study using a nationally representative sample found that
anxiety and depression are the two most common mental health disorder, with a lifetime
prevalence of approximately 29% for any anxiety disorder, and approximately 17% for major
depressive disorders (Kessler et al., 2005). The National Institute of Mental Health defines
general anxiety disorder as an unusually large worry about everyday tasks that occurs more often
than not for at least 6 months. Common symptoms include feeling on edge, restless, and tiring
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easily (American Psychiatric Association, 2013). Current estimates suggest that over 30 percent
of adults in the United States face a form of an anxiety disorder at some point in their lifetime
(Harvard Medical School, 2017). Depression is another common mental illness in the United
States. Depression can be broken down into multiple subcategories, including persistent,
psychotic, and postpartum depression (American Psychiatric Association, 2013). Symptoms
include feeling sad, hopeless, lack of energy, and disrupted sleep. Side effects of depression can
also be physical, including headaches, cramps, digestive issues, and even suicide. This is not an
uncommon disease, with currently about 8 percent of the U.S. population experiencing
depression in a studied two-week period (National Center for Health Statistics, 2018).
Biological Underpinnings of Mental Illness. The etiology of mental illnesses of anxiety
and depression are often a result of an interaction between biological, environmental, and
personal factors. The limbic system in the brain contains structures that are responsible for
negative feelings, such as stress and fear. The amygdala plays a role in alarm and threat, while
the hippocampus regulates the hypothalamic-pituitary-adrenal (HPA) axis that regulates the fight
or flight mode in an individual in response to stress (Martin, Ressler, Binder, & Nemeroff, 2009).
The HPA axis is responsible for the release of a glucocorticoid called cortisol, and elevated
and/or abnormal levels of cortisol has been correlated with the diagnosis of depression (Plotsky,
Owens, & Nemeroff, 1998). In addition, increased excitatory neurotransmitters, such as
glutamate, and decreased inhibitory neurotransmitters, such as gamma-aminobutyric acid
(GABA), have been seen in those with anxiety disorders (Martin et al., 2009).
For anxiety specifically, higher levels of gray matter (Etkin, Prater, Schatzberg, Menon,
& Greicius, 2009) and a larger right amygdala (Makovac et al., 2016) have been associated with
the disorder. In addition, individuals with generalized anxiety disorder have been shown to have
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a smaller hippocampus (Abdallah et al., 2013). Biological markers have also been observed in
individuals living with depression, including activation of the prefrontal cortex during emotional
conflict (Etkin & Schatzberg, 2011). Moreover, both generalized anxiety disorder and depression
are associated with abnormalities in the amygdala and ventral cingulate (Maron & Nutt, 2017).
Environmental exposures and genetic predispositions are also associated with changes in
these brain structures and functioning, ultimately resulting in a mental illness (Martin et al.,
2009). For example, early adversity and stressful life events, such as childhood abuse, assault,
and divorce has been linked to malfunctioning in the stress response and genetic liability to
depression (Kaufman et al., 2004; Kendler & Karkowski-Shuman, 1997). In addition, both
anxiety and depression have been found to be heritable (Kendler, Karkowski, & Prescott, 1998),
such that disease risk increases approximately threefold if an individual has a first-degree
relative with depression (Sullivan, Neale, & Kendler, 2000). Genetic polymorphisms have also
been found to play a role in depression; the serotonin transporter 5-HTTLPR has been associated
with higher rates of depression (Caspi et al., 2003; Kendler, Kuhn, Vittum, Prescott, & Riley,
2005).

Mental Health and Parenting
Mental illnesses, such as anxiety and depression, can have a negative impact on
parenting, affecting both the parent and the child. The prevalence of any mental illness in the
United States is approximately 18%, and mental illnesses are more common in mothers than
fathers (Stambaugh et al., 2017). Many studies (Walker & Druss, 2017) have been conducted
analyzing the relationship between a mother with depression and her parenting style. One study
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interviewed mothers with a mental illness and a child under 5 years old. The findings from this
study demonstrated that the main concerns of mothers with mental illness included fear of losing
a child, social isolation, mental health stigma, and confusion when looking for resources
(Bassett, Lampe, Lloyd, 1999). Oyserman et al. (2000) highlighted common negative
characteristics that women with depression express. Studies have found that these mothers were
more likely to use ineffective parenting styles (Oyserman, Mowbray, Meares, & Firminger,
2000), were less likely to be able to pay attention to their children for extended periods of time
during observed play (Jameson, Gelfand, Kulcsar, & Teti, 1997), and were more likely to
express negative attitudes toward their children (Goodman, Adamson, Riniti, & Cole, 1994).
Just as mental illness can negatively impact an individual’s parenting style (Oyserman et
al., 2000), these effects can extend further to the child, behaviorally, mentally, and physically.
Children with mothers with depression have been found to have lower IQ scores, more problems
with attention, and a harder time with mathematical reasoning (Pawlby et al., 2001). In addition,
it has been suggested that these children may be more likely to develop behavioral and emotional
problems than children with parents without a mental illness (Smith, 2004). A 10-year review of
children with parents who have a mental illness revealed that these children were more likely to
have issues with attachment and general functioning. Even more, children or adolescents with a
mentally ill parent were associated with having an increased likelihood of developing a mental
illness themselves (Beardselee, Versage, & Giadstone, 1998). While most studies have examined
the mental and behavioral effects of mental illness, there is existing evidence that maternal
mental health can also affect a child physically. For example, a novel longitudinal study of
Mexican-American children found that children with mothers with more depressive symptoms
and less social support were correlated with higher BMI and rates of obesity (Tindula et al.,
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2019). These findings demonstrate the complex combination of physical and emotional effects
that parental mental health can have on a child.

Underutilization of Mental Health Services in Adults with a Mental Health Disorder
While nearly 1/5 of the United States population were affected by mental illnesses in the
past year (Walker & Druss, 2017), mental health services are largely underutilized for a variety
of reasons. One study analyzing the patterns of utilization of mental health services found that
the majority of individuals with a mental illness did not seek help from a professional or mental
health service (Howard, 1996). Males who are of a racial or ethnic minority disproportionally
underutilize mental health services (Centers for Disease Control and Prevention, 2015). Less
than half of males who report feelings of anxiety or depression tend to seek out care or
medication for those feelings. Of those males, Hispanic and Black men are less likely to use
these services than White males. These disparities between race and ethnicity are most apparent
within those who are uninsured (National Center for Health Statistics, 2016a). Of the Hispanic
population, Mexican-Americans are especially likely to underutilize mental health services. One
study found that only a quarter of Mexican-Americans had used a mental health service in the
past year, and immigrants utilized services at a rate that was less than half of Mexican
individuals born in the United States (Vega, Kolody, Aguilar-Gaxiola, & Catalano, 1999).
In addition, the Asian population has been found to largely underutilize mental health
services. A 10-year literature review on Asian Americans and Mental Health reported that less
than 9% of Asians utilized mental health services, compared to almost 18% of the total U.S.?
population (Kwok, 2013). This underutilization has been associated with various cultural beliefs,
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including shame and differences between western and eastern medical practices (Kwok, 2013).
Taken together, these statistics demonstrate that a mix of gender, race, ethnicity, and nativity
status all have an impact on the underutilization of mental health services. Although these trends
are largely based on the adult population, it is suspected that the same trends of underutilization
are found in children. In fact, findings from one study suggest that almost 80% of children age 617 didn’t receive mental health services when needed, and that rates were higher in Hispanic
children (Kataoka, Zhang, & Wells, 2002).

Mental Health Stigma
It is clear that mental illnesses affect a significant proportion of the population in the
United States. Unfortunately, there tends to be a negative stigma surrounding mental health,
which can ultimately worsen an individual’s condition. The stigma of mental health can be
defined as “the threats of diminished self-esteem and of public identification when labeled
‘mentally ill’” (Corrigan, 2004). People may avoid seeking mental health services when needed
in order to stay away from being labeled as mentally ill. This label has been associated with
many negative consequences, including the prevention of obtaining a solid job or home
(Corrigan, 2004). Having a mental illness may also affect physical health treatment. An article
by Druss et al. demonstrated that veterans with psychiatric disorders were less likely to receive
preventative medical services, such as cancer screenings and immunizations, than those who did
not have these disorders (Druss, Rosenheck, Desai, & Perlin, 2002).
In particular, a major negative stigma of mental health has been found to exist in the
Asian population. There is a large association of shame and lack of will power with mental
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illness, which can lead Asian individuals to avoid seeking mental health services (Kwok, 2013).
Rather than consult a health professional, these individuals may choose to turn to their family.
As a consequence, the Asian population tends to seek help later, when their mental illness has
already progressed. Family is extremely important in the Asian culture, so when there is a
negative stigma of mental health within a family’s values, an individual may be more likely to be
hesitant to seek help and hurt the family name (Kwok, 2013). This feeling of stigma extends to
the children of parents with a mental illness, and it is important that parents disclose their mental
illness in order to prevent children from developing future behavioral or psychological problems
(Ramchandani, 2003).

Summary
Clear evidence in the literature suggests that there are inequities in healthcare that stem
from race, ethnicity, language, and caregiver mental health status. These inequities exist and
persist throughout time and across cultures. Because of this, it is extremely important as health
care professionals to consider all aspects of a patient’s life when attempting to provide care.
Mental illness may place a major burden on those individuals who suffer from a disorder, which
may make it more difficult to care for their children. In order to determine whether
parents/caregivers had difficultly parenting or accessing healthcare for either themselves or their
child, a literature search was completed, using the terms “parent” “mental health” and “health
care” and “healthcare”. Results produced 202 articles from the last 10 years (since 2009), but
none of these articles concentrated on healthcare utilization, access, or experiences for children
with a caregiver with a mental health problem or disorder. Thus, the current study is novel in
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analyzing inequities in healthcare access, utilization and experiences for a child who has a
caregiver with poor/fair mental health. The results will add to the body of research pertaining to
this area of study.

Theoretical Framework that Guides this Study
The current study examines the negative effects that poor mental health of a caregiver
will potentially have on a child. To guide my hypotheses, the following framework (see Figure 1,
Halfon, Larson, Lu, Tullis, & Russ, 2014) was utilized. The model outlines various risks (e.g.,
poverty, lack of health services) and protections (e.g., parent education, health services) that may
impact children’s health and development. For the purposes of the current study, I hypothesize
that a caregiver’s poor mental health can be a risk factor that can impact children’s receipt of
health services, which can then lead to poor health outcomes in children. Although this
framework only considers infancy through preschool years, it is assumed that the different health
trajectory would continue to diverge and create greater disparities beyond preschool years and
through adolescence. In addition, the adversity that an adolescent experiences as a result of
having a caregiver with a mental health problem is expected to have existed since birth.
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Figure 1: Guiding Theoretical Framework: Impact of Positive and Negative Influences on a Child’s Health Trajectory
(Halfon et al., 2014)

The Current Study
Purpose. The purpose of this paper is to examine how a caregiver’s self-rated mental health is
related to their rating of their children’s health, as well as (1) children’s access to healthcare, (2)
children’s unmet healthcare needs and utilization of healthcare, and (3) perceptions of
compassionate care. While there is substantial evidence in the literature that mental health can
negatively affect parenting, there is currently not a large body of literature analyzing mental
health and perceived compassionate care. However, it is hypothesized that those suffering from
mental illnesses would follow the same trends of unmet health needs and perceived
compassionate care that are documented for other marginalized populations, such as minorities
and those individuals living in poverty. This paper involved a novel analysis of various ways that
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the children’s healthcare utilization is affected by having a caregiver who suffers from mental
illness.
Research Questions and Hypotheses
The 3 main objectives of this paper are to address the following research questions:
1. Is caregivers’ self-reported mental health status associated with:
a. reports that their child has a usual place to go for healthcare?
b. reports that their child has unmet healthcare needs?
c. their child’s general health status?
2. Is caregivers’ mental health status related to their level of perceived compassionate care
from a health care provider?
3. Do minority and Spanish-speaking caregivers with poor mental health report:
a. a greater level of unmet medical needs?
b. having a usual place to go for care?
c. lower levels of perceived compassionate care?
It was hypothesized that children with parents who report poorer mental health would be more
likely to report unmet healthcare needs, not having a usual place to go, and less compassionate
care. It was also hypothesized that parents in poorer mental health would rate their children as
having lower general health status than parents in excellent/very good mental health. Moreover,
when it comes to race and ethnicity, it was hypothesized that of those children with caregivers
who have poor mental health, those of minority status and those who speak Spanish as their
primary language would report lower compassionate care and would be more likely to have
lower access to healthcare, lower utilization of healthcare, and greater unmet health needs.
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Chapter 2
METHODS

Study Design
The 2016 National Survey of Children’s Health was utilized for this current study. The
survey asked parents or other adult respondents to fill out a questionnaire about the health of the
child (0-17) living in their household (Data Resource Center for Child & Adolescent Health,
n.d.). In order to collect data for this study, the NSCH randomly selected homes from every state
in the United States, including Washington D.C. These selected homes were sent a letter asking
them to fill out an online questionnaire to screen for eligibility of the survey. If the online survey
was not filled out after a reminder letter was sent, then a paper screener was mailed to the
household. After the screening, if the household reported having a child living in their house
ages 0-17, one child in the house was randomly selected to be the subject of the survey to be
filled out by the caregiver in the household, either sent in by mail or online (Data Resource
Center for Child & Adolescent Health).

Participants
For the purposes of this study, the age range of children represented in this sample was
restricted to 10- to 17-year-olds. In addition, only those caregivers that reported a relationship of
biological/adoptive parent, grandparent, or stepparent to the target child were included. Data
from a total of 22,667 caregivers and children were available for analysis. The average age was
45 (+ 0.04) years for caregivers and 14 (+ 0.14) years for children. Approximately 92% of
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caregivers were biological parents to the target child, and 70% of caregivers were female. More
than half (57.4%) of children in this study had two biological/adoptive parents that were
currently married. Regarding race and ethnicity, the majority of children (58.7%) were White;
14.5% were Black, 26.5% were Hispanic, and 0.3% was Asian. Just over 79% of caregivers were
born in the United States and 10% of participants spoke Spanish as their primary language. The
majority of participants reported an income above the poverty line; 21.4% reported incomes less
than 100% of the poverty line, 21.4% at 100-199% of the poverty line, 26.6% at 200-399% of
the poverty line, and 30.7% at 400-499% of the poverty line. Additional demographic
information can be found in Table 1.

Predictor Variables
First, parents in the study were broken down into three groups based on their mental
health status, as described below. Unmet health needs, usual place for care, and reported
compassionate care that they received from a health care provider were compared across these
three groups. Those caregivers that reported poor/fair mental health were then further broken
down by race, ethnicity, and primary language.
Parental Mental Health. Parental mental health was analyzed based off the following
question: “In general, how is your mental or emotional health?” (excellent=1, 2=very good,
3=good, 4=fair, and poor=5). These response options were reverse coded so that higher numbers
indicated better mental health. They were then broken down into 3 groups: 2=excellent/very
good, 1=good, and 0=fair/poor.
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Race/Ethnicity. To further analyze the relationship by race and ethnicity and unmet
medical needs, a race and ethnicity variable was created focusing on White, Black, Hispanic, and
Asian race/ethnicities specifically. In order to do this, two questions from the 2016 NSCH were
combined. The first question asked about the race of the child that is the subject of the survey,
and had 8 answer options: 1=White, 2=Black or African American, 3=American Indian,
4=Alaska Native, 5=Asian, 6=Native Hawaiian, 7=Pacific Islander, or 8=Other. The second
question asked if the child is of Hispanic, Latino, or Spanish Origin (1=yes and 2=no). For the
purposes of this study, and because of the small representation of some groups in the study, only
the following four variables were included in the race and ethnicity variable, and answer options
were recoded to 1=White, 2=Black or African American, 3=Hispanic, and 4=Asian.
Language. The following question was used to determine the child’s primary spoken
language: “What is the primary language spoken in the household?” (1=English, 2=Spanish,
3=other). This variable was then recoded to indicate households where Spanish was the primary
language spoken (1=Yes, 0=No).

Outcome Variables
Unmet Healthcare Needs. Unmet medical needs were determined by the following
question: “During the past 12 months, was there any time when (fill with SC_NAME) needed
health care but it was not received?” (1=yes, 2=no). If the respondent answered yes, they were
further asked to indicate what type of health service the patient did not receive, including
medical, dental, and mental health services. Respondents were then asked about reasons for
unmet health care. One question that was also included in analyses asked if “There were
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problems getting transportation or care?” (1=yes, 2=no). Response options were recoded as 0=no
and 1=yes.
Trouble Affording Care. The following question was used to determine if cost was an
issue when paying for healthcare: “During the past 12 months, did your family have problems
paying for any of (fill with SC_NAME)'s medical or health care bills?” (1=yes, 2=no). Response
options were recoded as 0=no and 1=yes.
Usual Place to Go. Two questions were utilized to determine whether a child has a usual
place to go for both preventative care and care when sick. The first was “Is there a place that (fill
with SC_NAME) USUALLY goes when he or she needs routine preventive care, such as a
physical examination or well-child check-up?” (1=yes, 2=no). The second was “Is there a place
that the child USUALLY goes when [he/she] is sick or you need advice about [his/her] health?”
(1=yes, 2=no). Both response options were recoded as 0=no and 1=yes.
Compassionate Care. In order to analyze compassionate care, a subscale of 6 variables
that represent compassionate and sensitive care were created. The first variable, spendtime,
asked, “[During the past 12 months / Since [his/her] birth], how often did [S.C.]’s doctors and
other health care providers spend enough time with [him/her]?” The second variable, listen,
asked “[During the past 12 months / Since [his/her] birth], how often did [S.C.]’s doctors and
other health care providers listen carefully to you?” The third, sensitivity, asked, “When [S.C.] is
seen by doctors or other health care providers, how often are they sensitive to your family’s
values and customs? The fourth variable, information, asked, “[During the past 12 months /
Since [his/her] birth], how often did you get the specific information you needed from [S.C.]’s
doctors and other health care providers?” The fifth variable, partner, asked, “[During the past 12
months / Since [his/her] birth], how often did [S.C.]’s doctors or other health care providers help
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you feel like a partner in [his/her] care?” Each of these questions had response options that were
nominal, with response options ranging from 1-4, with 1=Never, 2=Sometimes, 3=Usually, and
4=always. The response options for this variable were reverse coded in order higher numbers
reflect higher perceived compassionate care. To create the subscale variable, the mean of each of
the variables was calculated, and ranged from 0-3.
General Health Status of Child. Finally, to determine the overall health status of the
child that was the subject of the survey, the following question was used: In general, how would
you describe (fill with SC_NAME)'s health? (1=excellent, 2=very good, 3=good, 4=fair,
5=poor). These response options were reverse coded so that higher numbers indicate higher
general health status.
Additional Variables. In addition to the variables mentioned above, the following
variables were used for demographic information: age, sex of caregiver, sex of child, relation to
child, marital status, federal poverty ratio, and education of caregiver.

Statistical Analysis
All analyses were performed using SAS statistical software using survey commands and
weights to account for the complex nature of the data. Descriptive statistics were used to
understand the demographics of the current sample and how many participants answered each
question relevant to this study. Logistic regressions were used to examine association in
healthcare utilization and health outcomes by caregiver’s mental health status (Excellent/Very
Good, Good, and Fair/Poor) and further by race/ethnicity and language. ANOVAs were
conducted to test for mean differences in perceived compassionate care between groups.
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Chi-square tests were used to analyze the frequencies of unmet health needs by
race/ethnicity and primary language solely within those caregivers who reported fair/poor mental
health. Only those healthcare utilization variables that showed significant differences (or a trend
toward significant differences) between mental health groups were considered in further
analyses. variables included unmet health needs, unmet needs due to lack of transportation,
trouble paying for care, and lack of a usual place for preventative care. Significance was set at p
<.05.
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Chapter 3
RESULTS

Sample Descriptives
The majority of caregivers in this sample reported excellent or very good mental health
(78.1%), while 17.1% reported good mental health and 4.8% reported poor or fair mental health.
Likewise, 60.6% of children reportedly had excellent general health, while less than 2%
demonstrated fair or poor general health. In general, approximately 4% of caregivers reported
unmet health needs for their child. Of those with unmet healthcare needs, about 1/3 of
participants had unmet medical needs, while about 2/3 of the subjects had unmet dental needs.
Approximately 4% reported unmet mental health needs. Perceived compassionate care was
generally high, with an average rating of 2.5-2.7 out of 3 for each variable within the subscale.
Additional descriptive information can be found in Table 2 and Table 3.

Associations with Caregivers’ Mental Health Status, Healthcare Access and Utilization
As predicted, compared to children of caregivers with excellent/very good health,
children with caregivers who have fair/poor health had significantly higher odds of reporting
unmet health needs (OR=5.17 CI=3.17-8.42; p<.0001) and unmet health needs due to lack of
available transportation (OR=5.28 CI=1.29-21.57; p=0.016). Odds of being more likely to report
specific unmet medical, dental, and mental health needs were insignificant. In addition, children

23

with caregivers who have fair/poor health had significantly higher odds of reporting having
trouble paying for medical bills (OR=4.63 CI=3.04-7.04; p<.0001). Children with caregivers
who have poor/fair mental health were not significantly more likely to lack a usual place to go
for preventative care (OR = 1.36 CI=0.88-2.10; p=.06) or sick care (OR=0.82 CI=0.59-1.14;
p=0.23). However, lacking a usual place for preventative care was on a trend to have
significantly higher odds in the poor fair mental health group. See Table 4 for more information.

Associations with Caregivers’ Mental Health Status and Perceived Compassionate Care
As for differences in perceived compassionate care between different caregiver mental
health statuses, the findings were consistent with what was hypothesized. Those caregivers who
rated themselves to be in the poor/fair (mean=2.43, F=275.1 (2), p<.001) mental health also
reported significantly lower perceptions of compassionate care than caregivers who rated
themselves to be in good (mean=2.57) or excellent/very good (mean=2.73) mental health. See
Figure 2 for more information. Although these findings were significant, they were not included
in the analysis by race/ethnicity and primary language, because those analyses were only focused
on healthcare utilization needs. See Figure 1 for more information.

Racial/Ethnic Inequities for Caregivers in Poor/Fair Mental Health
A total of 912 caregivers were included in the analyses examining associations for
caregivers reported to be in poor/fair mental health. There were no Asian caregivers reported in
poor/fair mental health, thus, this group was not considered in additional analyses. As
hypothesized, Hispanic caregivers in poor/fair mental health reported significantly higher levels
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of unmet healthcare needs, lack of a usual place to go for preventative care, and unmet healthcare
needs that were due to lack of transportation or childcare, compared to Whites. Approximately
11% of Whites reported unmet health needs in the past year, compared to 15% of Hispanics
(OR=3.17 CI=1.17-8.64; p<0.01). Moreover, 23% of White individuals reported that their unmet
health needs were due to lack of transportation or childcare, compared to 63% of Hispanics
(OR=9.14 CI=1.49-56.18; p<.0001). Finally, 17% of Hispanics reported not having a usual place
to go for preventative care, compared to only 7% of Whites (OR=2.85 CI=1.08-7.53; p<0.01).
There were no significant differences between Whites and Hispanics in trouble paying for
healthcare. In addition, there were no significant differences between White and Black caregivers
in any of the four variables. See Figure 2 for more information.

Inequities for Caregivers in Poor/Fair Mental Health by Primary Language
Of the caregivers with poor/fair mental health, 21 spoke Spanish as their primary
language. While those who spoke Spanish as their primary language consistently reported higher
rates of unmet healthcare needs, there were few significant differences observed. The only
significant difference was in lack of a usual place for preventative care, with 30% of Spanish
speakers reporting that they did not have a usual place to go for preventive care, compared to
only 8% of English speakers (OR=4.69 CI=1.23-17.90; p= 0.02). See Figure 3 for more
information.
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Chapter 4
DISCUSSION

Major Findings
The overall findings from this study demonstrate that there were significant healthcare
inequities for children who have caregivers with poor self-reported mental health. Inequities
included not only poorer healthcare utilization, but also poorer general health status for children
with caregivers struggling from mental illness. Numerous studies have documented the serious
burden that mental illness can on human health, including chronic disease burden (Dickey,
Normand, Weiss, Drake, & Azeni, 2002; Lin, Zhang, Leung, & Clark, 2011; Sokal et al., 2004;
Walker & Druss, 2017) and mortality (Druss, Zhao, Von Esenwein, Morrato, & Marcus, 2011).
As demonstrated by a nationally representative, longitudinal study, individuals suffering from
mental illness died significantly earlier than the controls, with an average lifespan that was 8
years shorter in those without mental illness (Druss et al., 2011). Moreover, deaths from mental
illness have been found to be responsible for over 14% of deaths across the globe (Walker,
McGee, & Druss, 2015).
The common causes of death in those with a mental illness can be attributed to many of
the chronic and preventable diseases that the general Unites States population suffers from, but
those with mental illness have been found to have a higher risk for development of disease.
These diseases include heart disease, cancer, respiratory diseases, and infections (Keppel et al.,
2010; Kim et al., 2018; Parks et al., 2006; Singh et al., 2017). In addition, mental illness is also
associated with self-harm that leads to death. In fact, a Swedish study reported that hospital
patients diagnosed with bipolar disorder have been found to be more likely to die from suicide
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than those patients without the disease (Ösby, Brandt, Correia, Ekbom, & Sparén, 2001). Mental
illness not only takes a toll on an individual’s mental health, but also their physical health. This
demonstrates the importance of research providing information on how best to care from those
suffering from mental illness.
While many published studies focus on poor health outcomes in adults who have a
mental illness (Dickey et al., 2002; Sokal et al., 2004; Walker & Druss, 2017), it was
hypothesized that this burden would extend on to the child whose caregiver suffers from poor
mental health. The current study demonstrated that this hypothesis holds true. Caregivers with a
mental illness were over 5 times more likely to report that their child was in poor or fair health.
These findings are alarming and signify the importance of further research in this area. Of the
few studies that exist, much of the research in this area has focused on Norwegian samples of
adult caregivers of parents with a mental illness (Lauritzen, Reedtz, Rognmo, Nilsen, & Walstad,
2018; Lauritzen, Reedtz, Van Doesum, & Martinussen, 2014; Reedtz & Lauritzen, 2015), or
more broadly on the impacts of parents’ stress on children’s healthcare utilization (Raphael,
Zhang, Liu, & Giardino, 2010). It is additionally crucial to analyze the specific areas of a child’s
health that are most negatively impacted by having a caregiver with poor mental health.
It was also hypothesized that caregivers with poorer mental health status would be more
likely to report that their child had unmet healthcare needs. This hypothesis was supported;
caregivers in poor mental health were 5 times more likely to report that their child had unmet
health needs, compared to caregivers in excellent/very good health. In other words, healthcare
for their child was needed but not received. As stated earlier, adults suffering from mental illness
are more likely to develop many chronic diseases and negative health outcomes (Parks et al.,
2006). These co-morbid diseases can take a toll on a parent’s life, and may prevent them from
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being able to get their child the care that they need. But unmet health needs in a child cannot
solely be blamed on the caregiver. There are many additional possibilities for unmet needs.
People suffering from mental illness have been found to experience financial insecurity and lack
of insurance, both of which can lead to unmet physical and mental health needs (McAlpine &
Mechanic, 2000). These needs can extend on to the child, who is dependent of their
parent/caregiver for any sort of care.
While it was hypothesized that caregivers in poor/fair mental health would be less likely
to report that their child has a usual place to go for preventative care and sick care, the findings
were not significant. However, differences in having a usual place to go for preventative care
between excellent and poor mental health status groups were on a trend toward being significant.
This may be that while almost anyone can go to an emergency department for care when sick if
really necessary, it is more difficult to obtain a steady place for care. As mentioned in the
previous paragraph, people with a mental illness were found to be more likely to be uninsured
(McAlpine & Mechanic, 2000). Lack of insurance plays a major role in one’s ability to see a
primary care provider.
Similarly to what was hypothesized, perceived compassionate care was reported to be
lower in those with poorer mental health when compared to those with excellent, very good, or
good health. As a reminder, the compassionate care variable included perceptions of caregivers
feeling that they were listened to by their child’s doctor, or that they felt like a partner in their
child’s care. With the stigma surrounding mental health in today’s society, lower perception of
compassionate care was expected in those with poorer mental health. While there is not a large
body of literature specifically examining how patients with a mental health problem feel they are
being cared for in a doctor’s office, there is research that suggests that mental health stigma
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discourages patients from seeking care (Corrigan, Druss, & Perlick, 2014). Individuals with poor
mental health are a marginalized group in our society, so it was expected that this population
would report similar levels of compassionate care as other marginalized groups, such as
minorities. Racial and ethnic minorities have reported negative perception of care from their
healthcare provider, including discrimination, unfair treatment and judgment based on their race,
ethnicity, and/or language (Johnson, Saha, Arbelaez, Beach, & Cooper, 2004; Stepanikova &
Oates, 2016). The findings from this study show that the same trends were apparent for adults
with mental health problems; there was a positive relationship between mental health status and
perception of care. It would be wise to conduct more research analyzing the relationship between
mental health and perception of compassionate care in order to see whether the current study’s
findings would be replicated.
The racial, ethnic, and language differences were not as stark as expected. This is likely
due to the small subset of minority individuals within the poor/fair mental health subgroup in this
sample. However, there was a trend evident in the small sample; Whites almost always reported
the lowest percentages of unmet health needs and lack of place for care, then Blacks, then
Hispanics with the highest percentage of unmet needs. This is consistent with the literature,
where racial and ethnic differences are significant in many studies (Carlisle, 2015; Keppel et al.,
2010; Matsuoka, Breaux, & Ryujin, 1997; National Center for Health Statistics (US), 2016;
Vega et al., 1999; Wallace, DeVoe, Heintzman, & Fryer, 2008) regarding healthcare and health
in general. National data reports higher rates of obesity in Hispanic and Black individuals
compared to Whites and Asians. Black mothers also experience the highest levels of infant
mortality (National Center for Health Statistics (US), 2016). While Asian Americans tend to
report lower levels of disease, the population is often associated with less utilization of mental
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health services (Matsuoka et al., 1997). Language also plays a key role in health care utilization.
Individuals who speak Spanish as their primary language have been associated with less access
to regular healthcare and difficulty understanding their practitioners (Wallace et al., 2008). There
are clear health disparities for racial and ethnic minorities in our country. However, it was
extremely difficult to document these differences in the current study due to small sample size of
minorities within the poor mental health subgroup. This could contribute to the lack of
significant findings regarding race, ethnicity, and language in the current study.

Limitations
There were several limitations to this study that should be considered. Although the study
utilized a large sample drawn from a nationally representative survey, sample sizes of minority
populations became very small when only examining associations for the poor/fair mental health
subgroup. In addition, the design was cross-sectional, which limits my ability to conclude causal
relationships in significant findings. Other limitations of cross-sectional studies include selfreport bias, recall bias, and retrospective reporting. It is difficult for caregivers to remember
everything about their child’s health and everyday life, especially if the caregiver is a
grandparent who may not have primary responsibility for the child’s care. These limitations may
contribute to the lack of support for some hypotheses. Future studies on this subject area could
be improved by utilizing longitudinal studies that follow a young child with a parent suffering
from mental illness into adulthood. In that case, both short-term and long-term effects of health
care utilization and general health could be observed.
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Conclusions
While limitations should be taken into account, there were considerable strengths to this
study. The 2016 National Survey of Children’s Health is a nationally representative study that
includes extensive demographic information including all races, ethnicities, and socioeconomic
statuses. In addition, the sample collects comprehensive information about several aspects of a
child’s life, including healthcare utilization. This study utilized the large body of data to
understand how a caregiver’s mental health affects a child’s health in very unique ways. Taking
a child’s social determinants, background, and everyday life into play is crucial when analyzing
health overall. Not only did this study tackle the novel field of caregiver mental illness, child
healthcare utilization, and child health status, it also considered inequities by race, ethnicity, and
language. Unmet healthcare needs and perception of care can be detrimental to a child’s health,
so this is an important area of research to explore.
Despite the limitations of a cross-sectional study and small sample size for minority
subgroups, I conclude that the strengths of this study outweigh the weaknesses. While not all of
my hypotheses were proven to be significant, I did find that children with parents who reported
poorer mental health were more likely to report unmet healthcare needs, lower perception of
care, and a lower general health status for their child. A hidden population in need of more
attention has been recognized through these analyses, and further research on this subject,
including minority differences, is necessary.

31

Implications for Public Health and Clinical Practice
The findings from this study have revealed a significant population both in the United
States and globally that is in need of improved care. In order to improve the health of children
who have caregivers with poor self-rated mental health, mental health treatment needs to be
improved for the population as a whole. There are studies in the literature suggest that integrated
care is the best approach to improve mental health care and healthcare in general (Coventry et
al., 2015; Patel & Chatterji, 2015). According to the World Health Organization, integrated care
involves considering the needs of an individual or community as a whole, not just the disease,
when treating a patient. This type of care is known as patient-centered care, and involves
empowering individuals, coordinating care, and changing the model of healthcare as a whole
(WHO, 2019).
Integrating mental health services into other treatment plans is imperative, especially
because many mental illnesses are co-morbid with other chronic diseases (Patel et al., 2013). In
fact, poor mental health can worsen other diseases that an individual is also living with. Patel et
al. (2013) suggests that incorporating mental health services into primary care is necessary for
optimal care. Not only is a patient more understood as a whole when being treated by a singular
provider, but they can also avoid the stigma associated with seeing a mental health specialist
(Patel et al., 2013). As noted in the introduction, many people have unmet health needs due to
the stigma of being diagnosed with a mental illness. But when a patient’s normal healthcare
provider is acknowledging mental health in a primary care setting, that patient may feel more
inclined to seek out help for mental illness. More specifically, Rahman and colleagues discuss
the importance of integrative maternal health care, especially because poor maternal mental
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illness has been associated with poor health outcomes in infants, which can extend into
childhood (Rahman, Surkan, Cayetano, Rwagatare, & Dickson, 2013).
What is promising is that successful interventions of maternal mental health care into
maternal and child health programs have been documented (Rahman et al., 2013). For example,
the Perinatal Mental Health Project in South Africa implemented maternal mood disorders
screenings into prenatal visits. If mothers showed signs for mental health disorders, they were
referred to an on-site counselor or psychiatrist, if necessary. As a result, 90% of women who
came in for prenatal visits were screened for mental illness, and of those who showed need for
counseling, almost 50% accepted the counseling (Honikman, van Heyningen, Field, Baron, &
Tomlinson, 2012). This shows the success and ease of integrative care, and increasing mental
health utilization without having to independently seek out a specialist.
These studies provide evidence that integrative care not only works well for adults, but
also has a positive impact on the children of parent’s with mental illness. Integrative care would
take us one step closer to reducing mental illness and its negative health effects on children.
From a larger public health perspective, an understanding of sociodemographic factors that have
an impact on healthcare experiences and health outcomes of children with caregivers who have
mental health disorders is crucial. Very few published articles of this kind exist in the literature,
and my plan is to use the findings from this study to help improve and promote equitable
experiences and access to in healthcare.
Improving healthcare for marginalized populations requires addressing the racial and
ethnic health disparities within the subpopulation of caregivers with a mental health disorder, as
well as knowledge of race theory in regard to healthcare. Critical race theory suggests that racism
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is a social construct that is common our society (Hicken, Kravitz-Wirtz, Durkee, & Jackson,
2018). The fundamentals of critical race theory are as follows (Ford & Airhihenbuwa, 2010):
1.
2.
3.
4.

Race is a social construct.
Racialization, rather than race, is the fundamental source of racial health inequalities.
Racism is ordinary, not exceptional, and embedded in the social fabric of society.
Structural factors are the fundamental mechanism linking racial group membership to
health inequities.
5. Scholars must move beyond surface understandings of racial health inequities.
6. Multiple social identities may intersect to impact health inequities within and across
racial groups.
7. Knowledge is socially constructed.
8. Marginalized voices must be prioritized.
9. Scholars must be deeply aware of their own racial position.
10. Disciplinary norms may limit knowledge production about racial health inequities.
In order to improve inequities in healthcare, knowledge of the roots of cultural and
structural racism needs to be amplified in researchers, public health officials, and healthcare
providers (Ford & Airhihenbuwa, 2010; Hicken et al., 2018). The existing disparities in our
healthcare system need to be acknowledged and understood by public health officials before
effective change can occur. In addition to improving racial and ethnic health disparities, health
disparities for children of caregivers with poor mental health need to be improved. Circling back
to the Influences on a Child’s Health Trajectory theoretical framework mentioned in the
introduction, a caregiver’s poor mental health can be a risk factor that can impact children’s
receipt of health services, which can then lead to poor health outcomes in children (Halfon et al.,
2014). In order to increase a child’s access to protective influences such as health services,
support for parents with mental health problems and safety net programs for parents with unmet
needs are necessary. Integrative care is one method of increasing mental health utilization, but
when individuals do not regularly access a primary care practitioner, these programs are less
useful. Targeted programs for those individuals lacking regular care are essential, especially in
low-income, predominately minority communities. Creating local resources, such as free or low-
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cost mental health counseling and social workers, are positive influences on a parent with a
mental health disorder. When a parent is positively influenced, a child will then be exposed to
more positive influences and less negative influences, ultimately increasing the likelihood of a
healthy child. This study aims to motivate the implementation of a new subset of mental health
research, and improve the lives of children nationwide.
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TABLES
Table 1: Demographic Information (total sample, n=22667)

Demographic Variable

N

Age of Caregiver
Age of Child
Demographic Variable

22119
22667

Sex of Caregiver
Female
Sex of Child
Female
Relation to Child
Biological Parent
Step-Parent
Grandparent
Marital Status
Married
Not married, but living with partner
Never married
Divorced
Separated
Widowed
Child Race/Ethnicity
White
Black
Hispanic
Asian
Caregiver Nativity
Born outside U.S.
Poverty Level (FPL Ratio)
<100%
100-199%
200-399%
400-499%
Primary Language is Spanish
Yes
Highest Year of School Completed
Less than High School Degree
High School Diploma or GED
Some College
Vocational, Trade, Business School, or Associate Degree
Bachelor’s, Master’s, Doctorate, or Professional Degree

Mean

SE

45.2
0.14
13.5
0.04
Percent
(%)

95% CI for Mean
44.95
13.45
N

45.48
13.59
Weighted N

69.9

15067

19848763

48.8

11076

14248937

91.8
3.0
5.2

20817
575
843

26012469
838292
1479998

70.2
4.5
6.6
12.8
3.5
2.5

17142
679
745
2684
445
426

19875625
1265813
1878898
3614467
982232
710571

58.7
14.5
26.5
0.3

18424
1488
2710
45

17154573
4239658
7743288
76148

20.6

2010

5847814

21.4
21.4
26.6
30.7

2073
3390
6939
10265

6249286
6241662
7759582
8963136

10.0

678

3023538

13.7
16.8
14.7
16.1
38.7

736
2673
3395
3629
11511

3838521
4706817
4108410
4502095
10809712
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Table 2: Descriptive Information on Health and Healthcare Variables (total sample, n=22667)

Variable

Percent (%)

N

Weighted N

78.1
17.1
4.8

18076
3679
912

22829016
4993660
1390990

60.6
27.2
10.4
1.7
0.1

14833
5694
1740
285
39

17632871
7911155
3027286
500956
37713

3.9
96.1

636
21963

1131394
27963139

30.0
70.0

178
449

327039
773769

62.6
37.4

316
311

689638
411170

Yes
No
Unmet Health Needs due to lack of Transportation

28.6
71.4

213
414

314383
786425

Yes
No
Trouble Paying for Healthcare

13.7
86.3

65
470

135588
851187

17.3
82.7

2699
15668

3408055
16341668

91.4
8.6

21311
1229

26519718
2481832

79.2
20.8

19014
3583

23043251
6050443

Caregiver’s Mental Health
Excellent/Very Good
Good
Fair/Poor
Child’s Health Status
Excellent
Very Good
Good
Fair
Poor
Unmet Health Needs
Yes
No
Unmet Medical Needs
Yes
No
Unmet Dental Needs
Yes
No
Unmet Mental Health Needs

Yes
No
Usual place for preventative care
Yes
No
Usual place to go when sick
Yes
No
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Table 3: Perceived Compassionate Care Scale Descriptives

Variable
Spend enough time with child
How often listen carefully to you
How often show sensitivity to
values/customs
How often provide specific information
How often feel like a partner in care
Perception of compassionate care

N

Mean

SE

95% CI for Mean

19392
19342
19291

2.5
2.7
2.7

0.02
0.01
0.01

2.48
2.64
2.65

2.53
2.68
2.69

19289
19227
19444

2.7
2.7
2.7

0.01
0.01
0.01

2.66
2.65
2.62

2.71
2.70
2.66

Table 4: Logistic regressions predicting child healthcare utilization by caregiver’s self-reported mental health

Caregiver’s Mental Health Status
Variable

Unmet Health Needs
Unmet Medical Needs
Unmet Dental Needs
Unmet Mental Health
Needs
Unmet Health Needs due
to lack of Transportation

Excellent/Very
Poor/Fair
95% CI for mean
Good
UNMET HEALTHCARE NEEDS
1.0
5.17
3.17
8.42
1.0
1.45
0.53
3.98
1.0
1.05
0.43
2.58
1.0
2.29
0.84
6.21
1.0

5.28

P-value

<.0001
0.43
0.77
0.14

1.30

21.57

0.016

3.04

7.04

<.0001

COST-RELATED ISSUES
Trouble Paying for
Healthcare

1.0

4.63

USUAL PLACE TO GO FOR HEALTHCARE
Usual place for
preventative care
Usual place to go when
sick

1.0

1.36

0.88

2.10

0.06†

1.0

0.82

0.59

1.14

0.23

9.32

<.0001

CHILD’S GENERAL HEALTH STATUS
Poor/Fair General Health

Note: † = p<.10

1.0

5.57

3.33
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FIGURES

Perception of Compassionate Care

Mean Differences in Percieved Compassionate Care
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Figure 2: Mean differences in perception of compassionate care by caregiver’s mental health status

Note: Different letters (A, B, and C) indicate significant difference between groups.
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· Analyzed the 2016 National Survey of Children’s Health
Research Associate Cooper Hospital Emergency Department
· Identified eligible patients for research studies through EPIC health system
· Recruited and enrolled patients in the ED for various research projects
· Conducted research studies pertaining to Narcan distribution, asthma, PTSD,
alcohol withdrawal and smoking cessation
Research Assistant University of Pennsylvania Women’s Health Clinical Research Center
· Performed outreach and data collection for the NuMom2B study
· Assisted in heart health visits, including taking patient history and drawing blood
Undergraduate Research Assistant PRO Health Lab
· Researched risky drinking behaviors in college students
· Analyzed and recoded data sets
· Edited and summarized research articles
HEALTHCARE/VOLUNTEER EXPERIENCE
Volunteer Puentes de Salud
· Performed intake and vitals for Latino immigrant patients visiting Puentes de Salud
· Spoke almost entirely in Spanish with patients
Intern for Atlantis Project Fellowship Hospital General de Almansa
· Shadowed physicians of various specialties, including Gynecology,
Emergency Medicine, Internal Medicine, General Surgery, Urology, Dermatology,
Cardiology, and Gastroenterology
· Practiced English with Spanish faculty
LEADERSHIP EXPERIENCE/CAMPUS ENGAGEMENT
Program Assistant PSU Collegiate Recovery Community
· Organized events and trips for those in recovery from addiction
· Conducted outreach and research on addiction treatment
· Drafted weekly newsletters for alumni and friends of the recovery community
THON Chair PSU Club Field Hockey Team
· Organized events and fundraising activities for the Penn State Dance Marathon,
which raises money for pediatric cancer.
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