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1 | INTRODUCTION

Objectives: To describe reasons for unmet need for mental health care among blacks,
identify factors associated with causes of unmet need, examine racism as a context
of unmet need, and construct ways to improve service use.

Data Sources: Data from the 2011-2015 National Survey on Drug Use and Health
were pooled to create an analytic sample of black adults with unmet mental health
need (N = 1237). Qualitative data came from focus groups (N = 30) recruited through
purposive sampling.

Study Design: Using sequential mixed methods, reasons for unmet need were re-
gressed on sociodemographic, economic, and health characteristics of respondents.
Findings were further explored in focus groups.

Principal Findings: Higher education was associated with greater odds of reporting
stigma and minimization of symptoms as reasons for unmet need. The fear of dis-
crimination based on race and on mental illness was exacerbated among college-
educated blacks. Racism causes mistrust in mental health service systems.
Participants expressed the importance of anti-racism education and community-
driven practice in reducing unmet need.

Conclusion: Mental health systems should confront racism and engage the historical
and contemporary racial contexts within which black people experience mental
health problems. Critical self-reflection at the individual level and racial equity analy-

sis at the organizational level are critical.
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these outcomes between marginalized and dominant racial groups.

Therefore, most of the research examining inequities employs race

Although blacks have similar or lower rates of common mental dis-
orders than whites, mental disorders are more severe, persistent,
and disabling among blacks.} Blacks are also less likely to utilize
psychiatric services, and if they receive care, it is usually of lower
quality than care provided to whites.®*® Consequently, unmet need
for mental health care is greater among blacks than whites.
Documenting racial inequities in mental health status, access

to services, utilization, and quality of care requires comparing

comparative approaches. However, identifying and addressing
mechanisms that underlie inequities require more in-depth analyses
of the contexts in which people who belong to racial minority groups
experience poor health outcomes.!! This study describes reasons for
unmet need for mental health care specifically among blacks, identi-
fies factors that are associated with causes of unmet need, examines
the racial context of unmet need, and constructs ways to improve

service use.
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Given that racism is implicated in inadequate access to and utili-

zation of health services in general,12

it is necessary to explore how
racism might limit the use of mental health care thereby increasing
unmet need. Research that assesses the relationship between racism
and a range of mental health outcomes has focused on pathways
such as discrimination that limit access to resources or directly cause
chronic stress, and on the internalization of racist stereotypes which
induce emotional and physiological responses that take a toll on
mental health. ' However, little is known about how racism inhib-
its utilization of mental health services, thereby creating unmet need
among blacks with mental disorders.

To fill this gap, the current study investigates how racism is impli-
cated in the reasons why blacks with mental health problems might
neither seek nor receive the services they need. Specific aims are
as follows: (a) To characterize unmet need by identifying character-
istics of blacks that are associated with reporting different reasons
for perceived unmet need for mental health care; (b) To examine the
degree to which reasons for unmet need are a result of racism; and

(c) To construct anti-racism approaches to reducing unmet need.

2 | METHODS

2.1 | Study design

This study uses an explanatory sequential mixed methods design,
employing a second methodology to complement and explain find-

ings from the first.!®

Quantitative analysis of national survey data
addresses aim 1: Identifying characteristics of blacks that are associ-
ated with reasons for perceived unmet need for mental health care.
Qualitative data elaborate on the racial context of the quantitative

results (aim 2) and identify ways of reducing unmet need (aim 3).

2.2 | Data sources and analyses

2.2.1 | Quantitative data

Quantitative data came from the National Survey on Drug Use and
Health (NSDUH). The analytic sample consisted of black adults in
the 2011-2015 data who reported unmet need for mental health
care (n = 1237). In the NSDUH, unmet need was established by ask-
ing respondents whether at any time in the past 12 months, they
perceived a need for mental health treatment or counseling but did
not receive these services.

Respondents with unmet need were further asked to specify
reasons for not receiving care. These reasons were grouped into
five main categories: (a) Cost (if they reported at least one of the
following: could not afford costs, health insurance does not cover
any mental health treatment/counseling, or health insurance does
not pay enough for mental health treatment/counseling); (b) Stigma
(at least one of the following: might cause neighbors/community
to have a negative opinion, might have negative effect on job, did
not want others to find out, concerned about confidentiality, or
concerned about being committed/having to take medications);
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(c) Minimization (did not feel the need for treatment at the time or

thought they could handle the problem without treatment); (d) Low
perceived effectiveness of treatment (didn't think services would
help); and (e) Accessibility barriers (at least one of the following
was reported: no transportation, location was inconvenient, did not
know where to go for services, or did not have time).

Quantitative analysis

Multivariate logistic regressions were conducted to identify soci-
odemographic, health status, and health insurance characteristics
that were associated with reporting each of the five reasons for
unmet need (cost, stigma, minimization, low perceived effective-
ness of treatment, and accessibility barriers). Pooled weights were
applied to ensure that the analytic sample was representative of the
national average for 2011-2015. Parameter estimates and stand-
ard errors were also adjusted for the multistage sampling design
of the NSDUH using Taylor series linearization methods. STATA 14
(StataCorp, College Station, TX, USA) was used.

2.2.2 | Qualitative data

Qualitative data were obtained from four focus groups. Two focus
groups were held in the Midwest and two on the East Coast.
Research ads were placed in clinics, community centers, and local
businesses and via listserves to Black mental health providers in the
two main cities from which participants were recruited. All focus
group participants (n = 30) identified as Black and were recruited
through maximum variation purposive sampling to ensure some
variation in gender, age, education, and relationship with the men-
tal health system. Two focus groups (one in the Midwest and one
in the East Coast) included mental health providers. The Midwest
focus group included six providers (50 percent female; age range
36-61); the East Coast focus group included seven providers (three
men, four women; age range 28-68). Two other focus groups were
conducted with community members interested in mental health.
The Midwest focus group included nine community members (six
men, three women; age range 22-45). None of the participants in this
group had a college degree. The second focus group of community
members was on the East Coast with eight participants (four men,
four women; age range 18-54). Six of the eight participants in this
group held a college degree. The study was approved by the univer-
sity's institutional review board.

Qualitative analysis

Collective conversations provided contexts for understanding per-
spectives of providers and community members with similar racial
identity. The discussions in each focus group were guided by four
main questions that provided a range of experiences and perspec-
tives about addressing unmet need in a racialized context: (a) Can
you talk about a time when you or another black person you know
needed professional help for a mental or emotional problem but
ended up not receiving the help needed? (b) Some people say that
finances prevent them from seeking care. Some cite stigma. Others
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think that the issue will go away on its own, or feel that it is not a big
deal, or that going to a professional will not help. Some just don't
know where to go, the location is inconvenient, they lack transpor-
tation, or don't have time. Has there been a time when any of these
reasons prevented you or someone you know from seeking help? (c)
Does racism affect your decision and ability to seek help for a mental
health problem? (d) How can the mental health system better ad-
dress the needs of black people? These questions elicited discussions
about the racial context of unmet need, legitimized the narratives
of people experiencing inequities, and privileged their perspectives
about how to confront racism and to better address their mental
health needs. Saturation for each question was achieved when all
the participants in each focus group had shared an experience or
perspective similar with that of someone else, or when at least half
of the participants were repeating their own unique perspective.
Focus group transcripts were analyzed using both inductive and
deductive approaches to coding. Deductively, the preliminary orga-
nizing framework for coding was based on findings from the quanti-
tative analysis and the focus group questions. Two coders reviewed
the focus group transcripts and identified portions associated with
each reason for perceived unmet need and with racism. Inductively,
emergent categories (neither explicit in the quantitative findings
nor the focus group questions) were identified from the data and
coded. Coding was done separately, after which the coders came
together to compare codes. Discrepancies were resolved by merging
similar codes or excluding redundant ones. Finally, all similar codes
were further grouped into overarching themes that reflect the total-
ity of experiences and opinions discussed in the focus groups. The
abstraction of themes was performed independently. An initial 90
percent agreement was reached. The coders investigated the 10
percent variability and re-conducted the abstraction of themes until

complete agreement was achieved.

3 | RESULTS

In the full pooled data (2011-2015), 25 260 blacks needed men-
tal health services. 10.2 percent (weighted) reported that they did
not get the treatment or counseling they needed (unmet need),
compared to only 5.1 percent of the general population with unmet
need. Sample characteristics of African Americans with unmet need
(N = 1237) are shown on Table 1. The sample was disproportionately
female, one in five had a college education, two-thirds lived in large
metropolitan areas, one-half were employed, and a quarter were
uninsured.

Figure 1 shows the frequency of each of the reasons for unmet
need in the analytic sample—only those who reported unmet need.

3.1 | Factors associated with reasons for
unmet need

Characteristics of respondents that are associated with each
reason for perceived unmet need are shown on Table 2. Compared

TABLE 1 Characteristics of non-Latino Blacks/African
Americans who reported unmet need for mental health care in the
2011-2015 NSDUH (N = 1237)

% (Weighted) N (Unweighted)
Sociodemographic characteristics
18-25 years old 21.65 625
26-34 22.23 226
35-49 3.16 264
50-64 19.43 105
65 and older 5.10 17
Male 28.26 352
Single/never married 53.70 881
Separated/Divorced/ 23.54 189
Widowed
Married 20.76 167
Less than High School ~ 20.34 278
Completed High 30.77 401
School
Some college 28.86 368
College degree and 20.02 190
higher
Large metro 66.63 771
Small metro 22.64 335
Non-metro 10.73 131
100% of FPL 43.21 574
100%-199% 22.90 285
200% + FPL 33.89 378
Unemployed 36.15 390
Not in labor force 13.42 213
Employed 50.43 634
Health status
Excellent/Very good/ 67.43 924
Good Health
Substance abuse or 7.63 134
dependence
Mean Ké scores 10.87 (0.26) 1237
(standard error)
Mean WHODAS 11.35(0.30) 1237
(standard error)
Health Insurance
Uninsured 24.68 314
Public 39.67 483
Private 35.65 436

to 18-25 year olds, black adults age 35-49 and 50-64 had higher
odds of reporting cost as a reason for not seeking care (OR = 1.52,
Cl=1.03-2.25, and OR=23.33, Cl=2.10-5.31, respectively).
Married persons were less likely than their single counterparts
to report cost (OR = 0.59, Cl = 0.38-0.94). Not surprisingly, pub-
licly and privately insured persons were significantly less likely

than uninsured persons to report cost as a reason for unmet
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FIGURE 1 Frequency* of reasons for perceived unmet need [Color figure can be viewed at wileyonlinelibrary.com]
*Respondents could mention more than one reason for unmet need, and therefore, the sum of the frequencies is greater than the analytic

sample size.

need (OR =0.21, Cl=0.15-0.31, and OR =0.47, Cl =0.32-0.70,
respectively).

Among respondents who were 64 years and younger, older
age was associated with lower odds of reporting stigma. Odds of
reporting stigma were higher among persons with a college de-
gree compared to those who had less than a high school education
(OR =1.93, Cl = 1.13-5.34). Respondents with good, very good, or
excellent self-rated health had lower odds of reporting stigma than
their peers who rated their general health as fair or poor (OR =0.41,
Cl = 0.19-0.85). Factors associated with minimization included age:
lower odds among those ages 50-64 compared to 18-25 year olds
(OR =0.20, Cl = 0.07-0.55), and gender: men were less likely than
women to think that they could handle the problem without treat-
ment or to not feel the need for treatment at the time (OR = 0.55,
Cl = 0.36-0.84). Higher education was also associated with greater
odds of minimization, and persons who were insured (public or pri-
vate insurance) had higher odds of reporting minimization than their
peers who were uninsured.

Persons with at least some college education were more likely to
report unmet need because of low perceived effectiveness of treatment
than those who did not attend college. Compared to respondents
living in large metropolitan areas, those living in non-metro areas
had greater odds of skipping care because they thought treatment
or counseling would not help (OR = 2.19, Cl = 1.15-5.01). Blacks who
met criteria for substance abuse or dependence were more likely to
report low perceived effectiveness of treatment than peers without
substance use problems (OR = 2.5, Cl = 1.31-4.81). People in non-
metro areas had higher odds of reporting accessibility barriers than
those in large metro areas (OR = 1.30, Cl = 0.44-3.67). Employed
persons were less likely than unemployed persons to report barriers
related to access as reasons for unmet need (OR = 0.37, Cl = 0.15-

0.90). Blacks who met criteria for substance abuse or dependence

had greater odds of reporting accessibility barriers than their peers
without substance use problems (OR = 1.87, Cl = 1.23-4.66).

3.2 | Racism as the context of unmet need

The goals of the focus groups were to explore the racialized context
of reasons for unmet need and to find solutions. Four inter-related
themes characterized respondents’ perceptions of racism as central

to unmet need.

3.2.1 | Interconnected systems of oppression

John, a focus group participant who had held minimum wage jobs
for over 20 years talked about how the oppression that he faced
in other institutions affected his expectation of how he would be

treated in mental health settings.

They treat us bad in school, at work and on the
streets. If I'm not dying I'm not going to the hospital.
They'll treat us bad there too. You want them to give
you medications for mental health? That stuff can
mess with you real good. My pop says they'll come for
you at your house, so why do you have to go to them
to make it easier. John, lay resident
Having already experienced discrimination outside of the health
system, John believed that by not seeking mental health care, he was
reducing his exposure to additional structures that can serve as tools
for racial oppression. An indicator of lack of access in the NSDUH such
as not knowing where to go for treatment was described as a racialized
barrier to care because it was perceived to be linked to racially unequal

access to information that matters for health.
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TABLE 2 Logistic regressions of reasons® for unmet need on sociodemographic characteristics, health status, and insurance

Cost/Insurance
OR (95% Cl)

Age (18-25)
26-34
35-49
50-64
65 and older
Men (ref: women)
Marital status (ref: single)
Sep/Div./Wid.
Married
Education (ref: <H.S.)
Completed H.S.
Some college

College degree and
higher

Residence (ref: big metro)
Small metro
Non-metro

Poverty (ref: <100% of FPL)
100%-199%
200% + FPL

Work (ref: unemployed)
Not in labor force
Employed

Excellent/V. good/
Good health

Substance abuse or
dependence

Ké scores
Mean WHODAS

Insurance (ref: uninsured)

1.20(0.83-1.74)

(
1.52*(1.03-2.25)
3.33***(2.10-5.31)
(
(

2.45(0.78-4.63)
1.05(0.78-1.41)

0.68(0.43-1.06)

0.59* (0.38-0.94)

0.97 (0.67-1.40)
1.16 (0.77-1.74)
1.07 (0.64-1.78)

1.04(0.76-1.43)
1.11(0.71-1.75)

1.22(0.86-1.75)
0.89 (0.60-1.31)

1.72(1.13-2.61)
1.34(0.94-1.91)
0.91(0.65-1.27)

0.83(0.55-1.28)

1.03(0.98-1.1¢)
0.99 (0.91-1.19)

Stigma
OR (95% Cl)

0.39%(0.17-0.93)
0.21** (0.07-0.58)
0.10** (0.02-0.57)
1.02(0.94-1.21)
0.51(0.22-1.18)

3.30** (1.30-5.38)
1.24(0.43-3.59)

0.44 (0.34-2.35)
0.77 (0.60-3.13)
1.93*(1.13-5.34)

0.41(0.55-2.31)
0.75(0.51-4.01)

0.21(0.18-1.1¢)
0.42(0.43-2.30)

0.40(0.27-2.16)
0.40(0.48-2.23)
0.41** (0.19-0.85)

1.16 (0.48-2.75)

0.96 (0.90-1.07)
1.04 (0.99-1.10)

Minimization
OR (95% Cl)

1.19 (0.78-1.82)
0.82(0.51-1.34)
0.20** (0.07-0.55)
0.92 (067-1.33)

0.55*** (0.36-0.84)

1.09 (0.63-1.91)
1.27(0.75-2.17)

1.6* (1.09-2.55)
1.42* (1.02-2.45)
2.14**(1.13-3.98)

0.93(0.63-1.38)
0.87 (0.47-1.60)

1.2(0.77-1.86)
1.1(0.68-1.79)

0.85 (0.49-1.45)
1.02 (0.66-1.58)
1.16 (0.74-1.78)

1.06 (0.63-1.78)

0.94 (0.90-1.88)
1.02(0.99-1.09)

Low effectiveness
OR (95% Cl)

0.92 (0.45-1.86)
0.49 (0.19-1.23)
0.48(0.12-1.87)
2.39 (0.39-9.44)
1.23(0.68-2.25)

1.2 (0.47-3.04)
0.46(0.15-1.43)

1.31(0.54-3.14)
2.91** (1.20-6.05)
3.79** (1.35-9.64)

1.13(0.59-2.16)
2.19*(1.15-5.01)

1.49 (0.73-3.06)
1.37(0.64-2.92)

0.82(0.36-1.86)
0.55(0.26-1.13)
1.29(0.61-2.71)

2.5"*(1.31-4.81)

1.03(0.98-1.10)
1.01(0.96-1.10)

Accessibility barriers
OR (95% CI)

0.78 (0.29-2.03)
0.26** (0.07-0.98)
1.08 (0.28-4.09)
1.11(0.98-1.28)
0.55(0.21-1.42)

2.45** (1.85-6.03)
0.63(0.12-2.18)

0.47 (0.19-1.14)
0.79 (0.31-2.02)
0.35* (0.09-0.96)

1.03(0.46-2.31)
1.30* (0.44-3.67)

0.66 (0.35-2.10)
0.49 (0.14-1.75)

0.59 (0.21-1.65)
0.37** (0.15-0.90)
1.34(0.58-3.06)

1.87** (1.23-4.66)

1.02 (0.95-1.10)
1.05(0.99-1.11)

Public 0.21***(0.15-0.31)

0.47*** (0.32-0.70)

2.45 (0.93-5.45)
2.3**(1.09-6.55)

2.32**(1.42-3.79)
2.14* (1.28-3.58)

1.73(0.77-3.88)
2.13(0.95-4.77)

1.16 (0.47-2.84)

Private 1.24(0.41-3.78)

@Because reasons are not mutually exclusive, the odds of reporting each reason for unmet need are in comparison to odds of not reporting that reason
at all. The estimates are not comparable across reasons.
*P <0.05, **P < 0.01, ***P < 0.001.

| wouldn't know where to go. They come here and challenging. Cost barriers were also mentioned in the context of hier-

make us fill all these questionnaires but we don't archy of needs for black families.

know what happens after. They don't say go to this

Yes | have insurance and a $25 co-pay with each visit.
But it is still $25. What if they give me pills? What if

| have to go to therapy every week? | just thank God

place or that place if you have an emotional problem.
Maybe they don't care. Truth is we are still enslaved,
laboring for them. Alvin, lay resident

that | don't need to go. My first priority is a making
Other issues around interconnected systems of oppression dis- sure we pay our rent, then food. My family cannot be
cussed in the focus groups included homelessness and housing inse- another black family depending on welfare. Faye, lay

curity. Being able to receive treatment under such circumstances was resident
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3.2.2 | Double discrimination

Participants talked about how mental illnesses are stigmatized. They
also talked about how blackness is devalued, and how black people
experience discrimination in everyday life. The fear of experiencing
double discrimination—from mental illness and from being black—
was a significant barrier to care.

First off, they see a black person they think angry,
lazy, complaining, and stupid. Then black person says
“yeah, | also have bipolar, they'll add crazy, unfit, dan-
gerous, and incompetent to the list. | know it's stigma
but who wants that? Ben, lay resident
White person with bipolar and black person with bi-
polar, black person with bipolar is worst off 100 per-
cent of the time. Clarissa, clinical social worker

Discrimination based on mental illness and on race was even more

exacerbated among black women.

| agree with others but want to add that it's difficult
being a black woman in today's world, carrying the
weight of the world on your shoulders, putting up with
all the B.S. out in the world while providing and pro-
tecting your family and giving the gentleness to those
you love. | just keep my business in my house. We don't
have the luxury to sit on the therapy chair.  Michelle,

lay resident

3.2.3 | Institutional mistrust

Respondents discussed how black people have gone into the mental
health system to get help but have lost things that are important to
them such as their children, jobs, and their sense of control:

| didn't need no doctor putting me in an institution.
You know that's one way they put us away. Then they
place our children in the [foster care] system. Phyllis,

lay resident

I am an addict. | am well capable of handling things and
| have done it for years now. But | could not keep up.
They said they will help. What if they just want me to
depend on them [mental health institutions] forever? |
went. Come to find out, | could've trust my gut. It was
another establishment telling me I'm not good enough.
| couldn't go to group if | was high. | missed group three
times then they didn't clear me for work. | didn't work,
the problem got worse. Mike, lay resident

Focus group participants sometimes felt that they were the sub-

jects of an experiment or believed that they were not seen as people
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but as a collection of symptoms or a condition that needed to be

treated.

My daddy said one thing about history is that it re-
peats itself. One time, my uncle was experimented on
from a doctor who gave him medicine upon medicine
to see whether the different medicines will work. And
my family didn't know what to look for. He became
paralyzed. The county hospital said the other doctor
was treating him for the wrong thing. They will exper-
iment with your health. You think they care if another

one of us lives or dies? Rose, lay resident

3.2.4 | Racial micro-aggressions

Participants reported that their experiences of poor treatment
impacted their decisions about whether to continue to seek
treatment.

When a doctor walks in through the door, | know in
like 30 seconds if they respect me or not. Some just
refuse eye contact. But this is like normal health doc-
tor not mental health. I'm sure mental health doctors
are the same. | won't go back to a doctor who does
not respect me. Mason, lay resident
Mason, like other male participants, felt invisible in health care
settings where he was vulnerable. Black men in focus groups dis-
cussed this invisibility in contrast to the hypervisibility they expe-
rience on the streets. They also highlighted how the mental health
system is filled with racist assumptions and expectations about the

experiences of black people.

Instead of just asking me, she said ‘it must have been
hard growing up without your dad’ but | grew up with
my dad always being there. | did not return for my
next appointment. Tanya, lay resident
In the emergency room, my brother heard the nurses
saying that my other brother was not having psycho-
sis from schizophrenia but that he was high on drugs.
They wanted him to do a drug test first. Sandra,

clinical psychologist

Sometimes, clinicians unconsciously suggested that black patients
should assimilate to a dominant culture that characterizes counseling,
or that black patients should only see black providers.

My colleague asked me if she should recommend me
to her client because the client is loud sometimes and
she doesn't know if it is a cultural thing. The client is
black and I'm black. | guess she can't be bothered by
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anything different or anything that makes her uncom-
fortable.

Christie, psychiatrist

3.3 | Anti-racism approaches to reducing
unmet need

Two main themes were abstracted as anti-racism strategies for re-

ducing unmet need: anti-racism education and centering the margins.

3.3.1 | Anti-racism education

Participants suggested that educating providers about race, privi-
lege and oppression, and being conscious of how these issues mani-

fest in mental health systems might make a difference.

| think in this day and age, most of us are taught to
think about how our own belief systems affect our
patients. But | wonder what a difference it will make
if we specifically think about how white privilege af-
fects the way we provide care. If we can identify our
racial position whether as oppressor or the oppressed
when it comes to values and power, we can be more
inclusive. Ron, psychiatrist
If the Board of Directors and doctors are all white,
they should be asking themselves why. If | don't see
people who look like me there, or maybe they are
cleaning, or are the ones doing security, then | think
they are not making an effort. It's like they are not
even trying. At that point, | already know the kind of
place | am dealing with because you can't tell me that
not a single black person qualified to be a professional
there. You can't tell me that you don't notice that all

the professionals are White. Caleb, lay resident

3.3.2 | Center the margins

Narratives from the focus groups emphasized the need for mental
health service systems to seek and take seriously the perspectives
of people who experience unmet need.

If they felt we are equal, we too would be at the table
when the decisions about us are made. They will rec-
ognize our voices, we would be recognized. Steve, lay
resident

If you want to help me with re-entry then listen to me.
| am the one who was incarcerated for seven years. |
am the one who came back from prison and has diffi-
culties integrating into my community. King, lay

resident

One thing | don't like is that they can use the treat-
ment approaches developed from research on white
people on black people- its mainstream, but if it is the
other way around, it is ethnic or cultural. Janelle,

counseling psychologist

4 | DISCUSSION

Sociodemographic, economic, health status, and health insurance
characteristics are associated with reasons why blacks report
unmet need for mental health care. For example, younger black
adults ages 18-25 reported stigma which is consistent with previous
work that found stigma to be a significant barrier to professional
mental health services among black college students.” A few of the
results from the current study were expected: respondents who
had health insurance were less likely to mention cost as a reason for
unmet need, people residing in non-metropolitan areas had higher
odds of reporting accessibility barriers such as the inconvenient lo-
cation of mental health providers compared to their peers in large
urban areas. However, college education and employment were as-
sociated with increased odds of stigma, and the more education a
person had, the greater their odds of reporting minimization and
low perceived treatment effectiveness as reasons for unmet need.
This was surprising.

If we rely on the quantitative findings alone, then mental health
literacy and stigma campaigns might make great interventions to
address stigma and minimization of symptoms as causes of unmet
mental health needs among blacks who are employed or who have
a college education. But participant narratives highlighting double
discrimination contextualized stigma and minimization of symptoms
as reasons for unmet need for mental health care among blacks re-
ported in the NSDUH. The qualitative analysis demonstrated how
racism is implicated in why blacks report these reasons for not re-
ceiving treatment for mental health problems. Specifically, the fear
of double discrimination may be exacerbated among blacks in middle
class positions where they work, compete, and are evaluated side-
by-side whites. Because racial discrimination might increase with
upward class mobility,?° the combination of discrimination based on
race and on mental illness hinders treatment-seeking.?* As a result,
addressing stigma and not racism is unlikely to eliminate racial ineq-
uities in unmet need.

In the same way, simply focusing on minimization of symptoms
among blacks would miss the need to confront broader contextual
reasons such as the fear of oppression in mental health settings, ex-
posure to racial micro-aggressions, and mistrust in mental health sys-
tems that might cause avoidance of care. In the quantitative analysis,
low perceived effectiveness of treatment was a significant reason
for unmet need among persons who met criteria for substance abuse
or dependence. But Mike's account in the focus group suggested
that it could be more about mistrust in the ability of mental health
institutions to help black people with substance use problems regain
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control of their lives than it is about the effectiveness of treatment in
general. Indeed, mental health service systems are known to miscon-
strue and criminalize the behaviors of black communities, sometimes
leading to involuntary hospitalization, involvement with the criminal
justice system, or loss of benefits including employment.?%24

African Americans who lived in non-metro areas were likely
to report accessibility barriers such as lack of transportation and
not knowing where to go to for care. They were also more likely
to think that mental health treatment will not work. Because ac-
cessibility barriers prevent people from seeking care, they also
limit opportunities to experience positive outcomes of care which
might then strengthen perceptions about the effectiveness of
treatment. Focusing upstream by addressing barriers in access
to mental health services that are linked to racially inequitable
distribution of resources is important for reducing unmet need
among blacks.?>?’

This study specifically focused on finding strategies for reduc-
ing unmet need because documenting inequities is not enough.
The findings are consistent with calls for anti-racism and crit-
ical race theory education in medical, public, and allied health
schools.?®2? Take medical education for example. Curriculum re-
ports from the Association of American Medical Colleges show
that the curriculum is highly standardized with a broad range of
requirements including social determinants of health. While some
medical schools have courses on racial disparities in health, crit-
ical race theory to help contextualize racial health disparities is
not a requirement. In fact, in most medical school curricula, race
is framed as biological or as a biological risk factor, implying that
racial disparities in health are innate and can be explained without
implicating racism.3%3% This fosters pathologizing race rather than
racism, whereas racism is the risk factor. Naming racism in medical
education, health services research and policy, and how it is dis-
tinct from race as a category can advance efforts to reduce racial
health inequities.34'36 Anti-racism education can provide the tools
needed to understand racial oppression, its connection to racial
health inequities, and to move beyond frameworks that separate
unmet need for mental health among blacks from historical and
contemporary forms of racism.

Centering the margins is also important. Black people are experts
of their own experiences. The narratives of participants underscored
how historical and contemporary mental health delivery systems
have been shaped by practices that normalize the white experience,
often ignoring or relegating the experiences of blacks. Centering
the margins requires privileging the perspectives and experiences
of people living at the margins or those who have historically been
neglected. This approach has the potential to increase engagement
with care.®”

The results of this study should be interpreted in light of a few
caveats. First, populations with high mental health needs are not
represented in the survey and in the focus groups. This includes
people who are homeless or incarcerated. Stratifying the focus
groups by individual mental health need might have been relevant
given that perceptions of racism as central to unmet need might
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vary based on these factors. Second, focus group participants might

be distinct from the general population of blacks in ways that might
shape the mechanisms linking racism to unmet need. Third, racism
is only one structure that affects unmet need for mental health care
among blacks. There are other statuses and structures such as gen-
der, gender identity, sexual orientation, education, socioeconomic
position, and disability status that are linked to unmet need. How
racism intersects with these structures and statuses was not rigor-

ously explored.

4.1 | Implications

Policies and programs can reduce unmet need for mental health
care among blacks. For example, since cost is still a significant
barrier to care and insurance is associated with lower likelihood
of facing cost barriers, reducing uninsurance rates among blacks
will reduce a proportion of unmet need. Similarly, there might
be benefits to stigma reduction messages, programs that em-
phasize emotional health, and that integrate mental health with
primary care and physical health services. These might reduce
structural and informational barriers to mental health care as
well as stigma.

Most importantly, unmet need for mental health care does
not occur in vacuum and is not color-blind. If racism shapes the
lives of people of color, then racism also shapes whether they
have unmet need for mental health care. Of course, other factors
also cause unmet need among African Americans as they do for
whites and other racial groups. Examplesinclude insurance status
and plans, geographic location, and mental health literacy.3®4
However, anti-black racism further exacerbates these issues for
blacks. Acknowledging that racial inequities in unmet need for
mental health care exists within a context where black people
experienced significant historical trauma, yet were deprived of
access to resources to ameliorate this trauma is important. To
eliminate inequities, we have to address racism and the mistrust
it has caused in mental health care systems.*? Organizing and
delivering mental health services in ways that engage the racial
context within which blacks experience mental health problems
is necessary. This should include requiring anti-racism and criti-
cal race theory education as part of the professional training of
clinicians, researchers, policy makers, and administrators. Such
an endeavor will foster critical self-reflection, and racial equity
analysis in research, policy, and practice at organizational and
structural levels. Finally, centering the margins by doing more
community-driven health services and health policy research
that is relevant to the experiences of marginalized groups, es-
pecially those experiencing poor mental health outcomes, might
reduce unmet need.
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