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Abstract
The UJA Covid-19 Jewish Impact Study constitutes a random sample of 4403 adults in Jewish households in the New York 
area. Collected between February and May 2021, the data include symptoms of depression and anxiety and the use of pro-
fessional help. Via respondents’ zip code tabulation areas (ZCTAs), these data are linked to contextual measures of mental 
health care access from two data sources: the SAMHSA Locator on specialty community treatment clinics, and the Zip 
Code Business Patterns database on solo and small group practices. Both treatment facilities and office practices are added 
to multilevel logistic regression models as density rates (per 10,000 people) and as binary indicators of presence. While 
we find no meaningful relationship between the general presence of mental health care services and help-seeking behavior, 
the ZCTA-level density of office practices is significantly associated with service utilization among the socially isolated, 
foreign-born and Hispanics or non-white respondents.
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Introduction

Local mental health treatment infrastructure likely affects an 
individual’s likelihood to seek help, but the extent to which 
the availability of professional mental health services affects 
treatment utilization is still unclear, especially during the 
Covid-19 pandemic, when individuals are increasingly men-
tally burdened but are also seeking and finding more help 
online.

Association between people’s access to mental health 
care providers, either measured through distance (Fortney 
et al., 1999) or the general presence within a certain neigh-
borhood or radius, and help-seeking behavior, is well docu-
mented. For instance, research dating back to the nineteenth 

century shows that there was an inverse relationship between 
distance to and use of mental hospitals (Jarvis, 1852). In the 
following years, this relationship was confirmed by other 
researchers, demonstrating that limited access to mental 
health care can impact people’s likelihood to seek help (S. 
Allard et al., 2003), to receive treatment, to experience suc-
cessful treatment (McCarthy et al., 2007) and in the most 
severe cases, it can affect suicide rates resulting from men-
tal health issues (Hung et al., 2020; Johnson & Brookover, 
2020). Other studies have demonstrated that patients with 
access to free transportation services do not experience 
the negative effect of distance to providers (Whetten et al., 
2006), pointing to the importance of local mental health care 
that is easy to reach.

In general, access to mental health services affects peo-
ple in poverty the most since the mental health care density 
tends to be lower in less affluent areas (Ellis et al., 2009; 
Hendryx, 2008; Sharma et al., 2017). As researchers have 
pointed out, “we might expect such programs to be located 
farther away from higher-poverty areas in order to attract 
fee-paying clients. […] Access to outpatient mental health 
service providers is almost twice as great in low-poverty 
areas as in high- or extremely high-poverty areas” […] 
(Allard, 2009, p. 68). In addition, research has demon-
strated that the “complexity of their physical and mental 
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health problems, low reimbursement for Medicaid-insured 
populations, or no reimbursement for uninsured individuals” 
could be factors influencing the lower density of treatment 
in less affluent areas (Cook et al., 2017).

There are several ways in which access to local mental 
health care might impact individuals’ mental health out-
comes and likelihood to seek help for symptoms of anxiety 
and depression (Allard et al., 2003). Individuals might not be 
willing to or able to commute to mental health care provid-
ers, especially if they have children, no access to transpor-
tation, inflexible job situations and other factors that might 
complicate such a commute. Furthermore, local outreach 
and information networks within communities are important 
factors that shape individuals’ likelihoods to seek and use 
help. In other words, limited mental health care infrastruc-
ture might mean less knowledge about where to find help 
and about mental health in general.

In trying to explain help-seeking behavior, most research 
has either focused on individual-level explanatory factors 
or taken a geographic perspective focusing on association at 
the neighborhood-, county- or state-level (Ellis et al., 2009; 
Goldsmith et al., 1997). Few studies (Cook et al., 2013; 
Cook et al., 2017; McCarthy et al., 2007) have integrated 
individual-level survey data with contextual mental health 
care information to understand how systematic barriers can 
influence individual behavior.

This study distinguishes itself by examining the relation-
ship between individual help-seeking behavior and contex-
tual access measured at a relatively low level of geography. 
Most importantly, given that the data were collected between 
February and May 2021, these recent data shed light on con-
textual effects of mental health care provider density during 
the Covid-19 pandemic, when strict measures such as lock-
down and stay-at-home orders negatively impacted mental 
health and help-seeking behaviors, and aggravated socio-
demographic disparities across different socio-economic 
groups. The Covid-19 pandemic is also a time when an 
increasing share of people rely on online psychological help, 
potentially rendering local access to mental health care less 
important or even obsolete. However, we hypothesize that 
the local mental health treatment infrastructure will still play 
a crucial role given that recent research has demonstrated 
older people and people in rural areas are significantly less 
likely to use telehealth services (most of which are mental 
health related) (Jaffe et al., 2020).

To our knowledge, this is also the first study that includes 
predictors for both.

(a) specialty community MH treatment clinics, and
(b) solo and small group mental health practices,

which serve different populations and purposes, and there-
fore should not be lumped together into one contextual 

measure of mental health care availability. In addition, we 
also offer a broader definition of mental health care availa-
bility: Instead of just relying on binary indicators of whether 
a ZCTA had any mental health care providers (Cummings 
et al., 2017) or just relying on standardized rates (Cook 
et al., 2017), we conduct separate analyses for these differ-
ent measures. In this study, a dichotomous predictor points 
to the role of the general presence of mental health care 
providers in a ZCTA, while population-standardized mental 
health care rates refer to the role of provider density.

To sum up, we address the following research question: 
How is local mental health care infrastructure, measured 
through care density and presence of treatment clinics and 
small health practices, associated with individual help-seek-
ing behavior?

Data and Methods

Data

To answer the research question, we merge three sets of data.

Covid‑19 Jewish Impact Study

First, individual data come from the 2021 UJA Covid-19 
Jewish Impact Study,1 which constitutes a random sample 
of roughly 4400 Jewish and non-Jewish adults living in 
Jewish households in the New York region (five counties 
in New York City, Westchester, Nassau and Suffolk). The 
survey asked respondents about their current mental health 
and whether they were seeking help to deal with mental 
health problems. Among the few studies on help-seeking, 
some have demonstrated that treatment hesitancy and nega-
tive attitudes toward professional mental health treatment 
are more prevalent in Jewish communities (Schlosser et al., 
2013). In general, the focus has been on the Orthodox Jew-
ish population (Loewenthal, 2006; Pirutinsky et al., 2009; 
Schnitzer et al., 2011). For instance, Loewenthal’s (2006) 
research in England points to cultural and religious barriers 
that negatively impact the search and use of mental health-
care services, such as Jewish values, high levels of stigma, 
and concerns about violating Jewish religious law.

Mental Health Care Infrastructure

As a second step, we combine data from Substance Abuse 
and Mental Health Services Administration (SAMHSA) 
Behavioral Health Treatment Services Locator and 2019 Zip 
Code Business Patterns database, which provide information 

1 https:// jewis hdata ny. ujafe dny. org/ metho dology.

https://jewishdatany.ujafedny.org/methodology


1574 Community Mental Health Journal (2022) 58:1572–1583

1 3

on the location of mental health service providers. The 
SAMHSA Locator provides a database of specialty mental 
health treatment facilities in the United States that is updated 
annually from facility responses to SAMHSA’s National 
Mental Health Services Survey (N-MHSS).2 Moreover, 
new facilities meeting the survey qualifications are added 
monthly and facility information such as name, address and 
services provided has been updated on a weekly basis.3 We 
downloaded the data from the SAMHSA Locator on June 
25, 2021, and for this study, we mainly use the location of 
each facility as it is geocoded to the zip code level. Using 
the Missouri Census Data Center 2010 crosswalk file,4 we 
aggregate the zip code level measures of mental health care 
resources into Zip code tabulation areas (ZCTAs), which 
are a preferable unit of analysis because they “are consider-
ably smaller than counties, allowing for the examination of 
how mental health treatment resources are distributed across 
more local areas” (Cummings et al., 2017).

Since data from the SAMHSA Locator do not include 
small-group and solo practices but mainly focus on mental 
health clinics, we also include the most recent data from the 
2019 Zip Code Business Patterns database, which is readily 
available at the zip-code level. These data include informa-
tion on office-based physician and non-physician specialist 
like psychologists and psychiatrists. Again, we aggregate 
these data to the ZCTA level. This approach, using both data 
sources, has been shown to sufficiently cover mental health 
care access (Cummings et al., 2017).

As explained above, we choose a dual approach to assess-
ing the effect of mental health care access on individual 
help-seeking behavior. In the first set of regression models, 
the main predictor is a dichotomous measure of whether 
there was at least one (a) mental health care facility and 
(b) at least one small-group or solo practice in a ZCTA. 
In the second set of models, we control for standardized 
provider density. These mental health care provider density 
rates are calculated using 2019 ACS 5-year-average popula-
tion estimates in each ZCTA as the denominator, multiplied 
by 10,000, indicating the number of (a) mental health care 
facilities and (b) small-group or solo practices per 10,000 
people in the neighborhood (Cook et al., 2017).

Dependent Variable

The UJA study contains information on symptoms of anxiety 
and depression rather than clinically diagnosed disorders, 

especially since it was not the primary objective of this 
study to monitor health-risk behaviors. The prevalence and 
severity of anxiety and depression symptoms are based on 
the Patient Health Questionnaire (PHQ-2) and Generalized 
Anxiety Disorder (GAD-2) questionnaires, which are short 
yet highly predictive measures of mental health (Hughes 
et al., 2018; Löwe et al., 2005). By focusing on four current 
symptoms (having little interest or pleasure in doing things; 
feeling down, depressed, or hopeless; feeling nervous, anx-
ious, or on edge; not being able to stop or control worrying), 
individuals are included that “qualify” as showing symp-
toms of mental health issues but might not be aware of those 
symptoms as a mental illness. The questions refer to the past 
week, using a 4-point Likert scale (0 = Nearly every day, 
1 = More than half the days, 2 = Several days, and 3 = Not at 
all). Reversing these scores, we calculate a total depression 
score using the first two symptoms and another total score 
for anxiety using the last two symptoms, respectively. Indi-
viduals scoring a total of 3 points or higher on either scale 
show symptoms of depression or anxiety.

Our main outcome variable, help-seeking, was assessed 
by asking “Have you sought professional help, or are you 
planning to seek professional help, for symptoms of depres-
sion or anxiety?”, with ‘yes’ and ‘no’ as response options. 
This dependent variable is included in the analysis in two 
ways (Table 1): the dataset contains information on help-
seeking behavior for any respondent with an indication of 
mental health problems (anxiety and/or depression), leav-
ing us with a sample size of 1360 responses (Sample 1). 
As a robustness check, we rerun the models relying only on 
those 765 respondents that “qualify” as having symptoms of 
depression and/or anxiety as described above and provide 
valid answers to the help seeking question (Sample 2). In 
other words, Sample 2 only includes respondents who had a 
combined anxiety or depression score that was higher than 
3 points. As we can see below, respondents in Sample 2 had 
slightly higher rates of seeking help.

Table 1  Help-seeking

Results are not weighted

Sample 1 Sample 2

N % N %

Did not or not 
planning to get 
help

729 53.6% 388 50.7%

Received help or 
planning to get 
help

631 46.4% 377 49.3%

Total 1360 100% 765 100%

2 See https:// www. samhsa. gov/ data/ data- we- colle ct/n- mhss- natio nal- 
mental- health- servi ces- survey. The most recent one was conducted in 
2019.
3 https:// findt reatm ent. samhsa. gov/.
4 https:// mcdc. misso uri. edu/ geogr aphy/ ZCTAs- 2010. html.

https://www.samhsa.gov/data/data-we-collect/n-mhss-national-mental-health-services-survey
https://www.samhsa.gov/data/data-we-collect/n-mhss-national-mental-health-services-survey
https://findtreatment.samhsa.gov/
https://mcdc.missouri.edu/geography/ZCTAs-2010.html
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Independent Variables

Main Explanatory Variables

As explained above, our main independent variable is the 
availability of mental health services in a local ZCTA, which 
is measured using two types of mental health care services:

(1) Specialty mental health treatment clinics, and
(2) Solo and small group practices of mental health special-

ists—including psychiatrists and therapists.

These two represent the “two systems of mental health 
care” (Cummings et al., 2017), and they are operationalized 
in two ways. The first one is service density, reflecting the 
number of total service providers per 10,000 people in the 
neighborhood. In the second approach, we use a dichoto-
mous measure of service presence instead.

As people are likely to search for health care beyond their 
residential neighborhoods, we also construct the service den-
sity and presence measures for their surrounding neighbor-
hoods. Here, we use a contiguity-based approach and define 
neighbors (i.e., neighboring ZCTAs) for a focal zip code 
tabulation area as those ZCTAs that share at least a vertex 
with the focal neighborhood (Lloyd, 2010). For the service 
density measure, we sum up the total service providers and 
total population in the surrounding neighborhoods first and, 
relying on the same approach used for the focal neighbor-
hood, calculate a standardized measure. For the service pres-
ence measure, the dichotomous variable indicates whether 
at least one service provider is present in the surrounding 
neighborhoods.

As Table 2 demonstrates, 66% of the survey respondents 
live in a neighborhood that has at least one specialty men-
tal health treatment facility and 75% of them have at least 
one solo or small group practice in their neighborhood. On 
average, there are only 0.28 treatment facilities per 10,000 

residents, while the rate for private practices is much higher 
at 3.11. Most respondents can also access treatment facilities 
(93%) or private services (90%) in their surrounding ZCTAs. 
The prevalence of treatment facilities in these surrounding 
neighborhoods (0.30 per 10,000 residents) is as high as it 
is in their residential neighborhood, though in the case of 
private practices, the rate is much lower (1.66 per 10,000 
residents).

Other Socio‑demographic Controls

The analysis also includes socio-demographic control vari-
ables that might influence the likelihood of an individual to 
seek help when struggling with a mental health problem.5

When studying help-seeking behavior, controlling for the 
severity of anxiety or depression is an important prerequisite 
since people with stronger symptoms are more likely to seek 
help (Magaard et al., 2017; Rickwood & Braithwaite, 1994; 
Sherwood et al., 2007). In this paper, we add up individual 
depression and anxiety scores, with a higher value indicating 
more severe symptoms of anxiety or depression.

We also control for an urban/sub-urban divide in our 
study design. Research has shown that people living in less 
urban environments are more reluctant to seek care due to 
more stigmatized attitudes (Hoyt et al., 1997) and lack of 
access (Ellis et al., 2009).

Much research has focused on how gender influences 
people’s propensity to seek professional help for mental 
health problems. Overall, studies seem to agree that women 
are more likely to seek help when compared to their male 
counterparts (Biddle et al., 2004; Eisenberg et al., 2009; 

Table 2  Mental health services 
in the New York 8-county area 
(N = 1360)

Neighboring ZCTAs (or surrounding neighborhoods) are queen-case, contiguous ZCTAs. Results are not 
weighted

Variable Mean Std. Dev Min Max

Service presence
 MH facilities present in ZCTA 0.661 0.474 0 1
 MH facilities present in neighboring ZCTAs 0.926 0.262 0 1
 Private services available in ZCTA 0.745 0.436 0 1
 Private services present in neighboring ZCTAs 0.896 0.305 0 1

Service density
 N of MH facilities per 10,000 in ZCTA 0.276 0.338 0 2.398
 N of private services per 10,000 in ZCTA 3.112 4.167 0 19.488
 N of MH facilities per 10,000 in neighboring ZCTAs 0.299 0.190 0 1.511
 N of private services per 10,000 in neighboring ZCTAs 1.658 2.171 0 10.162

5 It should be noted that we wanted to account for whether respond-
ents had access to insurance; most study respondents were covered by 
insurance, which is why this variable is not included. We also exclude 
denomination as it is not significantly associated with the outcome 
variable.
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Goldsmith et al., 1997; Oliver et al., 2005), often pointing 
to a large number of barriers that prevent men from seek-
ing and accessing the help they need (Doherty & Kartal-
ova-O’Doherty, 2010). Studies have also documented the 
relationship between age and usage of professional mental 
health services. In an analysis of 17 different datasets, about 
half of the datasets showed a significant association between 
the likelihood to seek help and age (Magaard et al., 2017; 
Tijhuis et al., 1990), even though the relationship pointed in 
different directions. Some studies show that younger peo-
ple are more likely to seek help for mental problems (Mac-
kenzie et al., 2008), while other studies show that middle-
aged or older respondents are seeking help at higher rates 
(Biddle et al., 2004; Oliver et al., 2005) and it is the young 
who are most reluctant and hard-to-reach when it comes to 
mental health issues (Aguirre Velasco et al., 2020). Race 
has also been found to affect the individual propensity to 
find help. Several studies have shown that, in comparison to 
white respondents, non-whites were less likely to seek help 
when facing mental health challenges. In particular, black 
(Snowden, 1998; Taylor & Kuo, 2019; Woodward, 2011) 
and Asian individuals (Kim & Zane, 2016; Masuda et al., 
2009) have been shown to seek needed help at much lower 
rates than their white counterparts. These findings have also 
been closely linked to nativity; in general, immigrants to 
the U.S. have been shown to access help at lower rates than 
native born Americans (Abe-Kim et al., 2007; Na et al., 
2016; Shin, 2002).

Socio-economic status, which we control for as educa-
tion and poverty in this paper, has been shown to be another 
important factor in influencing the use of mental health 
related services. After controlling for other socio-demo-
graphic and situational factors, individuals with higher levels 
of education were more likely to seek help, especially in the 
U.S. and Canada (Magaard et al., 2017; Tijhuis et al., 1990). 
Poverty is another factor influencing mental health care 
access (Ellis et al., 2009). Studies have even demonstrated 
that the poverty effect can be so strong that it “explains 
away” any observed differences in race and ethnicity when 
it comes to help-seeking and might be the actual underlying 
reason for differential help-seeking behavior (Chow et al., 
2003).

Finally, we control for social connection, measured by 
including marital status and social network size. While we 
do not find any direct evidence in the literature suggesting 
that marital status influences the use of mental health ser-
vices, social support and family ties have been shown to 
promote better health behaviors (Umberson, 1987). In addi-
tion, being embedded in bigger social circles has been shown 
to affect help-seeking behavior (Horwitz, 1978; Kawachi & 
Berkman, 2001).

Statistical Analysis

a. Descriptive statistics are computed to describe the out-
come variable and the independent variables.

b. Next, two sets of multilevel logistic regression models6 
are constructed to estimate the association between seek-
ing professional mental help and access to care (meas-
ured through service density and presence), controlling 
for age, race/ethnicity, gender, nativity, education and 
poverty status, and social connections. In the first set 
of models, the dichotomized dependent variable is the 
willingness to seek help for mental health when facing 
symptoms of depression and anxiety for any respondent 
who indicated at any point having little interest or pleas-
ure in doing things, feeling down, depressed, or hope-
less, feeling nervous, anxious, or on edge, or not being 
able to stop or control worrying. In the second set of 
models, the analysis is redone relying only on respond-
ents that qualified as having a symptom of anxiety or 
depression based on the PHQ-2 or GAD-2 guidelines.

Results of the multivariate logistic regression models are 
expressed as adjusted odds ratio (OR) with a 95% confidence 
interval (CI); p-values < 0.05 are considered statistically 
significant, though we identify results significant at 0.1 level.

Finally, to control for the spatial spillover effect from 
neighboring ZCTAs, we include the service density and 
presence measures in the surrounding neighborhoods of a 
focal zip code tabulation area.

Results

As we can see from Map 1 and 2 below, treatment facilities 
and private practices offering professional mental health care 
are not equally distributed across the New York area under 
study. In general, specialty mental health treatment facilities 
(Map 1) are more equally distributed when compared to solo 
and small group practices of mental health specialists (Map 
2). Still, standardized rates of treatment facilities are higher 
in the city, when compared to more suburban areas. In Map 
2, we see that small practice density rates are among the 
highest in Manhattan.

Descriptive Statistics

Unweighted descriptive statistics are used to explore 
sample characteristics including all variables used in 

6 To accommodate the hierarchical structure of the survey data as 
well as its sampling design, we use the “melogit” command in Stata 
(16.1) to fit these models.
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the models below. As pointed out before, 46 percent of 
respondents with symptoms of anxiety or depression had 
sought help or were planning to seek help. For this sample, 
the total anxiety/depression score ranges from 3 to 12, 
with the average being 5.3. While age is evenly distributed, 
the sample skews slightly female (63 percent). Roughly 90 
percent of respondents are non-Hispanic white, and the 

remaining 10 percent are Hispanic, non-Hispanic Asian, 
non-Hispanic black, or other. 18 percent of the sample 
indicated they were foreign-born. In terms of socio-eco-
nomic status, 11 percent of respondents are poor and there 
is a relatively high share with at least a bachelor’s degree 
(83 percent). Most respondents had at least three friends, 
and 45 percent were married (Table 3).

Map 1  Treatment facility density in 8-County New York Area

Map 2  Private practice density in 8-County New York Area
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Multilevel Logistic Regression Model Results

Finally, we run multivariate logistic regression models to 
estimate the link between help seeking and access to care, 
while controlling for a host of socio-demographic and situa-
tion variables hypothesized to influence help-seeking. Odds 
ratios (OR) and significance are checked for model-build-
ing. While there is no general agreement on how to measure 
model fit, the McKelvey & Zavoina Pseudo R-squared is 
found to be the most appropriate in evaluating the goodness 
of fit of the multivariate logistic models (Langer, 2017). We 
have tried to find the most straight-forward model which 
could explain as much variance as possible and kept theo-
retically important independent variables at significance 
level below 0.05.

For each model, respondents living in ZCTAs with a 
higher provider density would be expected to be more 
likely to access services, all things being equal. To test 
this hypothesis, we construct four different models. Model 

1 only includes individual-level controls (total anxiety and 
depression score, gender, age, education, race/ethnicity, 
nativity, poverty, marital status, urban/rural status, and 
social connectedness). Combining an individual’s prob-
ability of seeking help with their nativity, race/ethnicity 
and level of social connectedness, creates an interaction 
term that is included in Models 2–4 to discern whether 
access differentially impacts service utilization for these 
three groups. Model 2 includes interaction effects for for-
eign-born respondents, Model 3 focuses on Hispanic or 
non-white respondents, and Model 4 interacts social ties 
(number of friends, family and neighbors to rely on) with 
access.

Prior to the discussion of the different model outcomes, 
we discuss the different decisions that are made with regards 
to model design:

(a) We run two different model versions relying on 1360 
responses (Sample 1) and 765 respondents (Sample 2) 
depending on whether they “qualify” as having symp-
toms of depression and/or anxiety based on PHQ-2 
and GAD-2 standards. Since results based on Sample 
2 are not statistically significant, we only report the 
major findings for Sample 1. After deleting 42 cases 
with missing values on the independent variables, we 
include 1318 cases in the final analysis.

(b) We control for spatial spillover effects and do not find 
these to be significant. These controls are therefore not 
included in the findings below.

(c) As discussed above, we propose both running mod-
els using a dichotomous measure of service presence, 
and an alternative model controlling for service den-
sity, reflecting the number of total service providers 
per 10,000 people in the neighborhood. All models 
below do not show a significant relationship for service 
presence and therefore, these results are not included. 
Instead, Models 2–4 rely on service density as the main 
predictor. We conclude that density is a better meas-
ure as it offers more variability, especially in a context 
where most respondents live in areas that have access 
to a mental health care provider. Density is also more 
sensitive to the level of access a respondent has in their 
neighborhood.

(d) Finally, we conduct separate analyses for the two kinds 
of mental health service providers: specialty mental 
health treatment facilities, and solo and small group 
practices of mental health specialists (psychiatrists, 
therapists, etc.). The models below only include find-
ings for small private practices, since mental health 
treatment clinics do not show a significant relationship 
to the outcome for both density and presence measures. 
This could be partially explained by the fact that people 

Table 3  Descriptive Statistics for Selected Variables

Results not weighted

Variables N Mean/% Min Max

Seeking help for mental health 1360 46.4% 0 1
Total anxiety/depression score 1345 5.331

(SD: 2.53)
3 12

Urban 1360 81.2% 0 1
Gender
 Female 1360 62.9% 0 1

Age
 18–34 1360 18.8% 0 1
 35–49 1360 20.4% 0 1
 50–64 1360 23.2% 0 1
 65–74 1360 22.1% 0 1
 75+ 1360 15.4% 0 1

Race/Ethnicity
 Hispanic or non-white 1360 10.1% 0 1

Education
 Less than college 1360 16.9% 0 1
 Bachelor’s degree 1360 36.8% 0 1
 Graduate/Professional degree 1360 46.3% 0 1

Nativity
 Foreign born 1347 18.4% 0 1

Poverty
 Poor 1360 10.9% 0 1

Social connections
 0–2 social ties 1348 17.2% 0 1
 3–4 social ties 1348 33.5% 0 1
 5–9 social ties 1348 27.9% 0 1
 10+ social ties 1348 21.4% 0 1
 Married 1355 44.9% 0 1
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are more likely to seek private services for their mental 
health issues.7

The first model (Table 4) shows the relationship between 
help seeking and a range of sociodemographic controls. Not 
surprisingly, the overall level of mental problems measured 
by a total anxiety/depression score is highly predictive of 
help seeking; people who struggle more with their psycho-
logical health search for help at higher levels when com-
pared to people who struggle less. Neither age nor gender 
show significant relationships with the outcome. The same 

holds true for poverty and urban/suburban status. Consist-
ent with prior studies, our findings show that foreign-born 
respondents were significantly less likely than whites to seek 
help. While bivariate disparities in service utilization also 
exist for non-Hispanic whites and their diverse counterparts, 
those differences seem to be “explained away” by the other 
socio-demographic controls. In line with past research, mar-
ried respondents were less likely to seek help when com-
pared to single, divorced, separated, or widowed adults. 
Finally, we account for social network size (measured by 
the number of relatives, friends, or neighbors respondents 
can call on for help) and find this to be an important factor in 
shaping help seeking behavior: relative to the isolated (those 
with no or few social ties), respondents with bigger social 
circles are more likely to seek mental health help. Most 
of these individual-level relationships hold across Models 

Table 4  Multilevel Logit Models for Help Seeking Behavior and Neighborhood Private Services

Robust standard errors (exponentiated) in parentheses
**p < 0.01, *p < 0.05, +p < 0.1, two-tailed test

Variables Model 1 Model 2 Model 3 Model 4

Total anxiety/depression score 1.182** (0.067) 1.193** (0.069) 1.193** (0.066) 1.186** (0.068)
Female 1.424 (0.374) 1.438 (0.379) 1.382 (0.361) 1.363 (0.354)
Respondent’s age (ref: 18–34)
35–49 1.322 (0.479) 1.334 (0.481) 1.417 (0.517) 1.327 (0.490)
50–64 0.454+ (0.199) 0.454+ (0.200) 0.451+ (0.194) 0.450+ (0.195)
65–74 0.551 (0.224) 0.576 (0.232) 0.556 (0.223) 0.514 (0.211)
75+ 0.848 (0.420) 0.860 (0.428) 0.859 (0.420) 0.829 (0.407)
Educational attainment (ref: Less than college)
Bachelor’s degree 1.114 (0.442) 1.150 (0.467) 1.145 (0.454) 1.110 (0.437)
Graduate/Professional degree 1.970 (0.818) 2.028+ (0.857) 2.002+ (0.839) 1.960 (0.812)
Hispanic or non-white 0.909 (0.504) 0.865 (0.478) 0.550 (0.342) 0.876 (0.497)
Foreign born 0.251** (0.100) 0.148** (0.067) 0.225** (0.089) 0.250** (0.102)
Poor 1.534 (0.850) 1.638 (0.932) 1.419 (0.803) 1.479 (0.818)
Married 0.484* (0.152) 0.483* (0.152) 0.497* (0.156) 0.473* (0.147)
Urban 1.700 (0.599) 1.773 (0.636) 1.787 (0.638) 1.656 (0.583)
Social network size (ref: 0–2 social ties)
3–4 social ties 2.182+ (0.916) 2.191+ (0.919) 2.255+ (0.940) 3.960** (1.997)
5–9 social ties 2.016* (0.707) 2.083* (0.735) 2.057* (0.720) 3.456** (1.443)
10+ social ties 2.044+ (0.793) 2.110+ (0.821) 2.138* (0.826) 3.565** (1.706)
Private service density 0.994 (0.043) 0.994 (0.044) 1.180* (0.080)
Foreign born * Private service density 1.200* (0.101)
Hispanic or non-white * Private service density 1.266** (0.099)
3–4 social ties * Private service density 0.826+ (0.086)
5–9 social ties * Private service density 0.838** (0.054)
10 + social ties * Private service density 0.834** (0.056)
Constant 0.146** (0.107) 0.131** (0.099) 0.133** (0.097) 0.095** (0.069)
Variance (Constant) 16.470** (10.217) 17.773** (11.335) 17.204** (10.604) 14.523** (8.586)
McKelvey & Zavoina Pseudo  R2 0.207 0.216 0.218 0.210
Observations 1318 1318 1318 1318
Number of ZCTAs 227 227 227 227

7 94% of respondents who sought or are planning to seek help in the 
UJA survey report private services as the most common option they 
would like to take.
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1–4, irrespective of whether access to mental health service 
is included in the analysis. The McKelvey & Zavoina  R2 
value of 0.207 shows that roughly 21% of the variance in 
professional help seeking for a mental health problem was 
explained by this model.

Controlling for all socio-demographic factors included 
in Model 1, the second model  (R2 = 0.216) considers the 
relationship between mental health care utilization and den-
sity of mental health service providers including interaction 
effects for foreign-born respondents. While the ZCTA-level 
number of private services per 10,000 residents overall is 
not significant for native-born adults, an increase in service 
density by one unit of measure increases the odds of seeking 
help by a factor of 1.2 among the foreign-born.

Similar to Model 2, higher mental health care density is 
a strong predictor of help seeking for Hispanic or non-white 
respondents in Model 3 (OR 1.266, p < 0.01). In contrast to 
non-Hispanic whites, Hispanics or non-whites were more 
likely to seek help as the number of small and solo mental 
health care practices increased in each neighborhood.

Model 4 shows that, for the isolated, service density is 
also a significant predictor of professional help-seeking. As 
a reminder, we measured the size of social networks by ask-
ing respondents to provide the number of family members, 
friends and neighbors they could rely on in times of need. 
Taking service density out of the equation, bigger social 
networks are associated with more help-seeking. Including 
an interaction effect for density and social ties, however, 
shows that the isolated benefit the most from a larger number 
of private services per 10,000 in ZCTA: as density increases, 
those with 3–4, 5–9 and more than 10 social ties are less 
likely (OR 0.8) to seek help, compared to those with just few 
social ties (0–2 social ties).

Figures 1, 2 and 3 show the predicted probabilities of 
seeking help by service density in each ZCTA. Controlling 
for overall mental health status and socio-demographic vari-
ables, Fig. 1 depicts a strong density effect for foreign-born 
adults. Foreign-born respondents in ZCTAs with no small 
or solo practices had a likelihood of around 20 percent to 
utilize professional help, compared to roughly 80 percent 
among those foreign-born respondents with 20 practices in 
their neighborhood. A similar pattern can be observed for 
Hispanic or non-white respondents (Fig. 2), where we see 
an almost logarithmic relationship. The benefit of increased 
service density is particularly strong in neighborhoods with 
lower levels of density. Only a third of respondents with 0–2 
close social ties in areas with no small or solo practices were 

Fig. 1  Predicted probabilities of seeking help by mental health care 
density, among native-born and foreign-born population (based on 
postestimation results of Model 2)

Fig. 2  Predicted probabilities of seeking help by mental health care 
density, among non-Hispanic whites and Hispanics or non-whites 
(based on postestimation results of Model 3)

Fig. 3  Predicted probabilities of seeking help by mental health care 
density, for different levels of social connection (based on postestima-
tion results of Model 4)
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likely to seek help, versus almost three quarters of respond-
ents in areas with very high practice density (Fig. 3).

Discussion

Our findings demonstrate that almost half of respondents do 
not seek professional help when experiencing psychological 
distress. The main goal of this paper is understanding how 
access to help predicts help seeking for self-reported mental 
health problems. This cross-sectional analysis of help seek-
ing behavior through a services access perspective reveals 
findings that are relevant for policy makers and planners, 
professional therapists, and counselors. We show that for 
some of the most vulnerable groups in society, place mat-
ters with regards to mental health care service utilization 
and help seeking is not only impacted by individual-level 
factors such as the severity of mental health problem and 
socio-demographic characteristics, but also by the contextual 
environment.

Higher service provider density overall, whether in the 
residential neighborhood or surrounding neighborhoods, 
is not associated with overall help-seeking behavior, all 
things being equal. Instead, our findings demonstrate that 
the neighborhood-level density of solo and small group prac-
tices of mental health specialists is an important determinant 
of service utilization among those with few or no social ties, 
the foreign-born and Hispanics or non-white respondents. 
The multilevel analyses (Models 2–4) suggest that when 
accounting for individual characteristics introduced in 
Model 1, isolated, foreign-born, and Hispanic/non-white 
respondents with more access to private practices were more 
likely to utilize mental health services when compared to 
respondents living in areas with low service density. This 
relationship is particularly striking for the foreign-born, who 
are significantly less likely to utilize mental health care ser-
vices overall but respond positively to higher levels of and 
therefore easier access to mental health care practices when 
compared to their native-born counterparts.

As pointed out before, the Covid-19 pandemic led an 
increasing share of people to rely on online mental help. 
Our findings, especially as they pertain to the isolated, for-
eign-born, and Hispanic/non-white respondents, show the 
important role physical and local access to mental health 
care still plays. Further research is needed to discern whether 
local access overall does not play a role for other population 
groups due to the increased reliance on telehealth.

While we controlled for both mental health care density 
and the presence of treatment clinics and small health prac-
tices, we only found density to be significantly related to the 
outcome. We argue that a dichotomous measure of presence 
is not sufficient, given that this analysis was conducted at 
the ZCTA-level. In New York City, the largest ZCTAs are 

inhabited by more than 100,000 people; in such an instance, 
a binary measure of mere presence does not suffice. Den-
sity measures are sensitive to population size and therefore 
preferable.

In addition, several socio-demographic factors were 
included in all models to capture individual-level character-
istics that could impact service utilization. We include age, 
race/ethnicity, gender, nativity, education, poverty status, 
and social ties. Unsurprisingly, overall mental health status 
strongly impacts the likelihood of seeking help. Further-
more, nativity, marital status, and social network size are 
predictive of help seeking. To improve access to care for 
people with symptoms of anxiety or depression, policy mak-
ers and health clinicians need to continue to focus efforts on 
individual-level factors associated with help seeking.

This study has several limitations. First and foremost, our 
analysis takes place at the ZCTA-level due to limited infor-
mation on respondents’ address. Most scholars, who study 
contextual effects, recognize that the use of administratively 
drawn boundaries, such as ZCTAs, is limited but use these 
boundaries out of necessity. Future research could examine 
the role of care access in shaping help seeking using more 
individualized measures of context. While non-overlapping 
territorial boundaries are usually administratively defined, 
overlapping egocentric neighborhoods could be used to 
depict the individual’s living environment more realistically.

Second, due to the cross-sectional study design, we can-
not assume this relationship is causal; instead, this study 
provides evidence that an increase in mental health care den-
sity is associated with increased help seeking for the groups 
discussed above. Further experimental or quasi-experimental 
research is needed to confirm this finding.

Finally, the data from the UJA Covid-19 Impact Study 
mainly focus on adults in Jewish households in the New 
York 8-county area, including both Jewish and non-Jewish 
respondents. We still believe that the findings from this study 
provide important contributions to the debate around access 
to mental health care during the pandemic. The Jewish popu-
lation covered in this study is highly diverse in terms of 
gender identity and sexual orientation, place of birth, race 
and ethnicity, socio-economic background and the level of 
commitment and identification with Judaism, and therefore 
offers an interesting study “object”. In addition, the 2011 
UJA demographic study8 shows that the population in NY 
Jewish households is large (roughly 1.54 million residents) 
and constitutes a large share of the general population: 16 
percent of all households in the eight-county New York 
area are Jewish. Given the size, share, and diversity of the 
population studied in this random sample, the UJA Covid-19 

8 https:// www. jewis hdata bank. org/ conte nt/ upload/ bjdb/ 597/C- NY- 
New_ York- 2011- Main_ Report. pdf

https://www.jewishdatabank.org/content/upload/bjdb/597/C-NY-New_York-2011-Main_Report.pdf
https://www.jewishdatabank.org/content/upload/bjdb/597/C-NY-New_York-2011-Main_Report.pdf
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Impact Study provides an important study context. The 
importance of local private practice density suggests that 
mental health care providers, social workers, neighborhood 
organizations and other groups seeking to promote the use of 
mental health care services need to focus on areas with low 
provider density. In areas with low levels of provider density, 
individuals in need of mental health care should be directed 
to nearby available services through outreach efforts. The 
research findings here also call for policy to increase mental 
health care access, in particular in areas with high concentra-
tion of foreign-born, Hispanic or non-white and socially iso-
lated people. This is even more important when we consider 
that based on prior research (Johnson & Brookover, 2020), 
vulnerable populations are often affected the most by lack of 
mental health care access as they tend to live in underserved 
areas. Because our research finds no effect for community 
treatment clinics, and only shows a significant relationship 
for solo and small group practices of mental health special-
ists, this is even more important: Cummings et al. (2017) 
demonstrate that smaller practices—including therapists and 
psychiatrists—are often situated in higher income communi-
ties. Not only are vulnerable populations underserved, but 
our findings also demonstrate that they benefit most from 
access. In addition, there’s a myriad of research showing 
that stigma surrounding mental illness is a major reason 
for not seeking help, especially in non-white and foreign-
born communities. A higher density and visibility of mental 
health practices could thus alleviate some of this stigma and 
increase acceptance of psychological problems overall.
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