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Abstract

Objective: To examine trends in mental health care use for Black and Latinx children and
adolescents.

Method: Data from the Medical Expenditure Panel Survey (MEPS) 2010 — 2017 were analyzed
to assess trends among youth ages 5-17 in use and expenditures for any mental health care,
outpatient mental health care, and psychotropic medication fills. Unadjusted trends for all youth
and the subpopulation of youth reporting need for mental health care and disparities adjusting for
need were examined.

Results: Between 2010-2017, Black youth rates of any past year mental health care use
decreased (9% to 8%) while White (13% to 15%) and Latinx youth (6% to 8%) rates increased.
Among the subpopulation with need, and in regression analysis adjusting for need, we identified
significant Black-White and Latinx-White disparities in any mental health care use and any
outpatient mental health care use in 2010-2011 and 2016-2017, with significant worsening of
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Black-White disparities over time. White youth were more than twice as likely as Latinx youth

to use psychotropic medications, and Latinx-White and Black-White disparities in psychotropic
medication fills persisted over time. Black-White disparities existed in overall mental health
expenditures (2016-2017) and outpatient mental health expenditures (2010-2011 and 2016-2017).

Conclusion: Affordable, ubiquitous access to mental health care for Black and Latinx youth
remains an elusive target. Significant disparities exist in receiving mental health care despite
reforms and policies designed to increase mental health care access in the general population.
Additional outreach and treatment strategies tailored to the cultural, linguistic and structural needs
of youth of color are required.

Keywords

mental health care access; racial/ethnic disparities; children; mental health policy; Medical
Expenditure Panel Survey

INTRODUCTION

Mental health conditions among children and adolescents (youth) can negatively impact
educational and social outcomes, and lead to other health compromising behaviors.1=2 In the
United States, depression, attention-deficit/hyperactivity disorder, and anxiety are the most
common mental health disorders among children aged 3-17 years,* with prevalence rates
for these disorders of 3.2%, 6.8% and 7.1%, respectively.>® Early diagnosis and access to
effective mental health care for children and their families are necessary to increase the
opportunity for healthy life experiences and trajectories.

Rates of access to mental health care and disparities in access vary greatly among youth in
the United States depending on the setting and type of treatment. Approximately 7.3% of
youth and 20.6% of youth with elevated symptoms or clinical diagnoses receive treatment
in outpatient settings.” In studies of psychotropic medication use among children conducted
in the 1990s and early 2000s, White youth were more likely to be prescribed or to endorse
taking psychotropic mediation than racial/ethnic minority youth.8-10 Findings suggest that
even with an indication for psychotropic medication use, Black and Latinx youth were
underprescribed.10 Youth with private insurance were more likely to have been prescribed
psychotropic medication.®

Across settings, racial/ethnic minority youth experience difficulties in accessing mental
health care.11:12 Historically, the mental health system has failed to reach youth in the
community with a need for care and has primarily focused on treatment among help-seeking
individuals. The lack of mental health care access among racial/ethnic minority youth can
be attributed to inadequate service availability, insurance barriers, stigma, and language
barriers.13 Even among youth able to access mental health care, there is great variability by
racial/ethnic group, and there can be challenges in accessing guideline concordant care or
minimally adequate treatment.14

Black and Latinx children are significantly less likely to receive treatment when endorsing a
need for mental health services.1>16 In an examination of youth mental health care disparity
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trends using the Medical Expenditure Panel Survey (MEPS), researchers found significant
racial/ethnic disparities between 2002—-2007.17 Black and Latinx youth reported accessing/
initiating mental health care at approximately half the rate of White youth.1? Similarly in

a another study using the MEPS focusing on 2006-2012, Latinx-White and Black-White
disparities were identified in outpatient mental health care use among youth between 2006—
2012.16 We know of no studies measuring youth mental health care disparities since that
time. Our study follows up on this existing body of work, examining mental health care use
disparity trends between 2010 and 2017.

Since 2012, there have been important policy developments that have had the potential

to reduce youth mental health care disparities. In 2014, the Affordable Care Act created
individual insurance markets (“exchanges”) with subsidized premiums and cost-sharing
for families living below 400% of the federal poverty level.18:1° The ACA eliminated
exclusions based on pre-existing conditions, instituted annual out-of-pocket maximums,
required community rated premiums and required plans offered on the marketplace to
cover ten essential health benefit categories, including pediatric well-visits and behavioral
screenings.1® Moreover, the ACA extended the Mental Health Parity and Addiction Equity
Act (MHPAEA) of 2008 to require all insurance plans, including large-group, small-
group and individual markets, to cover behavioral health services on par with medical

and surgical services. The ACA also included additional resources for accountable care
organizations (ACOs) and community health centers that could disproportionately affect the
amount of resources/expenditures spent on the mental health care of racial/ethnic minority
populations.20

Policy changes to the Children’s Health Insurance Program (CHIP) through reauthorization
in 2009 also sought to improve racial/ethnic disparities by reducing the numbers of
uninsured and improve quality measures for child mental health care.21:22 Along with
Medicaid, CHIP insured over 42 million children in the United States. The reauthorization
allocated an additional $32.8 billion in funds, expanding it to reach another 4 million
children. Enrollment in Medicaid and CHIP has increased by 17 million people, decreasing
the number of uninsured children in the United States between 2010 and 2017.

These policies enacted over the last decade were expected to reduce the number of
uninsured youth and improve health insurance coverage of mental health care, leading

to improvements in access to any mental health care, outpatient mental health care,

any psychotropic medication, and mental health care expenditures given service use. We
hypothesize that insurance reforms and other factors during this time-period led to increased
utilization of mental health care for all racial/ethnic groups and a reduction in Black-White
and Latinx-White disparities over time. Given that rates of overall youth psychotropic
medication leveled off in the 2011-2014 time-period,23 and because parity laws targeted
cost-sharing requirements and treatment limitations especially relevant to outpatient mental
health care, we hypothesize greater increases and disparity reductions in outpatient mental
health care than psychotropic medication fills.
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The Medical Expenditure Panel Survey (MEPS) is a nationally representative survey of
healthcare utilization, health insurance coverage, health status and healthcare payment
source completed by noninstitutionalized households in the United States. An adult member
of the household, usually a parent, provided information about children under the age of

18. We used cross-sectional data from the Household Component of the MEPS to assess
trends between calendar years 2010 and 2017. Data were combined into two-year periods
to increase precision of the point estimates. The full-year response rate for these years

was between 57.2% and 63.1%. Using survey weights developed by the Agency for the
Healthcare Research and Quality,2* we weighted the sample to be nationally representative,
with weighting accounting for attrition and nonresponse.

Study Cohort

Measures

Our sample consist of youth between the ages of 5-17 from the 2010-2017 MEPS that
were categorized into racial/ethnic categories defined by the U.S. Census: hon-Hispanic
White (hereafter White; n = 16, 840), non-Hispanic Black (hereafter, Black n = 11,744) and
Hispanic/Latino (hereafter Latinx; n = 22,533). Other racial/ethnic groups were not included
due to small sample sizes.

Outcome variables include any mental health care use, any outpatient mental health care
use, any psychotropic medication fill, and expenditures conditional on any mental health
care use. Any mental health care use was considered to be one of the following events:
(a) an outpatient provider visit associated with a mental health diagnosis (International
Classification Disease (ICD-9) codes 291, 292 or 295-314; ICD-10 codes: FO1-F99); (b)
treatment coded as psychotherapy or mental health counseling; and/or (c) a psychotropic
medication fill identified through the Multum Medisource Lexicon classification system.
MEPS respondents report mental health diagnosis with high accuracy.2® Information
reported by MEPS respondents is verified using follow-back surveys with physicians,
hospitals and pharmacies.2

Covariates Representing Need for Mental Health Care

According to the IOM definition of healthcare disparities, racial/ethnic disparities in
healthcare are “all differences except those due to clinical need and appropriateness and
patient preferences.”26 Given the absence of measures of appropriateness and patient
preferences in these data, we focus on measuring racial/ethnic differences that are not due to
need for mental health care. This definition of disparities posits that the healthcare system
should be evaluated on differences that are due to operation of health care systems, the
legal and regulatory climate, discrimination, not differences due to the underlying clinical
characteristics and demographic composition of the population at the time of treatment.26
For example, if Black youth have lower prevalence of mental illness than White youth,
then it is expected that there would be lower rates of mental health care use; these
prevalence-related differences should thus be removed from the disparity calculation. In
contrast, differences due to other variables, such as those related to socioeconomic status

JAm Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Rodgers et al.

Analysis

Page 5

(SES), insurance status, or other healthcare system characteristics should enter into the
disparity calculation. These non-need differences are considered to be “unfair” or “unjust,”
recognizing the compounding disadvantages of race/ethnicity, SES and discriminating legal
and regulatory systems.2’ For example, if Black youth have, on average, lower family
income than White youth, and the healthcare system treats those with lower SES worse
than those with higher SES, than the racial differences in utilization that occur via poorer
treatment for those in lower SES categories should enter into the disparity calculation.

To implement the IOM definition, when assessing healthcare systems, differences in
utilization due to “need” factors are considered to be appropriate or allowable, and

are adjusted for in regression models.2” We include measures of mental and physical
health status as proxies for treatment need. Mental health status measures included the
Columbia Impairment Scale (CIS) and parent-reported mental health (categorized into
excellent, very good, good, fair or poor). The CIS is a parent-reported 13-item scale
measuring psychological functioning and impairment in children (items are displayed in
Table 1). Scores range from 0 to 52, with higher scores indicating greater impairment.

The parent-administered CIS has been validated in multiethnic community samples, where
it demonstrated high test-retest reliability.28 Prior studies have indicated scores > 15 on
the CIS is predictive of psychological dysfunction and clinician-rated global impairment.
Physical health status measures included parent-reported physical health (categorized into
excellent, very good, good, fair or poor) and an indicator for an activity-limiting condition.2°
We also adjusted for age (5-9, 10-13, 14-17) and sex as these demographic covariates are
considered to be highly associated with treatment need.2” Indicators for survey year were
also included as covariates to be adjusted for in regression models.

In contrast, other “non-need” variables (e.g., SES and insurance) are not adjusted for

in the disparities calculation, because they are considered to be “unfair” or “unjust”
differences. Because these covariates are not adjusted for in regression models, differences
in utilization due to these non-need covariates enter into the disparity calculation.2” The
following variables were included in the descriptive tables describing the youth population
by race/ethnicity, but not adjusted for in the disparities calculation: insurance status (private,
Medicaid/SCHIP, Medicare or uninsured),3% household income in relation to the federal
poverty level (FPL; <100% FPL, 100-125% FPL, 126-200% FPL, 201-400% FPL and >
400% FPL)17 and region (South, Midwest, West, Northeast).3!

First, we compared children’s outcomes and characteristics between 2010-2011 and 2016—
2017, by racial/ethnic group using chi-square and t-tests for categorical and continuous
variables, respectively. Second, we plotted unadjusted rates of any mental health care use by
year and race/ethnicity for all youth and the subpopulation of youth with reported need for
mental health care (operationalized as having a CIS score >15). Chi-square tests were used
for mental health care comparisons between (2010 — 2011) and (2016 — 2017). Third, we
conducted regression analyses concordant with the IOM definition of disparities,26 adjusting
for mental health care need as described above. Importantly, other non-need covariates
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such as insurance and family income were not adjusted for when calculating racial/ethnic
healthcare disparities.27-32-34

We used two-part models (TPM) to separately estimate the probability of any mental health
care use and expenditures conditional on any use. This approach allows us to account

for the skewness and large number of zeros in the expenditure data.3>36 In the first part

of the TPM, we used logistic regression to estimate the probability of any mental health

care use, where the outcome variable is dichotomous and takes on a value of 1 when
expenditures are greater than zero. The second part of the TPM estimated mental health
expenditures conditional on any service use using a generalized linear model with a gamma
distribution and a log link function. We used the modified Park test to determine this optimal
mean-variance relationship.3%38 All models were estimated using MEPS weights to reflect
sample design and survey nonresponse. The primary predictor of interest in both parts of
the TPM is an interaction term between race/ethnicity and time, which yields the difference
in disparities over time (2010-2011 and 2016-2017). Model-based predictions of access to
and expenditures of mental health care use by race/ethnicity and time-period were generated
using the predictive margins command in Stata.3’

Variance was estimated using bootstrap methods3® that account for the complex study
design, nonresponse rate of the MEPS and standardized stratum and primary sampling unit
variable across pooled years. All analyses were conducted using Stata 15.3°

RESULTS

Table 1 provides unadjusted comparisons of youth characteristics by racial/ethnic group.
There were significant Black-White and Latinx-White differences during the 2010-2011
and the 2016-2017 time periods, for any mental health care use, any outpatient mental
health care use and psychotropic medication fill. Relative to White youth, Black and Latinx
youth reported less psychological impairment and lower parent-reported mental health status
ratings. Black and Latinx youth were less likely to report excellent health and more likely to
report good or fair health status, relative to White youth. Black and Latinx youth were also
more likely to live in the southern region of the US while Latinx youth were more likely to
live in the western region.

Between 2010-2017, the unadjusted rate of receiving any mental health care (Figure 1A)
significantly increased for White and Latinx youth from 13% to 15% and 6% to 8%,
respectively. During the same period, the unadjusted rate of receiving any outpatient mental
health care (Figure 1B) significantly increased for White (10% to 13%) and Latinx (5% to
7%) youth. Rates of any psychotropic medication fills (Figure 1C) significantly decreased
for Black youth from 7% to 5% and remained steady for White and Latinx youth.

When looking at a sub-group of youth with reported need for mental health care (Figures

2A - 2C), between 2010-2017, rates of any mental health care and any outpatient mental
health care significantly increased by more than 10 percentage-points for White (12% and
16%, respectively) and Latinx (13% and 14%, respectively) youth. There were no significant
changes among racial/ethnic groups in rates of psychotropic medication fills.
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Results from our IOM-concordant analysis (Table 2), show that there were Black-White and
Latinx-White disparities in both 2010-2011 and 2016-2017 periods for any mental health
care use and any outpatient mental health care use. Concerning any psychotropic medication
fill, there were Latinx-White disparities for both time-periods and Black-White disparities
during the 2016-2017 period. Black-White disparities in any mental health care use and

any outpatient mental health care use were significantly exacerbated between 2010-2011
and 2016-2017. All other differences in access disparities over time were non-significant.
Among youth with any service use, we identified Black-White disparities in overall mental
health care expenditures (2016-2017) and outpatient mental health care expenditures (2010-
2011 and 2016-2017). There were no significant differences in Latinx-White disparities

for any expenditure outcome at any period. Disparity trends were non-significant for all
expenditure measures.

DISCUSSION

Affordable, ubiquitous access to mental health care for youth in need of treatment remains
an elusive target in the United States. Using the Medical Expenditure Panel Survey (MEPS),
a nationally representative survey of healthcare utilization, we examined trends in mental
healthcare utilization among children ages 5-17. In agreement with our hypotheses, overall
mental health care use increased between 2010-2011 and 2016-2017, most notably for
outpatient mental health care. Increases in overall and outpatient mental health treatment
were identified for White and Latinx youth and among the sub-group of youth reporting
need for mental health care. Contrary to our hypothesis, Black-White and Latinx-White
disparities did not diminish over time. In fact, in analyses adjusting for need, Black-White
and Latinx-White disparities in mental health care persisted over time, and in the case of
Black-White disparities in any mental health care use and any outpatient mental health care
use, these disparities actually worsened over time. For those that did access mental health
care, Black-White disparities existed in outpatient mental health care expenditures and these
disparities persisted over time.

Enactment of Medicaid and CHIP reforms and parity laws during this time period did

not reduce disparities in mental health care use as expected, extending the concerning
exacerbation of access disparities seen in analyses of 2006-2012 MEPS data.16:17 Continued
expansion of Medicaid and SCHIP eligibility in states with large populations of youth of
color could help to reduce disparities. While approximately 50% of children with a mental
health disorder have not received care from a mental health professional in the U.S.,0 the
rate of unmet need is greater than 53% in 12 Southern and Midwestern states, with rates as
high as 72% in North Carolina.%0

Similar to a prior study we identified that psychotropic medication use leveled off between
2010 and 2017 for White and Latinx youth, but decreased among Black youth. The benefits
of parity laws targeting cost-sharing requirements and treatment limitations appear to not
have extended to gains in psychotropic medication use. Future study assessing racial/ethnic
differences in factors underlying prescription trends (e.g., changes in utilization management
of psychotropic medications, family preferences for medications) would help to better
understand these results.
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Taken together, these findings suggest that insurance coverage reforms may be necessary
but are not sufficient to reduce disparities in access to mental health care for youth in the
United States. Three additional areas of reform should be considered to improve access to
mental health care for Black and Latinx children. First, efforts should be made to decrease
discrimination across the patient care experience (from setting the appointment, to treatment
at the front desk, to the patient-provider interaction).142 Patient experience of healthcare
discrimination have a significant negative impact on subsequent decisions about accessing
mental health care. The historical context of racial discrimination and injustice in the

United States impacts health and has shaped the mental health care system.#3 Mis-treatment,
mistrust and inequities have created barriers in the opportunity for Black and Latinx
communities to engage with confidence and a sense of safety in the existing, traditional
models of psychotropic medication and outpatient mental health care.*4-46 Training for
providers and administration on the impact of discrimination and existing system-level
structure barriers is needed.

Second, more intervention is needed to improve the cultural competence of mental health
providers and to expanding the mental healthcare workforce to include more providers of
color. The lack of cultural competence of mental health providers is another potential driver
of disparities as providers’ failure to understand the values and priorities of youth and their
family members are associated with poor retention in mental health care.”48 This may

in part explain the finding that Black youth that did access treatment had lower overall
treatment expenditures than White youth. Expanding cultural competence training beyond
individual targets (e.g., the provider) to creating value-based payment reforms that hold
provider organizations and health plans accountable for reaching disparities reduction or
cultural competence metrics is an additional solution.49:50

Lastly, existing traditional mental health services systems may not be meeting the needs

of youth of color and may continue to need adaptation and examination. Future research
should explore non-traditional mental health care models that engage additional levels of
clinical providers. For example, engaging community health worker, peer support and youth
peer support service models have not been fully explored as a potential pathway to reducing
disparities in access.5154 Leveraging new models of meeting with patients that overcome
obstacles of transportation and conflicts with school and job responsibilities should also

be explored. Telehealth has been used widely and covered by most insurance plans during
the COVID-19 pandemic. Future researchers should investigate the impact of this change

in modality of treatment on disparities in mental health care. Telepsychiatry represents an
opportunity for improving access to treatment (e.g., by reducing the transportation, time off
employment, and child care needed for parents to take their child to a visit) but also new
barriers such as unreliable three-way video call interpretation, youth privacy, lack of access
to internet-enabled devices (e.g., computer, tablet, or smartphone) and reliable internet
connectivity/subscription.

In the advent of the recent acute awareness of the national and deleterious impact of racism
in the United States, exacerbated by the disproportionate impact of the COVID-19 pandemic
on Black and Latinx communities, the need for mental health care has greatly increased.
The COVID-19 pandemic has generated non-traditional formats (e.g., insurance-covered
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telehealth). Taking the opportunity to further expand the existing mental health system and
accompanying policies that reach beyond the status quo is required to address persistent
disparities in access and utilization of mental health care, especially for Black youth.

The present findings should be considered in the context of several limitations. First, these
data do not allow for the differentiation of mental health service overuse or underuse in
access and expenditure analyses. Regression models adjust for mental health status but do
not rule out the possibility that disparities are driven by overuse of White youth. Second, we
do not have information on the ethnic diversity of the youth represented in this data (e.g.,
for Black and Latinx families). Third, we did not include a measure of patient preference

in our analysis, which is to be adjusted for according to the IOM definition of healthcare
disparity. However, fully informed preferences are difficult to elicit and may be influenced
by prior experiences of discrimination.* Fourth, not all school-based mental health services
are captured in the MEPS dataset. It is likely that these missing data lead to an undercount
of mental health care use. However, it is likely to bias our disparity estimates downward

as school-based mental health care racial/ethnic disparities have shown to be persistent and
pervasive in school-based settings.%® Lastly, our sample consists of noninstitutionalized U.S
youth and does not include those in juvenile detention centers or in group homes (e.g.
residential child-care communities).

There is an abundance of existing literature identifying disparities and challenges in access
to and utilization of mental health care for Black and Latinx communities. However, this
study suggests that existing policy changes regarding insurance coverage and access for
mental health care has not yielded the impact anticipated in decreasing or eliminating these
disparities. Our findings show that, despite significant insurance reforms between 2012 and
2017, there continues to be challenges and barriers to providing equitable and accessible
mental health care to Black and Latinx youth in the United States.
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Figure 1. Mental Health Care Differences by Race/Ethnicity, 2010-2017
Note: A) any mental health care use by race/ethnicity, 2010 — 2017. B) any outpatient

mental health care use by race/ethnicity, 2010 — 2017. C) any psychotropic medication use
by race/ethnicity, 2010 — 2017.

Data for A) and B): Youth ages 5-17 (n=51,117) from the 2010-2017 Medical Expenditure
Panel Survey (MEPS). Any mental health care use is defined as an outpatient provider

visit associated with a mental health diagnosis (International Classification Disease (ICD-9)
codes 291, 292 or 295-314; ICD-10 codes: F01-F99) or treatment coded as psychotherapy
or mental health counseling or a psychotropic medication fill identified through the Multum
Medisource Lexicon classification system. The statistical comparison is between the first
and last point on the x-axis (2010-11 vs 2016-17). Data for C): Youth ages 5-17 (n=
51,117) from the 2010-2017 Medical Expenditure Panel Survey (MEPS). Any psychotropic
medication fill was identified through the Multum Medisource Lexicon classification
system. The statistical comparison is between the first and last point on the x-axis (2010-11
vs 2016-17).

*p<0.05; **p<0.01.

JAm Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 July 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

Rodgers et al.

100

80

60

40

20

100

80

60

40

20

Page 15

2010-2011 2012-2013 2014-2015 2016-2017

e \White ==@==Black ==@==|atino

{."

2010-2011 2012-2013 2014-2015 2016-2017

@ \Vhite e=@==Black ==@==|atino

JAm Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 July 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Rodgers et al.

100

80

60

40

20

Page 16

r——— $ o — .
1 & s 5
2010-2011 2012-2013 2014-2015 2016-2017

enem \White ==@==Black Latino

Figure 2. Mental Health Care Differences by Race/Ethnicity Among Youth With Need, 2010-
2017

Note: A) Any mental health care use among youths with a need for mental health care by
race/ethnicity, 2010 — 2017. B) any outpatient mental health care use among youths with a
need for mental health care by race/ethnicity, 2010 — 2017. C) any psychotropic medication
use among youths with a need for mental health care by race/ethnicity 2010 — 2017.

Data for A): Youth ages 5-17 from the 2010-2017 Medical Expenditure Panel Survey
(MEPS). Any mental health care use is defined as an outpatient provider visit associated
with a mental health diagnosis (International Classification Disease (ICD-9) codes 291, 292
or 295-314; ICD-10 codes: FO1-F99) or treatment coded as psychotherapy or mental health
counseling or a psychotropic medication fill identified through the Multum Medisource
Lexicon classification system. The statistical comparison is between the first and last point
on the x-axis (2010-11 vs 2016-17). Data for B): Youth ages 5-17 from the 2010-2017
Medical Expenditure Panel Survey (MEPS). Any outpatient mental health care use defined
as an outpatient provider visit associated with a mental health diagnosis (International
Classification Disease (ICD-9) codes 291, 292 or 295-314; ICD-10 codes: FO1-F99) or
treatment coded as psychotherapy or mental health counseling. The statistical comparison is
between the first and last point on the x-axis (2010-11 vs 2016-17). Data for C): Youth ages
5-17 from the 2010-2017 Medical Expenditure Panel Survey (MEPS). Any psychotropic
medication fill was identified through the Multum Medisource Lexicon classification
system. The statistical comparison is between the first and last point on the x-axis (2010-11
vs 2016-17).

**p<0.01; ***p<0.001.
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Racial-ethnic disparities in mental health care service use and expenditures among youth (5-17), 2010-2017
Medical Expenditure Panel Survey

Any mental health care

Any outpatient mental

Any psychotropic

use SE health care use SE medication use SE
Black-White
2010-2011 -1.3 0.4 -1.6 0.5 -0.3 0.4
2016-2017 -3.8 0.6 =37 0.6 -15 0.4
Difference in disparity -25 0.8 -2.1 0.8 -11 0.6
Latino-White
2010-2011 -4.4 0.4 -29 0.4 -3.7 0.3
2016-2017 -4.0 0.5 -3.6 0.5 -2.6 0.3
Difference in disparity 0.4 0.70 -0.7 0.60 11 0.50

Mental health Outpatient mental health Psychotropic medication
expenditures given any expenditures given any expenditures given any

use SE use SE use SE
Black-White
2010-2011 -87.5 110.3 -239.4 71.7 251 147.7
2016-2017 -373.1 218.5 -442.1 184.4 32.3 176.0
Difference in disparity -285.6 237.1 -202.7 199.1 71 231.3
Latino-White
2010-2011 -243.1 113.2 80.0 99.6 -223.1 197.4
2016-2017 -153.2 217.5 26.0 276.2 -252.6 276.4
Difference in disparity 89.8 228.46 -54.0 284.56 -29.5 355.0

Bold numbers indicate significance at p<0.05; Standard errors were calculated using balanced repeated replication methods; Results were adjusted
for need variables based on the IOM definition: parent-reported mental health and physical health status, Columbia impairment scale, activity

limitation, age, and sex
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