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Objective. To estimate whether racial/ethnic behavioral health service disparities are
likely to be reduced through insurance expansion coverage expected through the
Affordable Health Care Act.
Data Sources. Pooled data from the nationally representative NIMH Collaborative
Psychiatric Epidemiological Studies (2001–2003).
Study Design. We employ a novel reweighting method to estimate service disparities
in the presence and absence of insurance coverage.
Data Collection. Access to care was assessed by whether any behavioral health treat-
ment was received in the past year. Need was determined by presence of prior year psy-
chiatric disorder, psychiatric diagnoses, physical comorbidities, gender, and age.
Principal Findings. Improving patient education and availability of community clin-
ics, combined with insurance coverage reduces service disparities across racial/ethnic
groups. However, even with expanded insurance coverage, approximately 10 percent
fewer African Americans with need for behavioral health services are likely to receive
services compared to non-Latino whites while Latinos show nomeasurable disparity.
Conclusions. Expansion of insurance coverage might have different effects for racial/
ethnic groups, requiring additional interventions to reduce disparities for all groups.
Key Words. Disparities, minorities, expanding insurance, behavioral health,
mechanisms

Untreated mental illness is linked to job loss, academic failure, delinquency,
premature mortality, and suicide attempts (Petry and Kiluk 2002; Galvan and
Caetano 2003; Iguchi et al. 2005; Schmidt, Greenfield, and Mulia 2006).
Inadequate access to behavioral health services profoundly affects the life
trajectory, financial status, and overall welfare of communities of color. Health
care reform may reverse this process as planned Medicaid expansions under
federal guidelines are expected to heavily impact racial/ethnic minorities
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(Abrams et al. 2011). Understanding additional constraints due to individual
characteristics (e.g., poverty, low education) and institutional resources (e.g.,
availability of community clinics) is critical if we expect health care reform to
lead to better access to care in the estimated 1.15 million new users of behav-
ioral health services (Garfield, Lave, and Donohue 2010; Garfield et al. 2011).

In the last 10 years, there has been mounting attention to disparities in
access to and outcomes of psychiatric care (Chow, Jaffee, and Snowden 2003;
McGuire et al. 2006; Dobalian and Rivers 2007), with continued evidence
(Miranda and Cooper 2004; Alegría et al. 2008) that they pose significant con-
cerns regarding equity for Latinos, Asians, and African Americans. Evidence
suggests that these disparities may have been worsening for Latinos and blacks
(Blanco et al. 2007; Cook, McGuire, and Miranda 2007). Expectations are
high among policy makers that insurance expansions tied to health care
reform will increase access to behavioral health care and decrease service dis-
parities.

We utilize the Institute of Medicine (IOM) disparities framework (Insti-
tute of Medicine 2002) to estimate disparities in access to behavioral health
care between each racial/ethnic minority group and non-Latino whites1 and
assess potential mechanisms that could impede reducing disparities. We esti-
mate the potential of health insurance coverage to reduce mental health care
disparities (Hargraves and Hadley 2003; Lillie-Blanton and Hoffman 2005).
We also assess four additional potential mechanisms underlying access: pov-
erty; education as a proxy for health literacy; presence of a mental health
clinic in the neighborhood; and stigma toward mental health care.

State and federal regulations governing insurance coverage, particularly
for immigrants, play a direct role in access disparities (Ku and Waidmann
2003; Alegría et al. 2006). Eligibility restrictions have led to loss of public
insurance coverage under Medicaid (Ellwood and Ku 1998; Bodenheimer
2005). In addition, employees choosing not to purchase employer health
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insurance account for a sizeable share of health care access disparities (Lillie-
Blanton andHoffman 2005; Kaiser Family Foundation 2008).

Poverty (measured by the U.S. Census Bureau Federal poverty guide-
lines 2002), more prevalent among minority groups (U.S. Census Bureau
2010), may serve as a disparities mechanism, particularly since the number of
providers accepting newMedicaid patients has declined over the past 10 years
(Cunningham and Hadley 2008). The level of poverty within an individual’s
zip code area (measured by 20 percent or more of the zip code population in
poverty) appears to mediate the relationship between race/ethnicity and
health care access (Chow, Jaffee, and Snowden 2003). Low education, as a
crude proxy for health literacy (Baker 2006), may also impact service access
(Balcazar, Castro, and Krull 1995). Low education may inhibit patients’ ability
to register for public insurance programs (Gazmararian et al. 2005) or to navi-
gate the health care system (Institute of Medicine 2002) since it limits opportu-
nities to access information, request referrals, understand basic health
terminology, and acquire skills to solve bureaucratic barriers to health care.
Availability of providers in community health clinics has been linked to increased
access to behavioral health services (Sturm, Ringel, and Andreyeva 2003;Wei
et al. 2005; McCarthy et al. 2007). For example, augmenting the geographic
accessibility to mental health providers has been found to increase the conti-
nuity of psychotherapy visits (Wei et al. 2005) as well as living proximal to the
clinics (McCarthy et al. 2007). Stigma and attitudes are strongly related to use
of services (Mojtabai, Olfson, andMechanic 2002; Edlund et al. 2008). In this
paper, we focus on the contribution of these different factors, among both the
insured and the uninsured, as a way to determine what insurance expansions
can accomplish given ethnic/racial group characteristics and institutional
resources available. We examine whether health insurance coverage could
reduce disparities in behavioral health care access, for which subgroups, and
how the aforementioned four factors affect mental health care use.

DATA ANDMETHODS

The CPES Combined Sample

We use the combined data from National Institutes of Mental Health
(NIMH) Collaborative Psychiatric Epidemiology Surveys (CPES; Colpe
et al. 2004), three large epidemiological studies of adults conducted between
2001 and 2003: the National Latino and Asian American Study (NLAAS;
Alegría et al. 2004), the National Comorbidity Survey Replication (NCS-R;
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Kessler and Merikangas 2004), and the National Survey of American Life
(NSAL; Neighbors et al. 2007). The sampling approach allowed for the
creation of design-based analysis weights. Using these weights, the three
datasets can be combined as though they are a single, nationally representa-
tive study (National Institutes of Mental Health Collaborative Psychiatric
Epidemiology Surveys [CPES]. Information on the survey sampling design
and weighting can be found on the CPES website (http://www.icpsr.umich.
edu).

The CPES studies focused on collection of identical epidemiological
information on mental and substance use disorders and service usage among
the general population with special emphasis on minority groups (Colpe et al.
2004). The NCS-R (Kessler and Merikangas 2004) is a nationally representa-
tive sample of non-institutionalized adults ages 18 or older (response
rate = 70.9 percent). The NSAL (Neighbors et al. 2007) is a nationally repre-
sentative survey of household residents (ages 18 or older) in the non-institu-
tionalized black population and included 3,570 African Americans and 1,621
Afro-Caribbeans (response rate = 70.9 percent). The NLAAS (Alegría et al.
2004) is a nationally representative survey of household residents (18 years of
age and older) in the non-institutionalized Latino and Asian populations
that includes 2,554 Latinos and 2,095 Asian Americans (response rate = 73.2
percent).

All interviews were administered using computer-assisted software. We
used a pooled sample that included Latinos from the NLAAS, non-Latino
whites from the NCS-R, and African Americans from the NSAL for a sample
of 4,172 whites, 1,908 Latinos, and 3,366 African Americans for a total of
9,446 respondents. The Asian or Afro-Caribbean samples were too small to
make reliable estimates and were omitted from analysis.

Measures

Access to Behavioral Health Treatment. Our outcome of interest was use of
behavioral health services in the past year for problems related to emotions,
nerves, substance use, energy, concentration, sleep, or ability to cope with
stress. Use of services was defined as whether respondents received any men-
tal health treatment, being at least one visit to a specialty mental health pro-
vider (e.g., psychiatrist, psychologist, social worker, or mental health
counselor) or general medical provider (general practitioner, other medical
doctor, nurse, occupational therapist, other) for mental health or substance
use care in the past year.
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Establishing Level of Need for Behavioral Health Care. Need for behavioral health
services includes variables found to be closely correlated with need (see
McGuire et al. 2006; Kessler et al. 2010). Need was determined by presence
of any past year psychiatric disorder, number of psychiatric diagnoses, physi-
cal comorbidities, functional impairment, gender, and age. Presence of
12-month psychiatric disorders was evaluated via a modified version of the
World Health Organization (WHO) Composite International Diagnostic
Interview (WMH-CIDI; Kessler and Ustun 2004), a standardized diagnostic
interview assessing current and lifetime psychiatric disorders according to
DSM-IV criteria. Findings show good concordance between DSM-IV diag-
noses based on the WMH-CIDI and the Structured Clinical Interview for
DSM-IV (SCID) (Haro et al. 2006). Functional impairment was measured by
the WHO Psychiatric Disability Assessment Schedule (WHO-DAS; Rehm
et al. 1999). We also measured the self-reported number of lifetime chronic
medical conditions as well as the overall number of psychiatric diagnoses.

Other Measures

Ethnic/racial group affiliation was determined by respondents’ answers to ques-
tions identical to those in the 2000 Census. Insurance was operationalized by
classifying respondents into one of five categories: not insured, privately
insured, Medicare, Medicaid, and other insurance (e.g., Veterans Affairs). If a
person reported multiple insurance plans and was enrolled in Medicare, he/
she was assigned to the Medicare category. If the person was not in Medicare
but had private insurance, he/she was considered privately insured. Other
insurance refers to any other type of health care. We elected not to include a
measure of whether the insurance covered behavioral health treatments since
many respondents did not know the answer, especially those that had never
sought behavioral health treatment.

Poverty status was determined using an income-to-needs ratio defined by
the U.S. Census Bureau. When household income was less than family needs,
as determined by family size and income, a family was considered to be in
poverty (U.S. Census Bureau 2002). Low level of education as a proxy for health lit-
eracy was defined as having less than a high school education. Stigma toward
care was assessed by asking the following: (1) “If you had a serious emotional
problem, would you go for professional help?” (2) “How uncomfortable
would you feel talking about personal problems with a professional?” and (3)
“How embarrassed would you be if your friends knew you were getting pro-
fessional help for an emotional problem?” Endorsement of any of these three
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questions was coded as positive for stigma as previously used (Gonzalez, Ale-
gría, and Prihoda 2005). Availability of behavioral health provider was indi-
cated by the presence of a community health center in the respondent’s county of
residence, with information merged from the 2002–2003 Area Resource File
(U.S. Department of Health and Human Services 2010).

Statistical Analysis

Creating Counterfactual Populations. In accordance with the IOMdefinition, we
estimate racial/ethnic differences in access tomental health care that are not due
to differences in clinical need or preferences. Preferences are not considered in
ourmodeling strategy, as the dataset has nomeasure of preferences. To explain
our approach, suppose that we have two sets of covariates—variables that are
justifiable in causing differences in behavioral health care access (e.g., clinical
needs); and variables that are not justifiable in causing differences in access to
care (e.g., income). Building upon work by Duan et al. (2008), we will call the
former “allowable” covariates denoted by XA, and the latter “non-allowable”
covariates denoted byXN. Our outcome of interest is access to care denoted by
Y. The goal is to account for differences in access to care that are attributable to
the allowable covariates and justifiable in causing differences in use of services,
and to investigate the impact of particular nonallowable factors (e.g., uninsur-
ance, lack of community health center, poverty, stigma, and low level of educa-
tion as proxy for low literacy) on thedifferences that remain (i.e., disparities).

We aim to estimate the potential outcome of access to care that would
manifest if the minority groups had the same characteristics as the non-Latino
whites in the allowable covariates. Consider the joint distribution density func-
tion f1(Y, XN, XA) for the non-Latino white group and f2(Y, XN, XA) for the
minority group of interest, with the subscript for the joint density denoting the
group membership (i.e., 1, 2). The joint density for the minority group of inter-
est can be factored into f2 (Y | XN, XA) f2(XA | XN) f2(XN). Here the first factor
describes how the allowable and nonallowable covariates affect use of service.
The second factor specifies the relationship between the allowable covariates
and the nonallowable covariates (e.g., level of clinical need given a particular
income level), and the third factor tells us the distribution of the non-allowable
covariates (e.g., income distribution). To estimate disparities in access to care,
we need to adjust for the level of allowable covariates, but not the level of non-
allowable covariates for the minority group of interest. Our approach is to
leave the first factor and the third factor untouched but adjust the second factor
from that of the minority group to that of the reference group (non-Latino
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white). The full rationale of this methodology is described in Duan et al.
(2008). Intuitively, we leave the first factor untouched because if the impact of
the covariates (either allowable or non-allowable) on the use of service is dif-
ferent between the minority group and for the non-Latino whites, then the
issue of disparity is far more complex than merely the differences in the distri-
butions of non-allowable covariates (e.g., income level). We leave the third fac-
tor unadjusted because it is precisely the difference in use of service due to
unallowable variable (e.g., income) that we want to assess.

To adjust for the second factor, we adopt the conceptually straightfor-
ward re-weighting method, a common strategy in analyzing survey data (e.g.,
Kish 1965) or in statistical computing, also known as importance sampling
(e.g., Hammersley and Handscomb 1964). For example, suppose among peo-
ple with annual incomes between $20,000 and $30,000, the minority group
has half as many people with clinical need as compared to the non-Latino
whites. Then to adjust for this difference, we simply count each minority with
clinical need whose income is within the given range twice. The adjustment
weight is R = 2. We emphasize here that because we adjust for the allowable
covariates after stratifying on the nonallowable covariates, the distribution of
the nonallowable attributes is not altered in the minority group, as intended.

The adjustment weight R can be estimated using the propensity score
method described in Elliott and Davis (2005) and Rosenbaum and Rubin
(1983). We observe that R ¼ f1ðXA jXN Þ

f2ðXA jXN Þ can be expressed as the ratio of two pro-
pensity scores by Bayes’ theorem. First, we estimate the propensity of being in
the non-Latino white group given both the allowable and nonallowable
covariates, and the propensity of being in the non-Latino white group given
the nonallowable covariate only. Then we estimate the adjustment weight by
taking the ratio of the two propensity scores. We fit separate propensity score
models for non-Latino whites and Latinos, and for non-Latino whites and Afri-
can Americans. In addition, the propensity score models are stratified on
nativity (U.S. born or immigrant) because the distribution of the covariates is
markedly different between the nativity groups. Notice that propensity score
estimation does not involve the outcome variable, access to care.

Estimating Disparity

We are interested in estimating the disparity in access to behavioral health ser-
vices in the past year, measured as a dichotomous variable. Our “allowable”
covariates that describe behavioral health need include any psychiatric
disorders in the past year, number of past year psychiatric disorders, physical
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comorbidities, functional impairment, gender, and age. Our “non-allowable”
covariates include stigma, poverty, low level of education, and the presence of
a community health center in the respondent’s county. These are considered
separately and in combination with insurance coverage in our analyses.

To estimate disparities, we first weigh the observed use of services rates
with new weights constructed from multiplying the survey weights by the esti-
mated density ratios R previously described, and then take the difference of
the reweighted use of services rates between the minority groups and the non-
Latino whites. Since we are not adjusting the distribution of the allowable vari-
ables in the non-Latino whites, we only apply the original survey weights to
the non-Latino white group. Let W1i and W2i denote the survey weights for
individuals i of the non-Latino white and the minority group of interest,
respectively. Disparity estimates are calculated as

P
i
Y2iW2iRi

P
i
W2iRi

�
P
i
Y1iW1i

P
i
W1i

0
@

1
A

To estimate the variability associated with use of services and disparity esti-
mates, we apply the bootstrap method described in Rust and Rao (1996). We
construct the approximate 95 percent bootstrap confidence intervals by add-
ing and subtracting twice the standard deviation of the weighted bootstrap
estimates to and from the weighted point estimates.

Ourmethod does not require modeling the use of services. Use of behav-
ioral health services is a complex behavior and poses challenges in developing
predictive models. Instead of relying on parametric models to estimate use
rates under different distribution of the nonallowable variables, we take a
semi-parametric approach and reweight the existing population. The complex
relationship between different individual- and system-level characteristics is
inherent in the existing populations. Parametric models are only used in con-
structing the propensity scores for estimating the ratios R, which involves
regressing race/ethnicity group membership on the allowable and non-allow-
able covariates, and does not require knowledge of the use of services.

Assessing Attributable Sources of Disparity

We are particularly interested in how the presence or absence of insurance
coverage, in combination with either individual characteristics of the popula-
tion or institutional resources, relates to disparities. To investigate the effects
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of these potential mechanisms, we stratify the sample by insurance status and
then by the identified other four factors in combination with insurance status,
and compare the estimated racial/ethnic disparities within each of these
subpopulations. These comparisons allow us to estimate the level of disparities
contingent on certain individual and institutional conditions (e.g., poverty).
All sample proportions and means reported are weighted by survey sampling
weights to reflect national estimates. Contrasts are made between the minority
race/ethnic groups and non-Latino whites using survey design-adjusted chi-
square andWald tests (Rao and Scott 1984; Rao and Thomas 1989; StataCorp
2004).

RESULTS

In Table 1, we observe an age difference across ethnic/racial groups, a likely
reason for the observed differences in chronic conditions and functional sta-
tus. African Americans have lower prevalence of depressive and anxiety dis-
orders but are more likely to reside in areas where there are community
clinics, while Latinos are less likely to be English proficient. In addition, Lati-
nos and African Americans have less education, lower household income, and
higher poverty rates than non-Latino whites, but they also have different types
of insurance. Latinos have the highest uninsurance rate, although they report
lower numbers of chronic conditions and less impairment than non-Latino
whites and have lower prevalence of past year anxiety disorders.

Estimates of Service Disparity

The weighted rates of behavioral health-related use of services in the past year
for non-Latino whites and counterfactual minority groups with behavioral
health need are described in Table 2. In declaring the statistical significance of
results, we take into account the approximate nature of bootstrap interval esti-
mates and avoid the practice of taking cut-off points too literally (e.g., interval
for differences of rates not covering 0 implies significance). The estimated
maximum Monte Carlo error of the bootstrap intervals here is about 3 per-
cent, implying that the end points of the intervals will fluctuate about 3 percent
at most on the absolute scale due to simulation error.

The estimated use of services rates for those with any past year behav-
ioral health need according to our reweighting method are shown in Table 2,
row 1. When comparing Latinos to non-Latino whites, we find no evidence of
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Table 1: Sociodemographic, Need Characteristics, Insurance Status, and
Mechanisms by Race/Ethnicity (Weighted Estimates)

White
(n = 4,172)%

Latinos
(n = 1,908)%

African Americans
(n = 3,366)%

Sociodemographic (nonallowables)
Marital status ***

Not married/ divorced/
widowed/separated

44.9 48.5 66.8

Married 55.1 51.5 33.2
Region *** ***

Northeast 21.1 18.7 16.1
Midwest 28.6 8.7 17.6
South 30.6 31.0 56.6
West 19.8 41.6 9.7

Need for service
Age 46.9 (0.57) 37.9 (0.68)*** 42.0 (0.53) ***
Female 52.5 48.6* 56.1*
Any past year depressive disorder 8.8 9.2 6.8**
Any past year anxiety disorder 13.7 9.9*** 10.8**
Any past year substance disorder 3.7 2.7 2.9

Number of past year diagnosis **
0 80.0 83.2 84.0
1 11.7 9.7 9.3
2 or 3 6.4 5.7 5.0
4+ 1.9 1.4 1.8

Number of chronic conditions ***
0 44.7 64.8 44.4
1 26.7 20.8 27.7
2 or 3 28.5 14.5 27.9
4+ 1.9 1.4 1.8

WHO-DAS dysfunction
Cognition 10.1 6.0*** 13.6***
Mobility 18.4 10.0*** 20.3
Selfcare 4.6 3.0** 5.1
Social 5.9 3.5** 8.7**
Out of role 35.2 21.2*** 38.1

WHO-DAS dysfunction
Cognition 10.1 6.0*** 13.6***
Mobility 18.4 10.0*** 20.3
Selfcare 4.6 3.0** 5.1
Social 5.9 3.5** 8.7**
Out of role 35.2 21.2*** 38.1

Presence of mental health clinic 40.9 56.1 58.1*
Poverty 8.9 26.3*** 23.7***
Stigma 48.3 45.5
English language proficiency *** ***

Poor or fair 0.0 49.1 0.3
Good or excellent 100.0 50.9 99.7

Notes.WHO-DAS,WHO Psychiatric Disability Assessment Schedule.
*<0.05, **<0.01, ***<0.001.
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service disparities in access to behavioral health care (disparity esti-
mate = 0.02, bootstrap interval [�0.21, 0.24]; Table 2, row 1, column 4) while
we find statistically significant disparities in access for African Americans
(�0.10 [�0.17, �0.04]; Table 2, row 1 column 5). Our method estimates that
about 10 percent fewer African Americans with need for care will receive any
related services as contrasted to non-Latino whites. This pattern persists even
when the distribution of health insurance status is adjusted (Table 2, row 2).

Exploring Potential Mechanisms to Reduce Disparities

Insurance Coverage. Aggregating insured and uninsured respondents shows no
significant disparities in access to care between Latinos and non-Latino whites.
This pattern remains even when we look at the insured and uninsured respon-
dents separately. We find disparities between African Americans and non-
Latino whites among the insured (�0.11 [�0.19, �0.04]); Table 2, row 4 col-
umn 5) and uninsured (�0.08 [�0.19, 0.02]); Table 2, row 3 column 5). Note
that we do not take the difference between [�0.19,�0.04] and [�0.19, 0.02] lit-
erally, because statistically they provide similar evidence. This suggests that
the disparity in African Americans is contributed by both the insured and the
uninsured groups. When we stratify the groups by insurance type, we see evi-
dence of greatest disparity in African Americans with Medicaid compared to
their non-Latino white counterparts with the same insurance (�0.29 [�0.48,
�0.09]); Table 2, row 7 column 5). We also find evidence of a large disparity
in African Americans with other types of insurance (�0.30 [�0.58, �0.02]),
although the sample sizes are too small to produce reliable estimates.

Presence of Neighborhood Clinic. Our estimates show significant disparities in
the rates of use of service for insured persons with behavioral health need and
without access to neighborhood clinics between Latinos and non-Latino
whites (�0.22 [�0.37, �0.06]); Table 3, block A row 3 column 4), and
between African Americans and non-Latino whites (�0.19 [�0.31, �0.07]);
Table 3, block A row 3 column 5). However, there were no statistically signifi-
cant differences between the minority racial/ethnic groups and non-Latino
whites among insured individuals with access to neighborhood clinics.

Low Education. Our estimates show that among African Americans who are
insured, the magnitude of disparity was greater for the subgroup without a
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high school education (�0.22 [�0.39,�0.06]); Table 3, block B row 3 column
5) than the group with at least a high school education (�0.08 [�0.17, 0.01]);
Table 3, block B row 4 column 5).

Poverty. There is evidence suggesting significant service disparity for non-
poor Latinos without insurance (�0.16 [�0.34, 0.01]); Table 3, block C row 1
column 4), but we find no disparity in non-poor Latinos with insurance (�0.04
[�0.23, 0.16]); Table 3, block C row 3 column 4) compared to their non-
Latino white counterparts with similar levels of behavioral health need.
Among non-poor African Americans without insurance the estimated use of
services is not significantly different from non-Latino whites with similar
behavioral health needs and no insurance (estimated disparity �0.06 [�0.19,
0.08]); Table 3, block C row 1 column 5). However, without insurance, pov-
erty seems to play an important role. The estimated disparity for African
Americans without insurance and in poverty is significant (�0.22 [�0.38,
�0.05]); Table 3, block C row 2 column 5).

Stigma. Wewere only able to explore how stigma was associated with dispari-
ties in seeking professional help for non-Latino whites and Latinos since
stigma questions were not asked in the NSAL. Our estimates suggest that
stigma does play a strong role in determining differential access to behavioral
health services, although it has a similar effect for both Latinos and non-Latino
whites.

DISCUSSION

Universal health coverage has been viewed as an important factor in reducing
disparities in access to behavioral health services. However, ethnic/racial
groups might benefit differently from this access-expanding policy. Expansion
of insurance coverage could increase access for Latinos and non-Latino
whites, but it may have modest effects for African Americans, implying that
policy making might need to look beyond health coverage alone to effectively
increase access. We found considerable service disparities for African Ameri-
cans, even among those with insurance coverage, which confirms the findings
of the 2009 National Healthcare Disparities Report from Agency for Health
Research and Quality (AHRQ) (2009). Furthermore, service disparities were
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more pronounced among African Americans with Medicaid as compared
with non-Latino whites with the same insurance coverage. We conclude that
caution should be exercised in generalizing the effect that expansion of insur-
ance coverage could have on increased use of services for racial/ethnic
vsubgroups, since insurance coverage without adequate providers to offer
behavioral health services is unlikely to decrease service disparities. High-
lighting this issue is the finding that only one-third of primary care physicians
(PCPs) report that they were able to successfully obtain outpatient mental
health services for their primary care patients (Cunningham and Hadley
2008). This lack of providers might be especially severe in areas where African
Americans reside (Waidmann and Rajan 2000). Given the importance of pro-
vider supply on treatment, referral, and engagement (Lindrooth, LoSasso, and
Lurie 2006), having a sufficient workforce of service providers must be
addressed in order to truly implement the Affordable Health Care Act. In
addition, attention to the effect of socio-cultural factors and patient prefer-
ences for service delivery is particularly important for ethnic/racial minority
populations (Mulvaney-Day et al. 2011) and must be considered if we are to
close the disparities gap.

Contrary to the AHRQ’s Report (2009), our results provide no evidence
of service disparities for Latinos when examined in the aggregate. This incon-
sistency may be due to how we adjust for differences in need for care. Since
there were a significant number of immigrants in the Latino sample, and
immigrant Latinos tend to have lower levels of behavioral health needs
(Alegría et al. 2008), results may differ from other studies that only include
English-proficient minority populations. In some subgroup analyses, we
found estimates of behavioral health services access that are suggestive of
potential disparities between Latinos and non-Latino whites but not statisti-
cally significant. Although not statistically significant, the notable disparity
estimates are still of practical interest and warrant further investigation.

These results also suggest potential mechanisms through which ethnic/
racial disparities in access could increase, given the limited focus on disparities
reduction in the Affordable Care Act (Weinick and Hasnain-Wynia 2011).
Assuming that use of services is widely similar to the patterns observed here,
our estimation of disparities suggests that with full insurance coverage, African
Americans would see access to services improved, but they may nonetheless
encounter service disparities in comparison to non-Latino whites with insur-
ance coverage. In other words, universal insurance coverage could increase
access across populations, but it would have only a modest effect in decreasing
service disparities. One potential explanation may be that the emphasis in
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behavioral health care on psychopharmacological treatments is not aligned
with treatment preferences of African Americans (Cooper-Patrick et al. 1997).
Another potential reason is that the South, with a greater concentration of
African Americans, might have fewer options for care in public insurance pro-
grams than theWest, where many Latinos reside (Waidmann and Rajan 2000;
Chow, Jaffee, and Snowden 2003). Federal stimulus funds devoted to commu-
nity health centers may counteract these factors and facilitate access to behav-
ioral health care for minorities (Felland et al. 2010).

Neighborhood clinics, combined with universal coverage, appear to be
able to reduce access disparities. Community clinics may reach out to minori-
ties who may have limited transportation or offer culturally sensitive care to
marginalized populations. Both Latinos and African Americans utilize com-
munity health centers at rates much higher than that of non-Latino whites
(Smedley, Stith, and Nelson 2003).

However, access problems would not be completely resolved even if all
our findings are substantiated and all remedial solutions are implemented.
Even in the presence of universal insurance coverage and the resolution of
barriers like stigma, 50 percent or more of people with significant behavioral
health needs will not access any behavioral health care, independent of race/
ethnicity. The treatment system may be failing racial/ethnic minorities as cur-
rently configured.

Also relevant is the absence of a significant difference in access to behav-
ioral health care for Latinos or African Americans (as compared to non-Latino
whites) who did not complete high school and had no insurance. A parallel
pattern is observed for poor Latinos who are not insured. For disadvantaged
individuals, regardless of racial/ethnic group, there might be few service
options beyond public insurance. This suggests the importance of monitoring
states that raise eligibility thresholds for Medicaid in the presence of poverty,
with no alternative low-cost options, making everyone, independent of race/
ethnicity, vulnerable for unmet needs.

There are limitations to the present study. The cross-sectional nature of
the study design does not permit identification of causal effects, so that the
findings are suggestive of potential mechanisms to be tested in future studies.
Both diagnostic and use of service data are based on self-report that may be
subject to incomplete information, particularly if respondents who have
accessed services do not know they are being treated for behavioral health
problems, as could be the case in primary care settings when providers might
not specify they are prescribing antidepressants. Another limitation is the
exclusion of other racial/ethnic groups (e.g., Asians) and geographical areas
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given the small sample sizes. The precision of disparity estimates was limited
in that confidence bounds in Table 2 suggest that lack of significant findings
do not rule out important disparities. Our disparity estimates are dependent
on the ratios constructed from the estimated propensity scores that enable us
to adjust minority mental health need characteristics so they are similar to
those of non-Latino whites. Therefore, the disparity estimates may be sensitive
to the assumed propensity score models. However, we emphasize that the pro-
pensity score model does not involve the use of services as an outcome vari-
able, but only the race/ethnic group membership, behavioral health needs,
and sociodemographic covariates. Thus, our reweighting method may actu-
ally provide more robust disparity estimates than other methods that require
parametric assumptions of the relationship between use of services and other
covariates.

Our findings stress that universal coverage alone may not be sufficient
for eliminating disparities, especially when targeted approaches may be
needed for specific racial/ethnic groups. Certain interventions, including
increasing the community health clinic availability, augmenting patient edu-
cation, and addressing stigma, should be tested. Furthermore, health system
interventions may be needed to better align services to needs, including sub-
stantially improving geographical shortages of behavioral health professionals
in certain African American communities (Merwin 2003), particularly for
those who prefer counseling and psychotherapeutic interventions or volun-
tary support networks (Snowden 2001), not necessarily available in commu-
nity health clinics. Similarly, we might need community interventions to help
minority patients with behavioral disorders advocate for services not covered
by typical insurance plans (Garfield, Lave, and Donohue 2010). Although
insurance provides coverage for services, it is not sufficient to eliminate dispar-
ities. The system must attend to individual, family, and socio-cultural factors
that weigh on accessing care. Additional interventions beyond extending
insurance coverage will be needed to eliminate racial and ethnic disparities in
access to behavioral health services.
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NOTE

1. The Institute of Medicine defines a racial/ethnic health care disparity as all racial/
ethnic differences except those due to clinically appropriate need and patient prefer-
ences. Estimating service disparities according to this framework requires the adjust-
ment of variables related to need and preferences while allowing differences due to
all other factors into the disparities calculation (McGuire et al. 2006).
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