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Abstract

Despite decades of research, racial and ethnic disparities in behavioral health care persist. The
Affordable Care Act expanded access to behavioral health care, but many reform initiatives fail to
consider research about racial/ethnic minorities. Mistaken assumptions that underlie the expansion
of behavioral health care risk replicating existing service disparities. Based on a review of relevant
literature and numerous observational and field studies with minority populations, we identified
the following three mistaken assumptions: improvement in health care access alone will reduce
disparities, current service planning addresses minority patients’ preferences, and evidence-based
interventions are readily available for diverse populations. We propose tailoring the provision of
care to remove obstacles that minority patients face in accessing treatment, promoting innovative
services that respond to patient needs and preferences, and allowing flexibility in evidence-based
practice and the expansion of the behavioral health workforce. These proposals should help meet
the health care needs of a growing racial/ethnic minority population.

According to the 2014 National Healthcare Quality and Disparities Report, racial/ethnic
disparities in access to mental health and substance use disorder treatment changed little
between 2008 and 2012.[1] In 2012 black (62.1 percent) and Latino (55.6 percent) adults
were less likely than whites (72.0 percent) to receive treatment for depression, compared to
56.1% of blacks, 57.4% of Latinos, and 71.8% of whites in 2008.. For the twenty-three
million people who needed substance use disorder treatment in 2012, all racial/ethnic groups
were equally unlikely to enter treatment . Blacks and Latinos were less likely than whites to
complete treatment for alcohol and drugs, while Native Americans were less likely to
complete alcohol treatment[2]—highlighting that even those racial and ethnic minority
patients who receive treatment do not have their treatment needs met adequately . Similarly,
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blacks who used services had significantly lower odds of receiving adequate depression care,
compared with whites.[3]

Disparities in care lead to excess morbidity and disease burden for racial/ethnic minorities.
Given evidence that access to care and high-quality interventions can improve the course of
behavioral health conditions, the primary goal of the Action Plan to Reduce Racial and
Ethnic Health Disparities of the Department of Health and Human Services (HHS) is to
transform the health care system through initiatives to reduce access and quality disparities.
[4] However, prospects for reducing racial/ethnic disparities, particularly in behavioral
health care, are uncertain at best.

Many of the thirty-two million people expected to gain health insurance through Medicaid
expansions or subsidized plans offered through the Marketplaces[5] as part of the Affordable
Care Act (ACA) are low-income and previously uninsured racial/ethnic minorities[5] with
limited English proficiency; previous experiences of poor access,[6] low-quality care,[7] or
coerced care (such as involuntary commitment or court-mandated services);[8] and low
expectations about the value of behavioral health care.[9] The ACA seeks to improve health
equity through the expansion of insurance coverage, health care delivery provisions (for
example, related to health homes and workforce training support), data collection
requirements (such as requiring race and ethnicity data to be linked to reporting), and
population health improvements (for example, community prevention initiatives).[10] But
the policy levers intended to improve health care delivery systems may not be well aligned
to the actions needed to reduce disparities.

Multiple conceptual frameworks for service disparities (see online Appendix 4)[11] divide
the “mechanisms” of disparities into the following three levels: macro level (the larger health
and social policy or environmental context), meso level (interactions between formal
organizations, lay sectors, and communities), and micro level (interactions between provider
and caregiver, patient, or both). At the macro level, low Medicaid reimbursement payments
mean racial/ethnic minorities who depend on public insurance must struggle to find
behavioral health service providers who accept Medicaid and are multilingual, which causes
access disparities. A lower percentage of psychiatrists accepted Medicaid (43.1 percent) in
2009-10, compared to other physicians (73.0 percent).[12] At the meso level, minority
communities’ stigma about and distrust of behavioral health treatments may discourage
patients’ prioritization of care over other matters such as housing and employment security.
At the micro level, limited institutional support for providers to adopt evidence-based
treatments can lead to disparities in high-quality care, since poorly funded health care
systems are the least likely to implement new treatments. Compared to the majority white
population[please provide], racial/ethnic minority populations are more often affected by
discrimination, racism, and poverty, which affect interactions with clinicians and health care
institutions and lead to premature dropping out of behavioral health treatment and poor
behavioral health outcomes.

In this article we discuss how current approaches might inadvertently reinforce racial/ethnic
disparities in access to and quality of care even in the context of well-intended reform
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initiatives, because the initiatives may not address the central dynamics discussed above.
Our focus is on behavioral health care (see Appendix 1).[11]

This article draws on the literature and our experience with two observational studies, four
studies with national data, and five clinical trials with patients who were diverse in terms of
race/ethnicity, age, language use, immigration status, and clinical presentation (see
Appendix 5 and 6). [11] These studies and trials were conducted to understand the
mechanisms involved in service disparities or to increase access to and the quality of
behavioral health care for racial/ethnic minorities.

We posit that the persistence of behavioral service disparities is partly due to the planning of
service delivery systems without consideration of research findings, and consequently, with
faulty assumptions. Lessons and challenges encountered in these studies illustrate how
outmoded assumptions may inhibit the implementation of equitable behavioral health care
access and high-quality care. We next identify three faulty assumptions that we have
consistently encountered, after which we make recommendations.

Mistaken Assumptions

Expanding Insurance Coverage

The first mistaken assumption is that a universal approach to improving access to care by
itself will reduce disparities in behavioral health services. The HHS Action Plan
recommends expanding insurance coverage and integrating behavioral health services into
primary care, initiatives promoted by the ACA.[4]

While expanding insurance is an important part of a disparities reduction strategy, studies
suggest that insurance fails to eliminate behavioral health service disparities between blacks
and whites, which may be a result of less availability of the services in predominantly black
neighborhoods, compared to majority white neighborhoods.[13] These factors may help
explain why black Medicaid patients are half as likely as whites to receive follow-up care
within thirty days of an inpatient discharge.[14]

Strategies to increase engagement can be effective. Many evidence-based interventions
explicitly address service barriers, including Assertive Community Treatment
(multidisciplinary care for individuals diagnosed with severe mental illness, which involves
service delivery in their community),[15] screening for and treating mental illnesses in
nonmedical settings, and training front-line workers such as peer navigators (see Appendix
3).[11] But these require substantial effort and funding and are not of widespread use in
communities of color. For example, in one study of depression care, low-income women
(approximately 70 percent of whom were Latina, African American, Asian American, or
Native American and 30 percent of whom were white) needed to be contacted an average of
ten times before attending an initial therapy appointment,[16] an unrealistic practice in the
present funding environment.
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In our studies, persistent recontacting and rescheduling of sessions have been the rule, not
the exception, to ensure that minority patients receive an adequate treatment dose. For
example, we have found thus far in the International Latino Research Partnership study that
it takes over twenty weeks to deliver 10-12 sessions(see Appendix 6). [11] Persistent
outreach, which we see as necessary for retention, conflicts with the standard clinical
practice of dropping patients after several missed appointments.

We also found that telephone-based cognitive behavioral therapy was as effective as face-to-
face intervention for reducing depression among low-income Latino patients and was
associated with greater engagement in treatment. However, billing restrictions hamper the
expansion of telehealth service delivery.[17]

A systematic review of evidence-based strategies for improving behavioral health care
engagement found only ten studies that either analyzed results by race/ethnicity or included
a sample containing more than 50 percent racial/ethnic minorities.[18] Even these studies
did not generally examine effects for separate racial/ethnic groups or by language use. The
only engagement approach studied more than once and found to be as efficacious for Latino
and African-American patients as for white patients was collaborative care for depression.
[18] Effective approaches are needed to address the needs of Asian, Native American, and
other minority populations and to treat patients experiencing psychiatric illnesses other than
depression in languages besides English and Spanish.

Responding To Diverse Populations

The second mistaken assumption is that planning of behavioral health service delivery
addresses minority patient preferences. . While providing patient-centered care is a laudable
goal, the reality is that the behavioral health care patient population in the United States is
characterized by what Mary-Jo Good and Seth Hannah describe as “hyperdiversity”—the
vast range of nationalities, races, ethnicities, immigration status, and nativity represented in
the United States.[19] Responding to the unique needs of diverse racial/ethnic minority
populations is enormously challenging for providers.[19]

Sensitivity and responsiveness to cultural pluralism requires ascertaining what matters most
to the patient,[20] weighing his or her choices in treatment,[21] improving communication,
increasing the patient’s role, and incorporating his or her preferences in care.[22] Although
these principles hold for any patient, they are particularly relevant when patient and provider
do not share the same cultural or contextual background.

Training providers in cultural competence is not enough. While the majority of behavioral
health providers perceive themselves as culturally competent, more studies that involve
observer ratings are needed to determine the prevalence and effectiveness of culturally
competent provider behaviors. Providers also need an infrastructure that supports cultural
competence.[23] Yet few systems of care coach and support providers in shared decision
making, improved communication, and interpersonal relationships with racial/ethnic
minorities. Interpersonal factors within the provider-patient interaction matter—in particular,
language compatibility, shared understanding, the provider’s familiarity with the patient’s
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cultural preferences, and whether or not the provider speaks to the patient in egalitarian
terms.[24]

Patient preferences in behavioral health care vary across racial/ethnic groups.[20,25] A
qualitative study of patient preferences in the behavioral health patient-provider encounter
found that the following three themes were consistently described for African-American,
Latino, and white patients: listening, understanding, and managing differences between
patients and providers.[26] However, descriptions of the themes varied across the groups.
For African-American patients, listening involved the provider’s recognizing the patient as
the expert on him- or herself. For Latino patients, it meant clearly paying attention to what
the patient is saying, and for white patients, it meant making the patient comfortable enough
to express his or her feelings.

Even when preferences are similar, the same treatment options are not available to all patient
groups. Like most members of the general population,[27] minority patients prefer
psychotherapy to medication, but they have fewer options than white patients for accessing
those treatments, even when referred from primary care.[28]

When asked about barriers to care, more than half of Latino immigrants cited a desire to
handle a problem on their own, two-fifths reported thinking that treatment would not work,
and almost half reported being unsure of where to go for treatment.[9] Additional obstacles
include a system that requires face-to-face engagement while disregarding the personal costs
of transportation,[9] time demands (for example, having an irregular work schedule or no
paid sick leave), and lack of linguistic and cultural competence.[29] Many of these barriers
would apply to any low-income patient,[30] but barriers rooted in the lack of linguistic or
cultural competence or in differences in interpersonal dynamics differentially affect specific
racial/ethnic minority groups.

Medical practices that integrate behavioral health services into primary care services [please
provide] confront limitations on obtaining reimbursement for services that address social
determinants of behavioral health (for example, coaching patients to advocate for themselves
in eviction hearings or providing care coordination to assist patients in addressing contextual
issues such as food or employment insecurity). Insurance plans may be particularly stringent
in their application of “medical necessity” criteria for behavioral health care. Twenty-nine
percent of respondents in a national survey reported that they or a family member were
denied behavioral health care based on medical necessity criteria, compared to 14 percent
who reported being denied general medical care.[31] Such restrictions imply low payments
for behavioral health services,[32] and therefore disincentives for providers to meet the
needs of racial/ethnic minority patients.

Evidence-Based Practices

The third mistaken assumption is that evidence-based interventions are readily available for
uptake in settings serving diverse populations, with a trained workforce prepared to offer
them. Though the behavioral health field has emphasized evidence-based practices over the
past three decades, implementation of these practices in real-world settings has proven to be
challenging. (see Appendix 2).[11] While a focus on evidence-based practices is
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theoretically consistent with providing high-quality care to patients, these practices have
been criticized for equating efficacy with carefully screened patients in research conditions
to efficacy with complex patient populations in real-world settings.[33] Given the severe
underrepresentation of racial/ethnic minorities in controlled trials of behavioral health
interventions,[34] this problem is especially salient.

Evidence indicates that adapting treatments for racial/ethnic minorities adds value.[35]
Options include using client manuals that reinforce the strategies learned after treatment has
ended and using clinician manuals that provide scripts for bilingual clinicians to use without
having to improvise. Relying on the clinician to translate concepts and materials ad hoc is a
substantial burden on the clinician, involving unreimbursed time, and can lead to unintended
changes in the protocol. Yet most evidence-based practices, which utilize treatment manuals
for clinicians and handouts for patients, have not been translated into multiple languages or
tested with different racial/ethnic populations, much less been culturally adapted for them
(see Appendix 2).[11]

Using culturally adapted interventions results in significantly improved outcomes across a
range of conditions.[35] Although more programs are being developed with diverse
populations, fewer explicitly describe cultural adaptations. Of the thirty-six new programs
added since September 2015 to the National Registry of Evidence-Based Programs and
Practices of the Substance Abuse and Mental Health Services Administration (SAMHSA),
fourteen were developed with racially and ethnically diverse patients but only two described
culturally adapted treatment.[36] From a policy and practice standpoint, tension exists
between promoting quality of care via established scientific evidence and ensuring that
evidence-based care is acceptable, feasible, and equally effective for most patients, including
racial/ethnic minorities and low-income patients.[37]

The adaptation of intervention manuals is costly, involving multiple iterations of content,
feedback integration, and testing.[38] Adapting treatment to more than one racial/ethnic
minority population requires attention to culture, language, age, and other characteristics,
including differences within groups. The use of manualized protocols may also be
complicated by low education and literacy levels. Nearly one-third of the participants in the
Comparative Effectiveness Research for Eliminating Disparities study and the Positive
Minds-Strong Bodies study (see Appendix 6) [11] had fewer than six years of formal
education. In the latter study, many elderly Chinese participants were unable to read Chinese
text, which required considerable adaptation to a less verbal version of the participants’
intervention workbook. Without this kind of flexibility in response to implementation
challenges, the elders would have likely become less engaged in treatment.

Finally, uptake of culturally adapted evidence-based practices is inhibited by having an
unprepared, minimally diverse behavioral health workforce.[39] Minority providers are
more likely than nonminority providers to practice in underserved areas and serve patients of
color, but minority providers represent only a fraction of providers (for example, 12.9
percent of social workers and 7.8 percent of psychologists).[34] While ethnic matching is
not essential to treatment effectiveness, many minority patients prefer minority clinicians,
[40] and nonnative English speakers prefer treatment in their native language.[41]
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Additionally, over half of US counties, particularly in rural areas, lack any practicing
psychiatrists, psychologists, or social workers.[42] Overall workforce shortages make
workforce diversification even more difficult to achieve.

There are numerous challenges to diversifying and expanding the behavioral health
workforce, and the high turnover of paraprofessional staff is a particular problem. The
Positive Minds—Strong Bodies study showed a turnover rate of 54 percent among
community health workers trained in behavioral health care, a rate consistent with that
among home health aides, case managers, and other entry-level behavioral health staff
members (see Appendix 6). [11] Turnover is costly in terms of training and replacement
expenses, and it is disruptive to the therapeutic relationship. It can be particularly disruptive
to efforts to implement evidence-based practices. When institutional capacity is lost with
departing staff members, the competency to perform the interventions as intended
diminishes.

In addition, paraprofessionals are a more diverse workforce thanpeople in other health
professions (for example, 35 percent of community health workers are Latino, 15.5 percent
are African American, 5 percent are Native American, and 4.6 percent are Asian or Pacific
Islander).[43] Consequently, lack of retention represents a threat to diversification efforts.

Recommendations

There is an urgent need to resolve persistent disparities in behavioral health care. We next
identify recommendations to ensure that racial/ethnic minorities receive essential behavioral
health treatment. Some of these approaches have a strong evidence record; others are novel
proposals that should be tested for viability in addressing the problems raised above.

Tailor The Provision Of Care To Remove Obstacles

To address the assumption that universal approaches to improving access will reduce
disparities, we propose expanding outreach beyond clinic walls, with a focus on engaging
racial/ethnic minority groups. We discuss here promising programs that could be tailored to
the reduction of behavioral health disparities.

Several promising interventions could improve access to behavioral health care. The 2,000
medical mobile clinics in the United States target hard-to-reach populations such as the
homeless and the uninsured, and the clinics have recently begun adding behavioral health
screening and outreach.[44] Widespread deployment of mobile clinics for behavioral health
screening and brief interventions would enable confidential, language-specific treatment that
eliminated some of the stigma associated with clinic-based treatment (for alternative
treatment models, see Appendix 3).[11] Mobile clinics reduce the numbers of emergency
department visits and save money.[45] Challenges to this approach include the limited space
in mobile vans for confidential discussions and regular treatment visits.

Other options to increase access include the use of mobile technology that can help patients
who are not proficient in English conduct confidential self-assessments of symptoms and
that can refer them to linguistically compatible clinicians. Outcomes research evaluating the
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efficacy of mobile technology for behavioral health is still in its infancy.[46] In theory,
linguistically and culturally appropriate technology that utilizes culturally normative
concepts, imagery, and recommendations could increase awareness of symptoms and
available providers for diverse racial/ethnic groups.

Language barriers decrease the odds of using behavioral health services.[41] To provide
direct language-matched treatment even when geographic distance might preclude face-to-
face sessions, we recommend telephone- and video-based treatments (see Appendix 3).[11]
Such treatments—including assessments, care management, referral services, medication
consultation and management, and therapy—facilitate care continuity and scheduling
flexibility. Paying for these services would require a change for most insurers.

Access may also be facilitated by integrating behavioral health services into programs that
provide housing, employment, or other social services, such as Housing First and Recovery
College (see Appendix 3).[11] Low-income patients are more likely to adhere to behavioral
interventions when these are combined with community resources that attend to basic social
needs.[47]

Widespread social marketing and culturally relevant campaigns developed with input from
minority groups are needed to promote access to behavioral health care. Such strategies can
address issues of stigma and mistrust. Examples include Minnesota’s “Make 1t OK” and “El
Silencio Duele” campaigns, which destigmatize treatment and encourage minorities to seek
behavioral health care. SAMHSA has disseminated multifaceted strategies that combine
social marketing with community outreach to inform racial/ethnic minorities about their
insurance eligibility and enrollment. We recommend that these strategies be used not only to
provide general information but also to offer information on locally accessible treatment
options such as behavioral health screening, multilingual services, or mobile interventions.

Respond To Patient Needs And Preferences

To tackle obstacles described in the section “Responding To Diverse Populations,” we
recommend that health care providers collect data on patient preferences in terms of
behavioral health care needs, treatment options, and barriers to care. We also suggest that
providers use this information to inform inform administrators of reimbursement programs
and state policy-makers about the needs of minority behavioral health consumers. This
would help Medicaid agencies and state minority health offices to collaborate in creating
behavioral health services that address the preferences of minority patients.

We recommend that patient activation interventions—such as those that were part of the
Effectiveness of DECIDE In Patient-Provider Communication Therapeutic Alliance, and the
Care Continuation trial (see Appendix 6) [11]—and decision aids in multiple languages (that
is, tools to improve decision quality and personalize health care options [48]) be built into
Medicaid contracts with integrated provider organizations. Examples of decision aids
include the Agency for Healthcare Research and Quality’s Effective Health Care Program,
the Ottawa Hospital Research Institute's Patient Decision Aids, and the Shared Decision
Making National Resource Center's Depression Medication Choice tool. [49]
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Expanded use of patient and family advisory boards, which are already required in federally
qualified health centers and hospital systems, may also help increase the engagement of
minority patients. We recommend that boards with a diverse membership of patients and
community advocates provide feedback on disparities reduction initiatives, suggest ways for
staff to recognize minority patient concerns, and help design strategies to reach new
behavioral health care consumers.

Payers should hold provider groups financially accountable for addressing disparities.[50]
The Centers for Medicare and Medicaid Services (CMS) currently requires health care
organizations to address ethnic/racial disparities when they draft quality improvement goals.
[51] However, in the case of accountable care organizations, only one quality measure
required by CMS relates to behavioral health.[52]

We recommend that CMS as well as Medicaid payers expand disparities reduction initiatives
while concurrently expanding the use of behavioral health quality measures that can be
stratified by racial/ethnic groups. CMS reimbursements should be contingent upon
providers’ demonstrating acceptable levels of racial/ethnic minority engagement by
reporting the demographic breakdown of patients who began and continued treatment, and
through a similar breakdown of outcomes and patient satisfaction measures organized by
patient demographics. This approach would help integrated care organizations become
vehicles for disparities reduction and could prevent them from avoiding at-risk or low-
income patients, practices that would exacerbate disparities.[53]

Be Flexible In Using Evidence-Based Practices And Expanding The Workforce

To address the challenges outlined in the section “Evidence-Based Practices,” we
recommend adapting these practices to the target communities through partnerships among
researchers, clinicians, and community leaders. Adapting evidence-based practices requires
familiarity with the target population and an understanding of the opportunities and barriers
to behavioral health service engagement in that population. These partnerships are also vital
to the sustainability of behavioral interventions. Indeed, engaging community agencies in
planning the delivery of behavioral health interventions is more predictive of positive health
outcomes than is providing evidence-based practices at the individual program level alone.
[54] The primary challenges in these collaborations are finding available funding and staff
time to develop and sustain the partnerships.

We also recommend expanding the behavioral health care workforce to treat patients newly
eligible for Medicaid. In part, this can be done by providing behavioral health training to
some of the more than 120,000 community health workers now employed in clinics and
community-based organizations (see Appendix 3).[11] (Community health workers are lay
public health workers who often come from the communities they serve and are more
typically trained in physical instead of behavioral health services.) Equipping them to
provide quality assessments and behavioral health care would require rigorous training and
supervision by experienced behavioral health professionals. Minimizing turnover among
community health workers would involve careful hiring practices, ongoing support, rewards
for optimal performance, and efforts to foster a sense of empowerment.
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Ensuring appropriate training and supervision could be accomplished through
implementation of comprehensive certification standards. Currently, qualifications for
community health worker training and certification vary across states, with only seventeen
states having any certification standards, training programs, or Medicaid payment provisions
for community health workers.[55]

New federal and state funding to support behavioral health service employers and
community partners will also be needed. An effective model with greater fidelity to
evidence-based practices can be found in a multistate implementation of Assertive
Community Treatment in which state health authorities provided financial support, quality
monitoring, technical assistance, and human resource support to implementing agencies.[15]

Conclusion

Behavioral health care providers, researchers, and policymakers can reduce service
disparities by adopting strategies that have proved successful but have not been widely
adopted or by testing approaches that have improved access and quality of care for other
health conditions. Strategies to increase the availability, accessibility, and quality of
behavioral health care for racial/ethnic minorities work best if they also address social
determinants that affect health care. A systematic commitment at the levels of policy, health
care delivery, and community practice could create real and lasting improvements in
behavioral health status for all Americans.
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