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Objective. To examine trends in disparities in children’s mental health care.
Data. 2002–2007Medical Expenditure Panel Survey.
Study Design. We used the Institute of Medicine (IOM) definition of health care dis-
parities and estimated two-part expenditure models to examine disparity trends in any
mental health care use, any outpatient care, and psychotropic drug use, as well as
expenditures in these three categories, conditional on use. We used 2-year longitudinal
panel data to determine disparities in care initiation among children with unmet need.
Principal Findings. Assessing trends over time between 2002 and 2007, we identi-
fied that disparities persist for blacks and Latinos in receipt of any mental health care,
any outpatient care, and any psychotropic drug use. Among those with positive mental
health care expenditures, Latino–white disparities in overall mental health care expen-
ditures increased over time. Among children with unmet need, significant disparities in
initiation of an episode of mental health care were found, with whites approximately
twice as likely as blacks and Latinos to initiate care.
Conclusions. Disparities in children’s mental health care use are persistent and driven
by disparities in initiation, suggesting policies to improve detection or increase initial
access to care may be critical to reducing disparities.
Key Words. Racial disparities, children’s mental health, health care expenditures,
psychotropic drug use

Noting significant racial/ethnic disparities in mental health care, the U.S.
Surgeon General promoted a vision for reducing these disparities in 2001
(U.S. Department of Health and Human Services 2001). Evidence indicated
that African American children were less likely than white children to use
mental health services, even after adjustment for socioeconomic, family, and
regional factors (Cuffe et al. 1995; Cunningham and Freiman 1996; Zahner
and Daskalakis 1997). Limited findings for Latino children were mixed.
Puerto Ricans received less mental health care than mainland Latino children
(Leaf et al. 1996), and Latino children reported fewer lifetime counseling visits
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than whites (Pumariega et al. 1998). On the other hand, Latino children with
bothmental health disorder and impairment had less unmet need for care than
white children (Flisher et al. 1997).

Since then, other studies have emerged documenting disparities in chil-
dren’s mental health care, finding black–white disparities in psychotropic drug
use nationwide (Chen and Chang 2002) and in the Medicaid population (Zito
et al. 2005), and Latino–white and black–white disparities in psychotropic
drug use in the child welfare population (Raghavan et al. 2005). Latino–white
and black–white disparities were also found in children’s antidepressant use
(Kirby, Hudson, and Miller 2010) and stimulant use (Olfson et al. 2003;
Hudson, Miller, and Kirby 2007). To our knowledge, previous studies have
not assessed disparities in children’s overall mental health care expenditures
or outpatient mental health care use, or tracked trends in children’s mental
health care use and spending over time.

To understand how disparities in children’s mental health care use have
changed since the Surgeon General’s report, we use the Andersen behavioral
model of health care utilization as a conceptual framework (Andersen 1995),
recognizing the importance of predisposing factors (e.g., age and gender),
enabling factors (e.g., income, education, and insurance), and need-based fac-
tors (e.g., mental health status and comorbid physical health status) on mental
health care utilization.

The IOM Definition of Health Care Disparities

Health care disparities have been measured using multiple methods and dis-
parity definitions, including assessing differences in unadjusted means as is
done in the National Health care Disparities Reports (AHRQ 2008b), inter-
preting race coefficients in models that increasingly add available covariates
in a regression context (Fiscella et al. 2002; Trivedi et al. 2005; Vaccarino
et al. 2005; Guevara et al. 2006), and model-based estimations of disparities
that adhere to the Institute ofMedicine (IOM) definition of health care dispari-
ties (McGuire et al. 2006; Cook, McGuire, and Miranda 2007; Cook et al.
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2010b). We use the latter approach in this article, building on the IOM defini-
tion put forth in Unequal Treatment (IOM 2002), that defines disparity to be
any difference in health care not due to clinical appropriateness, need, or
patient preferences for health care services (see Figure 1).

Ideally, implementation of the IOM definition of racial/ethnic health
care disparities in national health care datasets requires the identification of sur-
vey variables that match the constructs of clinical appropriateness, need, and
patient preferences. To compute disparities, an analyst would adjust for differ-
ences due to clinical appropriateness, need, and patient preferences but include
differences due to other variables (Cook,McGuire, and Zaslavsky 2012). Men-
tal and physical health status variables are strong proxies for need for services,
as are age and sex given large differences across these categories in prevalence
of mental illness (Merikangas et al. 2010; Kessler et al. 2012). Differences due
to patient preferences (e.g., perceived value of medical care and tolerance of
risk) should also be adjusted for to the extent they are available in the data.
Clinical appropriatenessmay bemore difficult to account for in studies that use
observational data, andwe are unable to account for this in our analysis.

Although clinical appropriateness, need, and patient preference vari-
ables should be equalized or adjusted across racial/ethnic groups according to
the IOM definition, differences due to the operation of health care systems
and the legal and regulatory climate should be considered part of the disparity
(see Figure 1). In survey data, differences due to measures of socioeconomic
status (SES) (e.g., income and education) can be considered to fit into the

Figure 1: The Institute of Medicine Definition of Racial/Ethnic Health Care
Disparities
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operation of health care systems category. For example, if lower SES families
are less able to navigate the health care system or pay for their children’s men-
tal health care, and racial/ethnic minority families are disproportionately rep-
resented in lower SES categories, then the operation of the health care system
may be affecting disparities through SES. Differences due to discrimination
should also be considered to be part of the disparity according to the IOM
definition (see Figure 1). In regression models of survey data, the independent
effect of race/ethnicity on health care can be considered a proxy for discrimi-
nation (National Research Council 2004).

Using Longitudinal Data to Assess Disparities in Mental Health Care

Analysis of longitudinal data can identify underlying care-seeking behaviors
and correlates of treatment behaviors that drive disparities in mental health
care, fulfilling in part the need for research that is more directly translatable
into disparities reduction policies (Alegria 2009). Unlike cross-sectional data
analysis, longitudinal data analysis can distinguish whether disparities in any
use of mental health care are due to whites’ greater initiation of care or whites’
longer treatment episodes. The policy implications will differ depending on
the result. Also important, individual characteristics in cross-sectional data
can be endogenous to the decision to seek treatment. For example, being
insured may affect whether an individual seeks treatment, but once treatment
is initiated, children may be more likely to be insured (either because provid-
ers encourage enrolling children in public programs or parents choose to
enroll their children), thus biasing the effect of insurance on treatment down-
ward. In longitudinal data, patient characteristics can be observed in the time
period prior to treatment initiation, reflecting the circumstances of individuals
when deciding to seek treatment.

New Contribution

This study measures recent national trends in disparities in children’s mental
health care and is the first study that we are aware of to measure disparities in
children’s use of outpatient mental health care. In addition, this article makes
two important contributions over and above the prior literature. First, we
ground our method of measuring disparities conceptually in the IOM defini-
tion of racial/ethnic health care disparities. Second, we capitalize on longitudi-
nal panel data from the Medical Expenditure Panel Surveys (MEPS) and
model the initiation of treatment among youth with unmet need for mental
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health care. This analysis allows us to identify mechanisms associated with dis-
parities in initiation of mental health care.

METHODS

Data

Data are from the Household Component of the 2002–2007 MEPS for youth
age 5–21. Models were fit using MEPS cross-sectional data from two pooled
time periods (2002–2003 and 2006–2007). Two years were combined for each
time period to increase the precision of estimates. We assessed disparities for
overall mental health care, outpatient mental health care, and psychotropic
drug use. Each of these outcomes is separated into (1) any use (> $0 expendi-
ture) and (2) expenditures conditional on any use. We considered a visit to
involve mental health care if there was an outpatient or office-based visit
(hereafter referred to as outpatient visits) or a prescription fill associated with a
diagnosis of mental disorder using codes 291, 292, and 295–314 (ICD-9/
DSM-IV), or if the treatment was coded as psychotherapy or mental health
counseling (Zuvekas 2001). Prices were adjusted to 2007 dollars using the
Consumer Price Index (CPI).

Longitudinal analyses were conducted using six merged two-year panels
(Panels 6–11). Each panel’s respondents were surveyed at five time periods
(Rounds 1–5). We assessed mental and physical health status, sociodemo-
graphic characteristics, and mental health care in Rounds 1 and 2 (“preperi-
od”) and Rounds 3, 4, and 5 (“postperiod”).

The MEPS contain a large number of missing values on certain vari-
ables. Our initial sample of 35,574 non-Latino white, black, and Latino indi-
viduals ages 5–21 for the 2002–2003 and 2006–2007 data was trimmed to
30,171 to exclude those with missing data. To account for differential missing-
ness by race/ethnicity, and to maintain generalizability of the data to the
white, black, and Latino youth population, we reweighted the included indi-
viduals to represent their propensity to be like individuals with missing values
(Brick and Kalton 1996;Wooldridge 2002).

Measures

Individuals of any race claiming to be of Latino or Hispanic origin were identi-
fied as Latino in our study. Other respondents were classified as black or white
by responses to the question about race. Other covariates used in our model
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were classified into two broad categories to implement the IOM definition of
disparity: (1) variables indicating need and patient preferences (as mentioned
above, we were unable to account for clinical appropriateness in these data)
and (2) SES variables. SES variables include family income, parents’ highest
level of education, region of the country, urban or rural location, and insurance
coverage (see Table 1 for more detail on categorizations). Variables represent-
ing need are parent-assessed mental health and physical health scores (rated in
four categories as excellent, very good, good, fair/poor), having any functional
limitation, gender, and age (5–9, 10–13, 14–18, 19–21). Sensitivity analyses
were conducted for the sample age 5–17 to control for a more detailed mental
health measure, the Columbia Impairment Scale (CIS) (Bird et al. 1996).
Although no specific item measured preferences for mental health care in the
MEPS, we proxied for preferences using parents’ responses to items asking
whether the parent believes illness can be overcome without medical help and
whether the parent wasmore likely to take risks than the average individual.

Statistical Analysis

We first examined characteristics of the 2002–2003 and 2006–2007 MEPS
sample, providing racial/ethnic group means for our main dependent and
independent variables. We then assessed disparity trends in a multivariate set-
ting. To examine expenditures, we used two-part generalized linear models
(GLMs) (Blough, Madden, and Hornbrook 1999) to account for a large mass
of zeros and extremely skewed expenditure data. Two-part models separately
analyze the likelihood of receiving care using logistic regression and the level
of expenditure conditional on any use (McCullagh and Nelder 1989). Using
diagnostics in Manning andMullahy (2001) and Buntin and Zaslavsky (2004),
we identified the optimal generalized linear model for the expenditure vari-
ables to have a log link, and a gamma distribution to correspond to the condi-
tional variance. All model estimates were weighted to reflect sample design
and survey nonresponse.

Because we estimated differences in racial/ethnic disparities over two
pooled time periods (2002–2003 and 2006–2007), main effects of race/ethnic-
ity and year, as well as a race by year interaction term, were used as predictors.
Other predictors were a vector of need variables and a vector of SES variables
relevant to the Andersen behavioral model of health care utilization (Ander-
sen 1995) and racial/ethnic mental health care disparities (Cook, McGuire,
and Miranda 2007; Kirby, Hudson, and Miller 2010). We also inserted Need
by Race and SES by Race interaction terms into the model because previous
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studies have identified that the association between SES and health care use
varies by racial/ethnic group, as does the relationship between need variables
and health care use (e.g., Cook, McGuire, and Zuvekas 2009). The model is as
follows:

EðYi ¼ 1Þ ¼ f ½b0 þ b1ðYeartÞ þ b2ðRaceiÞ þ b3ðYear�t RaceiÞ þ b4ðNeediÞ
þb5ðSESiÞ þ b6ðNeed�

i RaceiÞ þ b7ðSES�i RaceiÞ�
ð1Þ

where Yi is the utilization by individual, Needi is the vector of need indicator
variables, SESi is the vector of SES characteristics, including poverty status,
education, and insurance status, and Yeart is the indicator of whether the infor-
mation was collected in 2006–2007. For conditional expenditures, we esti-
mated the above-described GLM using the same covariates in Equation (1).

Implementing the IOM Definition of Disparity. To apply the IOM definition of
racial/ethnic disparities, we built on the model estimation described above as
step one in a four-step process: (1) model estimation; (2) adjustment for need
and preference variables (hereafter abbreviated as “need variables”); (3) esti-
mation of minority group predicted use and expenditures using coefficients
from the model and the distributions of variables for each racial/ethnic group
(including the adjusted need variables); and (4) comparison of the mean of
these adjusted minority group predictions with unadjusted white means.

To implement the adjustment of need variables, we used a rank-and-
replace method described in McGuire et al. (2006) and Cook, McGuire, and
Zuvekas (2009) that creates a counterfactual population of black or Latino indi-
viduals with the white distribution of need without adjustment for SES covari-
ates. First, multivariate indicators of need were summarized with a univariate
need-based linearpredictor definedas the sumof the terms (coefficient times co-
variate) of the fitted model corresponding to need variables. Individuals were
then assigned survey-weighted ranks within their race based on this need pre-
dictor, and the need variable values of each minority individual were replaced
by those of the equivalently ranked white individual. Thus, a black individual
with aneed-basedpredictor at thep-thpercentile forblackswouldbe reassigned
theneedvariable values of thewhite individual at thep-thpercentile forwhites.

Predicted use and expenditure for each minority individual were then
calculated using the coefficients and SES values from the original two-part
model and the adjusted need covariate values. The means of these predictions
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were then subtracted from the corresponding white group’s unadjusted mean
to estimate an IOM-concordant disparity.

Longitudinal Data Analysis. To better understand determinants of treatment
initiation, we focused on youth with probable need (parent-reported mental
health of good, fair, or poor) but no mental health care in the preperiod. We
estimated a logistic regression of postperiod initiation of mental health care
conditional on a similar set of covariates as that described in (1), except we
intentionally used baseline or preperiod values for covariates. Panel indicators
were included to account for secular changes over time.

Variance Estimation. Variance estimates account for the complex sample
design. Stratum and primary sampling unit variables were standardized across
pooled years (AHRQ 2008a) using publicly available strata and psu variables
that specify a common variance structure for MEPS respondents across multi-
ple years of data. Variance estimates for predicted expenditures, rates, and dis-
parities were calculated using a balanced-repeated-replication (BRR)
procedure (Wolter 1985).

RESULTS

Unadjusted Analyses

Unadjusted black–white and Latino–white differences existed in both 2002–
2003 and 2006–2007 for any mental health care use, any outpatient mental
health care, and any psychotropic drug use with black–white differences in
any psychotropic drug use in 2006–2007 being significantly smaller than
black–white differences in 2002–2003 (Table 1). Fewer significant differences
in level of use, conditional on any use, were found in either time period stud-
ied. Black–white differences in conditional outpatient mental health care
expenditures were identified in 2006–2007. Summarizing population charac-
teristics, compared with whites, black youth were in worse physical and men-
tal health, had lower SES, were more likely to live in the South, and to be
enrolled inMedicaid or other public insurance. Compared with whites, Latino
children were younger, less likely to report excellent mental health status but
also less likely to have psychological impairment, had lower SES, and were
more likely to be uninsured, enrolled in Medicaid and other public insurance,
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and to live in the West. A significant shift in these characteristics was that
Latinos, compared with whites, had a greater increase over time in rates of
Medicaid insurance and a greater decrease in rates of private insurance.

Mental Health Care Use

In Table 2, we present disparity predictions using the IOM-concordant
method. We found that black–white and Latino–white disparities existed in
both periods (2002–2003 and 2006–2007) for all three of the any use out-
comes studied (see Appendix Table A1 for regression results); disparity trends
were insignificant for all these measures, suggesting few changes in disparities
over the time period studied. Among those that initiated mental health care,
no significant differences in black–white disparities were found in either time
period. Latino–white disparities existed in overall and outpatient mental
health care expenditures in 2006–2007, but not in 2002–2003, with Latino–
white disparities in overall mental health care expenditures significantly
increasing between 2002–2003 and 2006–2007. Results were identical in sen-
sitivity analyses using only youth 5–17 including the CIS measure of mental
health impairment to further control for need.

Longitudinal Data Analysis

Using longitudinalMEPS panel data and focusing on a population with proba-
ble unmetmental health care need (parent-reporting good, fair, or poormental
health in the postperiod and having nomental health care in the preperiod), we
identified large racial/ethnic disparities in postperiod initiation of mental
health care (Figure 2; see Appendix Table A2 for regression results). IOM-
concordant predictions of initiation of mental health care for this group found
that whites (10.1 percent) were approximately twice as likely as blacks (5.3 per-
cent) and Latinos (4.3 percent) to initiate care in the postperiod.

DISCUSSION

Trends in children’s mental health care from 2002 to 2007 indicate persistent
racial/ethnic disparities in our three measures of access to mental health care
(i.e., any mental health care, any outpatient mental health care, and any
psychotropic drug use). Yet we found fewer significant disparities in
expenditures, conditional on use, with the exception that Latino–white dispar-
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ities in conditional mental health care expenditures increased significantly
over time. These findings build on previous literature that identified black–
white and Latino–white disparities in youth psychotropic drug use (e.g., Chen
and Chang 2002; Raghavan et al. 2005; Kirby, Hudson, and Miller 2010).
Our findings provide further evidence of these disparities in any psychotropic

Table 2: Disparities in Mental Health Care Use Implementing the IOM
Definition†, MEPS 2002–2007

Any MH Care Use
(n = 29,948)

Any Outpatient MH
Care Use

(n = 29,948)

Any Psychotropic
Drug Use

(n = 29,948)

Disparity SE* Disparity SE* Disparity SE*

Black–white
2006–2007 �5.6% (0.7%) �4.2% (0.6%) �4.3% (0.6%)
2002–2003 �6.6% (0.8%) �5.0% (0.7%) �5.5% (0.7%)
Difference in disparity 1.0% (0.8%) 0.8% (0.8%) 1.2% (0.7%)

Latino–white
2006–2007 �5.4% (0.8%) �3.8% (0.7%) �4.4% (0.8%)
2002–2003 �6.5% (0.8%) �4.9% (0.7%) �4.9% (0.8%)
Difference in disparity 1.1% (0.9%) 1.1% (0.8%) 0.6% (0.7%)

Expenditures Given Any
MH Care Use
(n = 2,184)

Outpatient Expenditures
Given Use (n = l,743)

Psychotropic Drug
Expenditures Given Use

(n = l,517)

Disparity ($) SE* Disparity ($) SE* Disparity ($) SE*

Black–white
2006–2007 �474.25 (343.76) 146.48 (378.94) �364.99 (522.28)
2002–2003 �379.64 (282.23) 166.64 (389.50) �83.40 (300.67)
Difference in
disparity

�94.62 (216.43) �20.16 (185.49) �281.60 (321.20)

Latino–white
2006–2007 �664.63 (272.43) �347.96 (124.55) �232.96 (209.86)
2002–2003 �161.00 (332.22) �176.05 (138.92) �28.38 (216.62)
Difference in
disparity

�503.63 (222.35) �171.91 (118.36) �204.58 (149.62)

*Standard errors are calculated using balanced-repeated-replication (BRR) methodology.
†Need- and preference-related variables used in adjustments concordant with the IOM definition
were parent-reported mental health status, physical and mental health components of the SF-12,
age, sex, marital status, activity limitation, and whether the parent was more likely to take risks
than the average individual. Numbers in bold indicate differences in disparities that are significant
at the a<.05 level.
Data: Combined yearly cross-sectional data from 2002/2003 and 2006/2007 Medical Expendi-
ture Panel Survey (MEPS).
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drug use and additionally identified disparities in access to mental health care
overall and access to outpatient mental health care. Our findings of black–
white disparities in any mental health care but no disparities in expenditures
conditional on any use are consistent with patterns identified in the adult pop-
ulation (Cook et al. 2010b). Our results imply that policies focused on reduc-
ing barriers to access for blacks and Latinos should be prioritized.

In the longitudinal analysis, we limited our sample to those with proba-
ble need for care and no mental health care in the preperiod, to ensure that
covariates controlled for were not in fact caused by treatment initiation. In
doing so, we found that the magnitude of disparities in any mental health care
use was greater in relative terms than disparities in any mental health care use
among the general youth population, with blacks and Latinos initiating care in
the postperiod half as much as whites. Furthermore, sensitivity analyses
among those with psychological impairment (CIS� 16) identified similar
trends to our main disparity trends analyses.

Disparities in treatment may have far-reaching effects. Recent literature
suggests that presence of mental health conditions in youth may lead to worse
educational attainment and academic performance (Currie and Stabile 2006;
Ding et al. 2009; Fletcher 2010), poorer social outcomes in adulthood (Cook,
Carson, and Alegria 2010a), and pose greater risk for alcohol or drug abuse
(Substance Abuse and Mental Health Services Administration 2007). To the
extent black children are less likely to be treated and treatment reduces
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Figure 2: Predicted Probability of Individuals with Probable Unmet Mental
Health Care in Preperiod Initiating Mental Health Care in Postperiod

Data: Medical Expenditure Panel Survey Panels 6–11 (2002–2007): Sample Includes Indi-
viduals Age 5–21 with Probable Unmet Mental Health Care Need (i.e., Parent-Reported
Good, Fair, or Poor Mental Health in the Preperiod (Rounds 1 and 2 of the MEPS) with No
PreperiodMental Health Care
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symptoms of mental health conditions improving educational outcomes
(Busch, Golberstein, and Meara 2011), these disparities may lead to long-term
differences in earnings.

A limitation of this study is the absence of a full set of parent- and child-
reported exogenous, fully informed preferences for mental health care. This is
typical of other disparities studies (Braddock et al. 1999; Ashton et al. 2003;
Armstrong, Hughes-Halbert, and Asch 2006).We believe our preferencemea-
sures (parent’s overall risk and parent’s belief that illness can be overcome
without medical help) are less likely than more targeted mental health services
preferences measures to be influenced by limited information or previous dis-
criminatory practices. However, we also recognize that these general
measures may be poor proxies for preferences relevant to children’s mental
health care. We think the bias introduced from omission of additional prefer-
ence measures is minimal given the strong likelihood that preferences are dri-
ven by previous experiences with the health care system, which may be the
result of disparate treatment by race/ethnicity. To the extent that unobserved
preferences do represent a realistic response to past experiences of discrimina-
tion or inferior access to and quality of health care, rather than an exogenously
determined preference, our analysis treats these preferences in accordance
with the IOM definition. These unobserved racial/ethnic differences will load
into the race/ethnicity indicator coefficients and be included in disparity cal-
culations.

A second limitation is the lack of more specific measures of mental
health status than those available in the MEPS. Lack of information on diag-
noses of mental illness among individuals that do not utilize care necessitates
reliance on a brief measure (parent-reported mental health) and a scale (CIS).
However, the MEPS is the sole data source with sufficient numbers of ethnic
and racial minority cases to estimate nationally representative trends in men-
tal health service disparities with precision with a very short lag time between
data collection and public release. In addition, the parent-reported mental
health and CIS measures have been shown to predict psychological distress,
depressed mood, and functioning (Fleishman and Zuvekas 2007), and to cor-
respond with psychiatric symptoms and diagnosed mental illness (Hoff et al.
1997). One caveat is that Zuvekas and Fleishman (2008) found the SRMH dif-
ferentially predicted emotional functioning (measured using the mental health
component of the SF-12 (Ware, Kosinski, and Keller 1996) across racial/ethnic
groups of adults, with blacks and Latinos reporting good, fair, or poor mental
health at more severe levels of emotional functioning than whites. If these
same patterns are true in the SRMH when parents are reporting on their
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children’s mental health, then the greater severity of blacks and Latinos in the
good, fair, or poor group makes our initiation disparities findings even more
striking. Related to this limitation, because we used observational data, and
did not have access to medical records for survey respondents, we were unable
to control for clinical appropriateness of treatment. There is evidence of a mis-
allocation of treatment in mental health care and disparities may be due to
overtreatment of whites or undertreatment of blacks or Latinos or both (Shaffer
et al. 1996; Alegria et al. 2008) and we cannot distinguish among these in this
study.

The MEPS data did not contain a sufficient sample to assess how more
expensive and potentially less appropriate mental health care factored into
disparities (or lack of disparities) in mental health care expenditures. Less than
0.5 percent of our sample reported inpatient or emergency room mental
health care use. Future research using datasets with greater samples of individ-
uals using these types of mental health services is needed to identify the rela-
tionship between cost, severity of illness upon access, and disparities in mental
health care expenditures. In addition, because the MEPS identifies youth
mental health service use through parent reporting, there is the possibility that
parents may have been unwilling to reveal that their children received care
from a provider for mental health reasons. Given that stigma may be a barrier
to receiving mental health care within minority communities (Pumariega,
Rogers, and Rothe 2005), it is possible that differential underreporting by
racial/ethnic minorities bias results toward identifying greater disparities in
parent-reported survey data compared with administrative data. A final limita-
tion is that cost information in the MEPS reflects charges, which may be
higher than actual payments to providers. However, charges may be a more
relevant measure of actual resource use given that payments may be distorted
in health care markets which are not perfectly competitive.

In conclusion, our findings suggest that improving initiation of care is
critical for targeting future efforts. Thus, policies to increase detection of child-
hood mental health disorders, perhaps through improved screening efforts,
will potentially be effective in reducing disparities.
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