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Preface

Achieving Mental Health Equity

Altha J. Stewart, MD Ruth S. Shim, MD, MPH

Editors

Developing an equitable mental health system has been a dream since my residency in
the early 1980s. Throughout my career leading large urban mental health systems, I
recognized that health disparities limited treatment options based on race and
ethnicity. Leading up to my 2018 American Psychiatric Association (APA) presidency,
it became clear that achieving the goal of mental health equity would require specific
actions at a national level by leaders who made it a priority. It was for that reason I
chose to include diversity and inclusion in my presidential agenda as part of a strategy
to reduce the disparities in health and mental health that negatively impact the psycho-
logical health of underserved populations, especially racial and ethnic minorities.
Throughout my presidency, I spoke of the APA’s inconsistent history in creating stra-
tegies for eliminating mental health disparities and inequities. Although some progress
was made, I also realized that such a laudable goal would not be achieved by 1 pres-
ident over a 1-year term, so I partnered with Dr Ruth Shim on this special issue of Psy-
chiatric Clinics to create a North Star to keep us focused on the ongoing work required
to truly achieve mental health equity.
The recent murders of George Floyd, Breonna Taylor, and Ahmaud Arbery, coupled

with the current coronavirus disease (COVID-19) pandemic has exposed the world to
something that many of us have understood for a long time, that health problems differ-
entially affect different populations, and that those populations that are more often
marginalized or oppressed have worse outcomes than other populations. And yet,
throughout this increased focus on disparities and inequities, much confusion persists
about what causes these differences in outcomes. Are they, as the US Surgeon
General Dr Jerome Adams implied, the result of poor choices by individuals? Or do
health inequities exist because of unequal and unjust policies and practices?
This special issue explores the root causes of mental health inequities across a wide

range of topics and considerations and focuses on solutions for achieving mental
health equity. The articles in this issue build on each other to help unpack what has

Psychiatr Clin N Am 43 (2020) xiii–xiv
https://doi.org/10.1016/j.psc.2020.06.004 psych.theclinics.com
0193-953X/20/ª 2020 Published by Elsevier Inc.
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historically been misunderstood: the true drivers of mental health inequities. Initial ar-
ticles help to frame the overall issue of mental health equity and discuss financial and
policy considerations. We explore mental health equity from the clinical perspective,
and focus on distinct populations and care delivery settings, including child and
adolescent psychiatry, addictions, collaborative care, community psychiatry, and
the criminal justice system. We will consider the consumer/family, training/education,
and research perspectives in achieving mental health equity.
There is much work to be done to address mental health inequities and to begin to

close the gaps that we see in mental health care and outcomes for many populations.
James Baldwin once said, “Ignorance, allied with power, is the most ferocious enemy
justice can have.” This issue aims to reduce ignorance as it relates to mental health
inequity, and to inspire us all to mobilize to begin to use our collective power to
make a difference.

Altha J. Stewart, MD
The University of Tennessee

Health Science Center
920 Madison Avenue

Memphis, TN 38163, USA

Ruth S. Shim, MD, MPH
University of California, Davis

2230 Stockton Boulevard
Sacramento, CA 95817, USA

E-mail addresses:
astewa59@uthsc.edu (A.J. Stewart)

rshim@ucdavis.edu (R.S. Shim)
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Mental Health Equity in the
Twenty-First Century
Setting the Stage

Jean-Marie Alves-Bradford, MDa,*, Nhi-Ha Trinh, MD, MPHb,
Eraka Bath, MDc,d,e, Angela Coombs, MDf,g,1,
Christina Mangurian, MD, MASh

INTRODUCTION

Health care disparities are defined as differences in health care services received by
two groups that are not caused by differences in underlying health care needs or pref-
erences of group members but by the structure of the health care system, provider or
patient biases, or clinical uncertainty.1 The groundbreaking Surgeon General’s report,

a New York State Psychiatric Institute, Washington Heights Community Service, Columbia
University Department of Psychiatry, 1051 Riverside Drive, Box 112, New York, NY 10032, USA;
b Department of Psychiatry Center for Diversity, MGH Depression Clinical and Research Pro-
gram (DCRP), Harvard Medical School (HMS), HMS, Massachusetts General Hospital (MGH), One
Bowdoin Square, 6th Floor, Boston, MA 02114-2790, USA; c Child Forensic Services; d Jane and
Terry Semel Institute for Neuroscience and Human Behavior at UCLA; e Department of Psy-
chiatry, 760 Westwood Plaza, Room A8-228 Los Angeles, CA 90024, USA; f Columbia University
Department of Psychiatry; g Washington Heights Community Service, New York State Psychi-
atric Institute; h UCSF Department of Psychiatry, 1001 Potrero Avenue, Room 7M20, UCSF
Box 0852, San Francisco, CA 94110, USA
1 Present address: 1051 Riverside Drive, Box 112, New York, NY 10032.
* Corresponding author.
E-mail address: ja658@cumc.columbia.edu

KEYWORDS

� Equity � Disparities � Race � Ethnicity � Interventions

KEY POINTS

� Racial and ethnic disparities in mental health screening, diagnosis, and treatment are
persistent barriers to mental health equity.

� Multilevel interventions are required to achieve mental health equity.

� Health care system reform to increase access and incentivize population-based care is
critical to achieve mental health equity.

� Engaging community-based organizations, and developing the pipeline and workforce are
key strategies to achieve mental health equity.

� Training at multiple levels (providers, patients, and communities) is needed to eliminate
bias and stigma and create structural competence.

Psychiatr Clin N Am 43 (2020) 415–428
https://doi.org/10.1016/j.psc.2020.05.001 psych.theclinics.com
0193-953X/20/ª 2020 Elsevier Inc. All rights reserved.



Mental Health: Culture, Race, and Ethnicity in 2001 found that racial and ethnic minor-
ities are less likely to receive needed care; when they do receive care, it is often lacking
in quality compared with their white counterparts.2 Significant disparities persist in the
diagnosis and treatment of mental health issues for racial and ethnic minorities
compared with non-Latinx white people (referred to as white people for the remainder
of the article).3

Social-Ecological Model

Social determinants of health (SDOH) are the circumstances in which people are
born, live, and work, as well as the systems put in place to support health care.4 Tak-
ing this view, mental health disparities are the end result of larger social, economic,
environmental, and structural inequities affecting marginalized communities.4

Reducing mental health disparities, and achieving mental health equity, requires a
broader social-ecological model approach, moving beyond individual behavior
and toward an understanding of a range of mechanisms that influence health out-
comes at multiple levels: individual, interpersonal, organizational/institutional, com-
munity, and policy.4,5 For the individual level, mechanisms are patients’ and
providers’ mental health and health system knowledge, attitudes, beliefs, and skills
as well as communication barriers, which can be influenced by patient and provider
biases or cultural differences.6 At the interpersonal level, mechanisms are families,
friends, and social networks. At the institutional level, mechanisms are organizations
and social institutions. At the community level, mechanisms are relationships among
organizations. At the systemic level, the mechanisms are national, state, and local
policies, laws, and regulations.5 Systemic factors include laws regarding insurance
coverage that may lead to patients inability to access health care as a result of being
uninsured or underinsured. Rather than working independently, these barriers may
intersect, leading to racial and ethnic minorities receiving unequal mental health
care.

COMPONENTS OF AN EFFECTIVE STRATEGY TO ACHIEVE MENTAL HEALTH EQUITY

Developing an effective strategy to achieve mental health equity involves interventions
at multiple social-ecological levels (Table 1).

SYSTEMS INTERVENTIONS

Payment and delivery systemmodels that incorporate improvement in value and qual-
ity outcomes are critical factors in achieving mental health equity.

Payment Reform

Federal and state systems-level change in payment and delivery models are needed
to incentivize population-based care, a key element in achieving mental health equity.
Current fee-for-service models reward volume regardless of the quality of services. As
health systems move toward reimbursing bundled episodes of care, they will be more
likely to incorporate changes in their systems that improve the overall health of individ-
uals. Mental disorders are the costliest and most burdensome conditions in the United
States and will need to be better integrated into health system reform.7 The Affordable
Care Act (ACA) has improved insurance coverage and use, especially in disadvan-
taged groups (black people, Latinx, and the poor), but disparities in care in these
groups persist.8 Fourteen states have currently opted out of the ACAMedicaid expan-
sion, and Medicaid payments remain lower than private insurance, resulting in many
health systems creating separate and unequal clinical services for Medicaid

Alves-Bradford et al416



recipients. Large-scale, organized efforts are needed for change. One such example,
the federal Delivery System Reform Incentive Payment (DSRIP) program, has shown
improved quality outcomes. DSRIP reformed the Medicaid system by requiring health
care entities to partner with local community agencies and making payments contin-
gent on outcomes such as decreasing avoidable hospitalizations.9

Delivery System Reform

Improve access
Closing the profound gap between treatment need and treatment receipt for racial and
ethnic minority populations is essential to reach health equity.10 Underrepresented
racial and ethnic groups underuse mental health services compared with white peo-
ple.11 Structural barriers, including availability and proximity of appropriate facilities
in a geographic location and limited mental health referrals, affect marginalized pop-
ulations’ ability to access quality mental health care.12 Stockdale and colleagues13

found that both black and Latinx populations were less likely to receive referrals for

Table 1
Components of an effective strategy to achieve mental health equity

Intervention Examples

Systems Interventions

Payment Reform � Incentivize Population based care
� Link Payment to outcomes
� Bundle episodes of care

Delivery System Reform � Increase Access to Mental Health Care
� Increase Integrated Care Settings and

Training
� Increase Crisis and Community Based

Services
� Address Social Determinants of Health

(housing, food insecurity, employment,
transportation)

Community and Institutional Interventions

Engage Community Based Organizations � Mental Health Awareness and Anti-stigma
campaigns for community and police

Form Community Coalitions � Ex Crisis Intervention Teams

Improve Cultural and Linguistic Services � Increase linguistic and cultural interpreters

Pipeline Development � Recruitment and anti-stigma campaigns
focusing on schools in workforce shortage
settings

Workforce Development � Mentorship, sponsorship, competitive
salaries

Individual and Interpersonal Interventions

Provider Education � Improve patient-therapist communication
� Bias Reduction training
� Structural competence training
� Use Structured Tools: diagnostic

instruments, cultural formulations,
medication algorithms

Patient Education � Health Literacy Education
� Anti-Stigma interventions
� Patient activation and empowerment
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counseling in both primary care and psychiatric settings compared with white popu-
lations. This finding is significant, particularly in primary care settings, because under-
represented racial and ethnic groups are more likely to seek mental health treatment
from their primary care physicians than other settings.14 When racial and ethnic minor-
ities do access care, they are less likely to continue psychiatric treatment. In a nation-
ally representative sample of racial and ethnic minorities, black people and Asian
Americans with a history of depression within the past 12 months were less likely
than white people to remain in treatment despite the need to continue.15 Fortuna
and colleagues15 found that when black, Latinx, and Asian American patients were
seen by a mental health specialist (vs a primary care provider) and were prescribed
medication (vs therapy alone), they were significantly more likely to remain in treat-
ment. Having a mental health specialist (vs a primary care provider) resulted in the
greatest impact on treatment retention.

Increase integrated care settings and training opportunities
People with mental illness die 10 to 25 years earlier than the general population
because of medical illnesses similar to the leading causes of death nationwide.16

Practices that effectively integrate behavioral and primary care have been shown to
improve clinical outcomes, satisfaction, wellness, and quality of life for patients and
health system cost savings.17 Professional organizations identify the need for
increased training in integrated care settings to prepare providers to address the
health of people with mental illness.18 Integrated care training opportunities are
increasing in US residencies and through integrated care fellowships. Innovative pro-
grams, such as the Satcher Health Leadership Institute at the Morehouse School of
Medicine, develop leaders who will help to promote health equity by providing clinical
and administrative health care professionals with knowledge and training to develop
culturally sensitive integrated care practices.17

Increase crisis and community services
Shifting care from high-cost inpatient and hospital-based emergency services to
community-based locations providing crisis services, care coordination, and
increased community support will decrease cost and increase improvement in out-
comes and patient satisfaction. Peer providers, patient navigators, and community
health workers have been shown to foster hope, trust, and empowerment in the
communities they serve and to increase access and quality through care
coordination.19

Address social determinants of health
As health systems bear more of the risk and cost for care, they take on the respon-
sibility of improving the SDOH in order to improve health care conditions. The Amer-
ican Medical Association (AMA) and an insurer, United Healthcare, recently created
International Classification of Diseases-10 (ICD-10) codes related to the SDOH,
which provide a standard way for health systems to monitor SDOH.20 Several in-
surers and hospital systems have invested financial resources to provide housing
and health care on site at housing locations to decrease costly inpatient and emer-
gency use.21 Insurers are covering transportation services to medical appointments
and some hospitals and medical providers are partnering with ride-share services to
increase access to services. Integrated SDOH-targeted interventions such as indi-
vidualized placement and support, which helps individuals obtain employment ser-
vices, result in reductions in hospitalizations and improvements in social
functioning.22
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INSTITUTIONAL AND COMMUNITY INTERVENTIONS
Partner with Community-Based Programs

Partnering with community-based programs and key sociocultural institutions within
vulnerable communities is critically important in achieving mental health equity. One
example of a mental health intervention that can work synergistically within trusted in-
stitutions and community sites (eg, faith-based organizations, schools, beauty salons,
barbershops) is Mental Health First Aid (MHFA). MHFA is a skills-based course that
trains participants to identify signs of a mental health or substance use crisis and
assist others to obtain help.23 Originally developed in Australia, it is a widely dissem-
inated evidence-based program that shows improvement in knowledge of mental
health problems and treatments, changes in attitudes toward mental illness, and in-
creases in self-reported helping behaviors.23,24 By offering MHFA trainings in commu-
nity sites such as churches, mosques, schools, and barbershops, members of
traditionally underserved communities are empowered with tools to both identify signs
of mental health crises and connect others to important mental health resources. This
program simultaneously supports reducing levels of stigma and increasing help-
seeking for a mental health concern.

Form Community Coalitions

Forming community coalitions lays a foundation for meaningful and impactful commu-
nity engagement and change. Coalitions are commonly composed of community
members, key stakeholders, and individuals from institutions (eg, academic, hospitals,
government agencies) that can provide resources or technical assistance.25 In
addressing the specific needs and vulnerabilities of the community from which coali-
tion members are connected, coalitions decrease the odds of alienating community
members with the initiatives developed. By creating culturally appropriate and
in-tune interventions, community coalitions can increase the odds of sustaining mean-
ingful change. In a 10-year follow-up study examining the impact of a community coa-
lition formed in one of the poorest neighborhoods in Kansas City, Missouri,
researchers found that the coalition was effective in implementing 117 community
changes that were associated with improvements in SDOH, specifically housing
and crime reduction, and most of the changes were sustained over a decade.26

Crisis intervention teams (CITs) are an example of coalitions helping to addressmental
health disparities. Nationwide, CITs bring together law enforcement, mental health pro-
fessionals, consumers, and their advocates todevelopand implement strategies todivert
individuals living with mental illness from the criminal justice system, where they are
disproportionately represented.27 Research has shown lower self-perceived use of force
among officers and diversion from prebooking in jails to psychiatric facilities.28

A novel model for improving the health of a community is the University of California,
San Francisco (UCSF) Anchor Institution Initiative.29 Anchor institutions are place-
based, mission-driven entities (such as hospitals, universities, and government
agencies) that leverage their economic power alongside their human and intellectual
resources to improve the long-term health and social welfare of their communities.
Through this initiative, UCSF is exploring social impact investment options; supporting
local businesses that employ under-resourced populations; and increasing its capac-
ity to train, hire, and promote people from under-resourced populations.

Culturally and Linguistically Appropriate Services

Limited English proficiency is closely associated with the underuse of psychiatric ser-
vices and a longer duration of untreated illness.30 In a study of white, black, Asian, and
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Latinx populations, among subjects who spoke no English and specified a need for
mental health care, only 8% of them received such care, versus 51% of subjects
who spoke English only, and 42% of subjects who were bilingual.31 In 2001, the US
Department of Health and Human Services issued national guidelines on Culturally
Linguistically Appropriate Services (CLAS) Standards for clinicians, organizations,
and state agencies. The National CLAS Standards emphasize the importance of
communication and language assistance to facilitate access for individuals with
limited English proficiency and/or communication needs and to recruit a culturally
and linguistically diverse workforce.32 A recent review revealed that most states
have not fully adopted these standards, nor are agencies receiving federal assistance
providing language services to the standards set by the Office of Mental Health.33,34

Establishing institutional policies that require collecting data on patients’ preferred lan-
guages and establishing a reliable and effective process by which patients can gain
access to interpreter services is crucial. In addition to language fluency, cultural
fluency is important as well. Many patients prefer mental health providers of the
same ethnicity, perceive therapists of the same ethnicity more positively, and some
ethnic groups show improvement in outcomes when the provider and the patient
are of the same racial or ethnic background.35

Pipeline Development

Lack of diversity within the physician-scientist workforce is a barrier to achieving
mental health equity operating at multiple levels, including individual, interpersonal,
community, and institutional. The Association of American Medical Colleges (AAMC)
defines underrepresented in medicine (URM) as those racial and ethnic populations
that are underrepresented in the medical profession relative to their numbers in the
general population.36 Only 5.8% of physicians identify as Latinx, whereas Latinx peo-
ple are 18% of the US population; 5% of physicians identify as black, whereas black
people are 14% of the US population; and Native American physicians are less than
0.5% and are 0.9% of the US population.36,37 Studies show that physicians from un-
derrepresented groups are more likely to work in underserved areas and engage in
research related to health disparities and underserved populations.38 The authors pro-
pose that the best approach to diversify the mental health workforce is an anti-stigma
and recruitment campaign throughout the education system, starting in elementary
school and continuing through residency.

Elementary and middle school
Systems leaders should promote anti-stigma campaigns as early as elementary
school. Although mental health is increasingly recognized as being a critical compo-
nent of well-being and is being promoted at all levels of education in resource-rich set-
tings, anti-stigma campaigns should focus on schools in mental health workforce
shortage settings, which often have a high proportion of URM students. Anti-stigma
campaigns will not only help with early identification but also may inspire youth to pur-
sue careers in mental health.

High school
Early high school is an ideal age to be exposed to strong leaders in mental health
because role modeling is crucial. The American Psychiatric Association (APA) Doctors
Back to School program is modeled after the AMA’s Doctors Back to School Pro-
gram.39 It sends URM physicians and medical students into the community to intro-
duce children to professional role models and shows children of all ages from URM
groups that a career in medicine is attainable for everyone. The successful UCSF
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High School Intern program matches urban public-school students who are not yet on
the path to college with a UCSF scientist mentor.40 Most of these students are from
backgrounds underrepresented in science.

College
Outreach should be targeted to recruit URM students at historically black colleges and
universities and Hispanic-serving institutions. To address declining URM medical
school applicants, the APA created 3 workforce inclusion pipeline programs, 1 for
black male students, 1 for Native American students, and 1 for Latinx students. The
APA Black Men in Psychiatry Early Pipeline Program recruits undergraduate Howard
University students interested in medicine.41 It provides exposure to psychiatry, com-
munity activities, financial support for Medical College Admission Test preparation,
and mentoring. Medical education research shows that a diverse training environment
has cross-sectional advantages where all students benefit from increased cognitive
complexity, civic-mindedness, and increased knowledge and understanding of other
cultures and experiences.38

Medical school
URM medical students should be actively recruited and supported to choose psychi-
atry. Medical schools should encourage participation in several of the national psychi-
atry medical student programs, such as travel scholarships, fellowships, and early
pipeline programs to increase exposure to psychiatry. Several calls to action have
been made by national science and educational organizations to prioritize the diversi-
fication of the biomedical and scientific workforce. These efforts include those by the
National Institutes of Health (NIH), the National Academy of Sciences, the American
Committee on Graduate Medical Education (ACGME), and the AAMC. Beginning
July 2019, the ACGME implemented standards around equity, diversity, and inclusion
to engage in systematic, intentional, and structural efforts to increase retention and
recruitment of those who are underrepresented from students to faculty, administra-
tion, and staff. Similarly, the AAMC’s advancement of holistic review initiatives has
broadened the lens by which applications are considered. Holistic reviews allow ad-
missions committees to consider a broad range of factors, including experiences
and attributes in addition to academic performance.42

Residency
There are several APA fellowships that all psychiatry residents are eligible for. Depart-
ments of Psychiatry should operationalize sponsorship of residents from under-
represented backgrounds to participate in these fellowships. One of these fellowships,
the Substance Abuse and Mental Health Services Administration Minority Fellowship,
is particularly notable because it is associated with significant funds for the individual
awardee.43 These fellowships not only advance the careers of URM residents but also
help with leadership training and connect fellows with peer and senior mentorship.

Workforce Development

There is a clear need not only to strengthen the pipeline but also for institutions to sup-
port those who are working in public psychiatry settings. Work in the public sector can
be challenging given the high prevalence of trauma and the impact of structural
racism, which can often seem outside of the capacity to treat. As such, these pro-
viders are at risk of burnout. URM providers who experience microaggressions and
macroaggressions at work may be even more at risk in certain settings. There are
several solutions to help strengthen the supports for a diverse workforce, including
mentorship, sponsorship, and funding.
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Mentorship and sponsorship
Mentorship is critical for all employees. Junior employees should be paired with senior
mentors, ideally in some leadership roles for role modeling. If resources are limited,
peer networks should be established and referral to national mentoring programs
should be operationalized. Although mentors give advice and feedback, sponsors
are in positions of power and use their influence to create opportunities for others.
Leaders should intentionally sponsor employees from under-represented back-
grounds for national awards and/or mentoring opportunities (eg, the AAMC Early
Career Women Faculty Leadership Development Seminar).44 Similarly, these individ-
uals should be nominated for leadership positions that are associated with protected
time, salary, and control of funds.

Funding
Salaries for working in public settings should be commensurate with private settings.
Leadership should actively encourage participation in loan repayment programs and
provide support to help candidates prepare these applications. In academic settings,
URM women tend to have a high proportion of women and URM mentees. These so-
called supermentors bear a minority tax, a burden of extra unreimbursed responsibil-
ities placed on URM faculty in the name of diversity.45 These mentoring roles should
be reimbursed with protected time and additional salary support, because this will
benefit the next generation of women and URM in the health workforce, who need
to be protected from burnout from this unreimbursed work.

PROVIDER INTERVENTIONS
Provider Education on Bias and Reducing Disparities

Racial and ethnic diagnostic disparities within psychiatry is a persistent problem and
has implications across the continuum from assessment to diagnosis to intervention.
Black and Latinx patients are 3 times more likely to receive a psychotic disorder diag-
nosis compared with white patients.46 Black patients are less likely to receive a diag-
nosis of an affective disorder, and black patients with bipolar disorder have
significantly higher rates of receiving an initial clinical diagnosis other than bipolar dis-
order, which can delay treatment that can directly affect morbidity.47,48 Implicit biases
influence health decision making at various points, with adverse health outcomes and
increased morbidity and mortality for nonwhite patients.49 Hoffman and colleagues49

found that approximately 50% of medical students and residents surveyed thought
that black patients feel less pain compared with white patients based on false beliefs
(eg, hat black people’s skin is thicker than white people’s skin) and, as a result, were
more likely to suggest inappropriate treatments for black patients compared with
white patients. Alegrı́a and colleagues50 found that, compared with white people,
racial and ethnic minorities received less standard depression care, defined as
receiving either (1) antidepressant use for the past month combined with 4 or more
treatment visits in the past year, or (2) 8 or more treatment visits of at least 30 minutes’
duration, without antidepressant use, in the past year. Racial and ethnic minorities are
less likely to receive antidepressants for depression diagnoses compared with white
people.51 Latinx populations are much less likely to receive comparable treatment
of pain, and a Latinx man is 50% less likely to receive opioids for a broken leg and
7 times less likely to receive opioids than a white man in an emergency room even
when physicians assessed the pain accurately.52,53 Treatment disparities in psychotic
disorders include increased doses of antipsychotics, increased restraints, and
decreased clozapine use in black people compared with white people.54,55 Black, Lat-
inx, and Asian Americans are all less likely to receive equivalent mental health care
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compared with white people, including physicians spending less time with and deliv-
ering less information to racial and ethnic minorities.50,51,56 Implicit bias research
shows that providers who score higher on the Implicit Association Test are less likely
to provide equal treatment to black and Latinx patients who present with similar symp-
toms to white people.57 Disrupting bias is thus critical to achieving equity. Providers
should be aware of and try to modify their own biases and microaggressions in the
clinical encounter.58

Training in Structural Competency

Providers should be given training in structural competence so that they have tools to
address challenges facing their patients and families. Structural competency is the
ability to discern how systems and the SDOH affect clinical interaction.59 Structural
barriers lead to structural vulnerability in racial and ethnic minority populations,
defined as “an individual’s or a population group’s condition of being at risk for nega-
tive health outcomes through their interface with socioeconomic, political, and cul-
tural/normative hierarchies.”12 Providers should consider the ability of patients to
follow recommended treatment regimens in their environments andmake suggestions
on how to achieve treatment goals in their context.

Use Standardized Tools

Using standardized tools such as diagnostic instruments, cultural formulations, and
medication and treatment algorithms can reduce bias. Studies have shown significant
changes to diagnosis with the use of semistructured instruments for diagnosis and
strict adherence to criteria.60 Training in the use of the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5) Cultural Formulation Interview im-
proves providers’ cultural competence, and using medication algorithms has been
shown to decrease disparities.61,62

Improve Communication

Improving patient-therapist communication can improve outcomes such as treatment
initiation, participation, and continuation.53 Providers should avoid assumptions and
should use interview techniques such as asking open-ended questions to understand
the patient’s context and symptoms. Providers should be aware of historical context,
cultural mistrust, and the role of stigma. Patients often feel disempowered in medical
settings and can experience feeling not heard or not having their values represented,
especially in times when treatments are not effective. Provider interventions such as
using shared decision making, speaking with jargon-free language, tailoring commu-
nication and treatment plans to patient preferences, discussing clinician backgrounds,
acknowledging power differentials, and observing differences in communication
styles may improve participation in treatment.63,64

PATIENT INTERVENTIONS

At the core of the social-ecological model lies the intrapersonal level where interven-
tions can specifically target patients’ mental health knowledge and beliefs about
mental illness, including internalized stigma and skillfulness in navigating a complex
mental health landscape. In addition to increasing patients’ basic mental health liter-
acy, there is also a need to equip patients with the knowledge of which services they
may benefit from and their rights in clinical encounters. For example, patients may be
unaware of parity laws that require insurance plans to provide mental health and
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substance use services that are not more restrictive than their medical coverage. Pa-
tients may similarly be unaware of their right to appeal a denied claim.
Anti-stigma interventions are particularly important when addressing the unmet

mental health needs of marginalized and minority communities because they often
experience significantly higher levels of stigma.65 Decreasing levels of internalized
stigma are important because both stigma and illness identity can affect patients’
courses of recovery.66 Several anti-stigma interventions have shown promising re-
sults, including Ending Self-Stigma (ESS) and Anti-Stigma Photovoice.67 ESS is a 9-
session psychoeducation course for adults living with serious mental illness that
uses a combination of reflection, teaching, skills, and home-based practice. One pilot
study showed a significant decrease in internalized stigma and an increase in
perceived recovery.68 The Anti-Stigma PhotoVoice Program is a 10-week group in
which participants receive psychoeducation about stigma and use photography as
a tool to explore and share their own narratives and lived experiences with mental
illness. The Anti-Stigma PhotoVoice Program showed a significant effect on both
decreasing stigma and improving coping with stigma in a randomized control trial.69

Many factors contribute to lower levels of treatment retention and engagement
among minority populations compared with white people. Minority patients often
experience being less participatory in visits with providers, particularly if those pro-
viders are not from the same race.70 Patient activation interventions such as The Right
Question Project teaches and prepares patients to ask questions during appointments
to obtain meaningful information from their providers. When studied in a majority Lat-
inx, Spanish-speaking population, participants who received the intervention were
more than twice as likely to engage and continue in treatment.71

SUMMARY

Significant disparities persist in the screening, diagnosis, and treatment of mental
health issues for racial and ethnic minorities compared with white people. Reducing
mental health disparities, and ultimately achieving mental health equity, requires un-
derstanding the wide range of factors that influence health outcomes at multiple social
ecologic levels. Components of an effective strategy to achieve mental health equity
include (1) increasing access with delivery and payment systems–level reform, incen-
tivizing population-based care, and linking payments to outcomes; (2) working directly
with communities and coalitions to improve services; (3) increasing the pipeline and
diversifying the workforce; and (4) empowering patients with intrapersonal interven-
tions and developing structural competence in providers.
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The Business Case for
Mental Health Equity

James Corbett, MDiv, JDa, Temi Olafunmiloyeb,1, Joseph R. Betancourt, MD, MPHc,*

INTRODUCTION

Mental health has garnered increased attention in recent years as more than 47 million
Americans experience mental illness each year, and 9.2 million Americans suffer from
mental health and substance use disorders (SUD).1 The need for services to address
this growing epidemic has become a public health and policy priority; more than 60%
of adults with mental illness and 81% of those with SUD do not receive treatment.1,2

Nevertheless, health system investment in mental health and SUD services remains
challenging for multiple reasons, including low reimbursement and low return on in-
vestment as compared with more profitable health system services. At the same
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KEY POINTS

� Racial and ethnic disparities persist in mental health and substance use disorders, as mi-
norities face greater challenges accessing mental health and substance use disorder ser-
vices and receive a lower quality of care.

� Mental health expenditure exceeds that of other medical conditions, increases the costs
of addressing physical health, and is exacerbated by health disparities.

� Real-world evidence trials account for strategic and operational concerns along with the
disparate financial incentives of multiple stakeholders.

� Real-world evidence trials offer great promise to solidify the business case for equity,
reduce disparities, and combat the major challenge of mental health and substance use
disorders.
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time, payors historically have carved out mental health and SUD from physical health
and reimbursed less for these services, and regulators have not appropriately moni-
tored or enforced policies such as the Mental Health Parity and Addiction Equity
Act. As the monetary and human costs from our nation’s mental health and SUD
burden escalate, however, strong business and ethical cases arise to better address
this crisis in a meaningful and sustainable manner. This need is further magnified as
our nation pushes toward value-based care and population health management,
where improving outcomes and performance in physical health requires concomitant
treatment of mental illness and SUD. This article describes the root causes and cost of
disparities in mental health and SUD and offers an innovative perspective on aligning
stakeholders to make the business case for equity in mental health and SUD treatment
and outcomes.
A deeper exploration of the mental health and SUD crisis demonstrates that

racial and ethnic disparities persist. For instance, minority populations tend to
have limited access to health care, and receive lower quality care, than their white
counterparts. Although research shows that minorities have a lower or equivalent
prevalence of mental illnesses as whites, mental health services are more likely
to be used by those that are white, high income, and living in urban areas.3,4 Black
and Latinx populations are less likely to receive mental health services and
receive adequate quality care.5–8 For example, between 2008 and 2012, whites
had the highest average use of mental health services at 16.6%, followed by Amer-
ican Indian/Alaskan Natives (15.6%), African Americans (8.6%), Latinos (7.3%), and
Asians (4.9%).9 Further, the mental health needs of patients with limited
English proficiency are dramatically unmet, with research revealing that only 8%
of patients with limited English proficiency who express a need for services
receive them.10 Given that these minority and populations with limited English pro-
ficiency also disproportionately suffer from and receive lower quality care for
chronic conditions such as heart disease, asthma, and diabetes, and
because physical health outcomes worsen and costs increase by inadequate treat-
ment of mental illness, an even stronger business case is evolving for mental health
equity.

BACKGROUND ON MENTAL HEALTH AND SUBSTANCE USE DISORDERS
Disparities in Mental Health

Mental health disparities describe the unequal access to mental health services, lower
quality of care, and decreased probability of favorable risk-adjusted health outcomes
that minority groups experience.11 Although mental health services use has generally
increased in the United States over time, minority populations have faced greater chal-
lenges accessing them, for both historical and structural reasons. Mental health dis-
parities are impacted by social and physical stressors that impact minority
populations at greater rates.12 These include racial discrimination and social exclu-
sion; adverse early life experiences; poor education; unemployment, underemploy-
ment, and job insecurity; poverty, income inequality, and neighborhood deprivation;
poor access to sufficient healthy food; poor housing quality and housing instability;
adverse features of the built environment; and poor access to health care.13 Generally,

Abbreviations

MAT Medications for addiction treatment
OUD Opioid use disorder
SUD Substance use disorders
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the greater the social inequality, the higher the risk of developing a mental health
disorder.
Barriers to receiving mental health care are extensive. Research demonstrates that

high cost and limited insurance coverage are the highest reported barriers to using
mental health services among all racial and ethnic minority groups. Other barriers
include stigma, negative experiences with providers, perceived ineffectiveness of
treatment, and structural barriers such as limited appointment availability and lack
of transportation.14 For example, research has shown that black, Latinx, and Asian
populations are more likely to report prejudice, discrimination, and a lack of confi-
dence that the services would help as reasons for not seeking treatment.9 The burden
of mental health disparities is further exacerbated by the political climate. For
example, 1 study showed that lesbian, gay, and bisexual populations living in states
with bans on same-sex marriage had higher rates of psychological distress as
compared with lesbian, gay, and bisexual populations living in states without these
bans.15 In another study that compared rigid immigration policies and mental health
in the Latinx community, Latinx people residing in states with stringent immigration
policies experienced a greater number of poorer mental health days.16 In summary,
mental health disparities are longstanding, widely prevalent, and deeply problematic.

Disparities in Substance Use Disorders

Addiction to drugs or alcohol comprises a mental illness known as SUD. SUD is
defined as a problematic pattern of substance use that causes significant impairment
or distress.17 SUD are shaped by genetic, environmental, and developmental factors,
leading to an array of mental, physical, and behavioral symptoms.18 A subset of SUD
is opioid use disorder (OUD). The term opioid is used to describe a class of drugs that
includes prescription pain relievers, synthetic opioids, and heroin.19 OUD carries a
great possibility of developing a physical dependence in a short timeframe, sometimes
as little as 4 weeks—and abruptly stopping opioid use can lead to severe withdrawal
symptoms.20 Because mental health and SUD are closely tied together, similar dispar-
ities exist among minority populations. African Americans and Latinx populations are
less likely to complete treatment for SUD, because psychosocial stressors and the
severity of drug use are cited as influences on the completion of treatment.21

Compared with whites, Latinx populations have a 92% likelihood of completing treat-
ment for substance abuse and African Americans have a 69% likelihood.8 African
Americans are also less likely to complete treatment across several substances,
including alcohol, cocaine, marijuana, heroin, and methamphetamine compared
with whites.8

Not only do minority groups have lower rates of treatment completion, but they are
also less likely to receive treatment at all. OUD is now considered a public health emer-
gency as more than 130 Americans die daily as a result of this crisis.22 One of the most
beneficial evidence-based treatments for OUD involves medications for addiction
treatment (MAT). MAT is the use of medications in combination with counseling and
behavioral therapies; it is proven to be effective in the treatment of opioid use and
in helping to sustain recovery.23 Buprenorphine, methadone, and naltrexone are the
3 drugs that have been approved by the US Food and Drug Administration to fight
opioid dependence.23 Typically, these treatments have been most effective when
combined with counseling and psychosocial support.23 From 2004 to 2015, buprenor-
phine was more likely to be provided to patients that were white, had private insur-
ance, and/or could self-pay.4 Research shows that, between 2012 and 2015, there
were a total of 13.4 million patient visits that resulted in a buprenorphine prescription;
white patients accounted for 95% of those visits and minority patients accounted for
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only about 3%.24 Further, for every 35 white patients who received a buprenorphine
prescription, 1 minority patient did, with an overall 77% lower odds of having an office
visit that included a buprenorphine prescription.24 Race and class are inextricably
linked, making race, ethnicity, and income defining aspects of access. Between
2012 and 2015, approximately 40% of outpatient visits involving buprenorphine pre-
scriptions were paid for by the patient outside of insurance, with private insurance
covering only 34% of these costs, and only 19% were paid for by either Medicare
or Medicaid.24 Although 69% of counties in the United States have at least 1 SUD fa-
cility, about 40% do not have at least 1 outpatient SUD facility that accepts
Medicaid.25 Counties in the South and Midwest, as well as those with higher propor-
tions of African American and/or Latinx residents, were less likely to have SUD outpa-
tient facilities that accept Medicaid.25

Amid the OUD epidemic, several barriers hinder treatment for co-occurring disor-
ders, including personal beliefs (ie, perceived stigma, cultural attitudes) and structural
barriers (ie, insurance coverage, service availability and location, disorder identifica-
tion, and lack of provider training to identify the disorders).26 There is a lack of special-
ized services for treatment for substance abuse and mental health, particularly in rural
areas.26 Further, research suggests that negative stereotypes may contribute to the
underdiagnoses and misdiagnoses of racial, ethnic, gender, and sexual minorities.26

As the number of Americans with SUD grows, there is a pressing need to increase ac-
cess to treatment for black, Latinx, and low-income populations to ensure all who
could benefit from this treatment are provided appropriate access.

THE COST OF MENTAL HEALTH AND SUBSTANCE USE DISORDERS

Mental health care costs the United States about $300 billion annually, including $100
billion in health care expenditures.27,28 Mental disorders are considered some of the
highest cost medical conditions, with spending having increased by 5.6% between
1996 and 2013.28 When substance use is taken into account, mental health and
SUD services combined account for 7% of overall health care spending in 2014.29

Medicare and Medicaid covered more than one-half of all spending on mental health
care and SUD services, totaling $110 billion and $22 billion, respectively.29 Early
recognition and treatment of mental illness can lead to a decreased number of medical
visits, ultimately decreasing costs. Further, mental illness increases the likelihood of
morbidity for several chronic diseases, including cardiovascular diseases, obesity,
diabetes, and cancer.27 This finding suggests that providing accessible and high-
quality treatments has the potential to improve outcomes for chronic diseases, further
decreasing health care expenditures.27 Eliminating mental health disparities by
providing additional care can lead to the United States saving up to $38 million in
emergency room expenditures and $833 million in inpatient expenditures for black
and Latinx populations.30 These significant cost decreases indicate an urgency to pro-
mote mental health and SUD equity. The World Health Organization states that invest-
ing in mental health is key to the advancement of and well-being of populations and
improves economic efficiency.31 The World Health Organization lists 4 ways to begin
this investment:

1. Increase awareness and education about mental health and illness.
2. Provide better quality health and social care services for underserved populations

with unmet needs.
3. Provide better social and financial protection for persons with mental disorders,

particularly those in socially disadvantaged groups.
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4. Provide better legislative protection and social support for persons, families, and
communities adversely affected by mental disorders.31

These investment areas highlight the need for interventions that address equity not
only at the individual and community level, but the structural level as well.

MENTAL HEALTH PARITY AND SUBSTANCE USE DISORDER EQUITY

The Mental Health Parity and Addiction Equity Act, which was enacted in 2008, re-
quires that, when mental health or SUD benefits are covered, they are covered equally
with physical health services.32 SUD treatment is an essential health benefit for indi-
vidual and small group coverage under the Affordable Care Act.33 Although the pass-
ing of this landmark law helped to ameliorate the bifurcation of mental health and
physical health, mental health and SUD parity compliance remains a work in progress
across public and commercial payers, despite having been the law for more than a
decade.
Meaningful oversight and enforcement of mental health and SUD parity are critical

to reversing the current opioid epidemic, yet legislation alone is not the solution. In
addition to enforcement, the removal of barriers such as prior authorization for MAT
services, ensuring that MAT is affordable, and that health insurance companies
have an adequate network of addiction medicine and mental health physicians are
also crucial to addressing disparities in treatment. The business case has to be
made at the intersection of regulators, payers, and providers who need appropriate
incentives for investment. Both payers and health systems have become adept at
adhering to the letter of the law, balancing regulatory requirements with financial re-
straints in deciding how to respond to shifts in regulations. Consequently, an
ecosystem approach that accounts for the multiple and varied incentives of key stake-
holders to address mental health and SUD is required and tangible; meaningful data
must be acquired and disseminated.

MAKING THE BUSINESS CASE: REAL-WORLD EVIDENCE TRIALS

Traditional clinical trials, although of great value, are costly and time consuming, often
spanning multiple years in development and navigating the complex approval pro-
cess. Moreover, clinical trials are often conducted with specific populations,
controlled in certain environments that do not reflect clinical or community realities.34

Historically, clinical trials have struggled to have diverse participants and have, at
times, increased disparities by focusing their studies on discrete populations.34

Real-world evidence trials have the potential to compensate for the limitations of tradi-
tional clinical trials, improving the ability to generalize findings to be more inclusive of
diverse populations.34 This allows researchers to answer questions that better pertain
to these populations, gaining a deeper understanding of how clinical settings, pro-
viders, and health systems affect treatments and outcomes. Real-world evidence tri-
als involve information gathered beyond typical clinical research settings (ie, electronic
health records, claims and billing data, disease registries, data from health infor-
matics, personal devices, and health applications).34 Thus, although efficacy trials
aim to understand whether an intervention leads to a certain result under ideal condi-
tions, effectiveness trials seek to assess the degree of effect under real-world clinical
settings that are often impacted by factors such as patient preference, organization
culture, administrative decisions, and organizational structure of the entities
involved.35 Real-world evidence trials, which embrace a health ecosystem approach
and account for multiple entities and diverse incentives, could uncover financial,
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operational, and strategic factors required to enhance the business case for meaning-
ful investment in mental health and SUD.
Enhancing the business case using real-world evidence trials in mental health and

SUD would best be served by incorporating a health ecosystem approach and collab-
orating with appropriate payers, health systems, and related parties in the recovery
ecosystem, including those involved in outpatient care, inpatient care, housing, and
social support services. Collecting and analyzing patient outcomes and financial out-
comes could offer a data-driven and strategic opportunity to compel investment in
mental health and SUD. For example, regarding OUD, strategic questions to answer
would include the following: Does reducing the barriers to access, such as prior autho-
rization of MAT, lead to fewer overdose deaths? Does reducing barriers save payers
and health systems money when compared with the cost of overdose in the emer-
gency room and other high-cost settings? Does the costlier injectable extended-
release version of buprenorphine lead to fewer hospitalizations and emergency
room admissions than the less expensive oral buprenorphine, and ultimately save
more despite the higher upfront costs of injectable medications? Providing the an-
swers to such trenchant questions in a real-world setting with a lens toward opera-
tional, financial, and patient outcomes could form a cogent argument for investing
in OUD, and mental health and SUD more broadly, in minority communities.

MAKING THE BUSINESS CASE: MEDICAID AND REAL-WORLD EVIDENCE

Medicaid is both a federal and state program that provides health insurance for low-
income individuals, and is one of the largest purchasers of health care services in the
United States, providing coverage for more than 70 million people at an annual cost of
more than $460 billion.36 Medicaid is also the largest payer for mental health services
in the United States and generally the first or second largest item in every state
budget.37 Given that Medicaid is a program for the poor and largely serves Latinx
and black populations, Medicaid could act as the epicenter for rapidly addressing dis-
parities in mental health and SUD access and treatment. Medicaid’s size, scope, and
centrality in the health insurance market make it a viable opportunity. Historically, for
Medicaid, cost containment has meant imposing arbitrary across-the-board rate cuts
or cutting eligibility, but the time is ripe for state Medicaid agencies to leverage real-
world evidence trials.
Unlike Medicare, which is managed across the country under central administration,

each state Medicaid office has latitude regarding how they administer the program.
This latitude presents both a challenge and an opportunity. Coverage policy, in its
broadest sense, is intended to promote value in medical care by using reimbursement
to favor the use of effective care and avoid payment for ineffective care.38

Ways in which Medicaid can address disparities become apparent when exploring
mental health and OUD treatment. For example, all state Medicaid offices are required
to pay for mental health inpatient stays, but optional benefit categories include effec-
tive evidence-based nonclinical services such as peer support and community resi-
dential services and vary greatly by state.37 On a more granular level, although all
state Medicaid offices offer coverage for buprenorphine, which is used in MAT, 40
states require prior authorization for its use.39 In a similar vein, Medicaid coverage
for extended-release injectable buprenorphine is covered by 33 state Medicaid offices
but only 7 do not require prior authorization.40 Prior authorization is an effective tactic
to prevent overuse and manage costs, but it has also been proven to be a barrier to
care particularly for minority communities.4 Real-world evidence trials could be a
powerful tool to study financial and patient data, connecting the decrease of prior
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authorization requirements to the decrease in overdose deaths and expensive emer-
gency room visits associated with overdose. Similarly, real-world evidence trials could
determine the impact of oral buprenorphine and the extended-release injectable
buprenorphine and analyze cost differentials and overdose rates based on geography,
health system characteristics, and race and ethnicity. Data-driven decision making
based on patient and financial data in real-world settings could positively impact
the opioid crisis, decrease costs, and meaningfully address disparities in mental
health and SUD.

PRIVATE SECTOR INVESTMENT

There are instances of local communities across the country taking this leap; commu-
nities in Kansas and Colorado have now passed local taxes to build their capacity to
address mental health and SUD.41,42 In private industry, the Google affiliate, Verily, in
Dayton, Ohio—considered the epicenter of the OUD crisis—established a nonprofit
organization called OneFifteen to highlight and address the 115 people who die daily
from OUD.43 Additionally, private foundations in different states, including the Colo-
rado Health Foundation, are now offering zero interest loans to inspire investment in
mental health as well as in mental health innovation and technologies.44,45 Although
community investment in mental health and OUD is promising, more remains to be
done at the payor, provider, state, and federal levels to address the OUD epidemic
and decrease disparities in access and treatment to mental health and SUD services
more broadly.

SUMMARY

The cost of our nation’s mental health and SUD burden continues to escalate and is
further exacerbated by health disparities that impact minority and low-income popu-
lations. Acknowledging the business case for addressing our mental health and SUD
crisis is of vital importance. Although there are no easy answers, it is incumbent upon
health systems, policymakers, and payers to address the human and financial cost of
this crisis. A health ecosystem approach that aligns disparate incentives and accounts
for financial, operational, and strategic concerns of payers and health systems is
needed to inspire investment in mental health and SUD in underserved communities
across the country. Although the human cost of the mental health and SUD epidemic
is clear, navigating the “whose pockets” issue of cost decreases associated with
these investments remains a challenge. Real-world evidence trials, which account
for strategic and operational concerns along with the disparate financial incentives
of multiple stakeholders, offer great promise to reduce disparities and combat this ma-
jor challenge of our generation.
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Shifting the Policy Paradigm
to Achieve Equity
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INTRODUCTION

The preceding articles in this issue highlight the inequities that persist in mental health
access, service delivery, and financing for groups designated as racial and ethnic mi-
norities. In this article, we review the historical context of mental health policies, their
impact on individuals and communities, and the barriers they present to ensuring
comprehensive and equitable care for all. We describe social changes and activism
that challenged the status quo to broaden the role of government in providing treat-
ment and services for those with mental illness. Although we recognize the interplay
of institutional, local, state, and national mental health policies in the promotion of eq-
uity and reform, here we direct our attention to federal policies that are the basis for the
funding, infrastructure, and programming of the US mental health system. In addition,
we examine the guiding principles that propel policymaking to target mental health
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equity. We consider contributing factors and current challenges to steady improve-
ments in access and service delivery. Finally, we offer a structured model for policy
development that is aligned with community-partnered participatory research that
builds on community insights and strengths. We posit that a community-informed pol-
icy approach targets the key values of racial and ethnic minority groups and best sus-
tains equity in mental health service utilization.

A HISTORICAL PERSPECTIVE ON MENTAL HEALTH POLICY AND RACE-BASED
INEQUITY

Reflecting on policies related to the treatment of those with mental illnesses and the
origins of American medical practice provides a useful lens to examine our current
state of health disparities. Race has been uniquely intertwined with the mental health
system since its inception. In fact, the enslavement of African American individuals
was purported to be a protective factor for their mental health. Erroneous reporting
in the mid-nineteenth century estimated that the prevalence of mental illnesses among
African American individuals residing in free states was more than 10 times that of
those residing in states with enslavement.1 This propaganda not only argued against
abolitionist and emancipation movements at that time, but also impacted local and
state government responses and philanthropic support needed to apply resources
in the care of those experiencing mental illness. These trends continued after the Civil
War, Emancipation, and Reconstruction periods, as segregation pervaded the mental
health services landscape. Local municipalities and state governments provided
custodial care and treatment of African American individuals in separate institutions
or wards. In a similar manner to “separate but equal” facilities and resources in edu-
cation and housing systems, institutional and custodial care for African American in-
dividuals was largely inaccessible, scant, or of poorer quality.2,3

For Native American individuals, a segregated health care system also existed.
Despite a federal trust relationship since our nation’s establishment (ie, one built on
formal agreements, treaties, and law), tribal lands received minimal resources and
funding from the Bureau of Indian Affairs to support their health needs.4 In the
1920s, there was only one hospital in existence for the treatment of Native American
individuals with mental illness.5 A 1928 report to the US Secretary of the Interior by the
Institute on Government Research, known as the Meriam Report, assessed the
administration of resources to tribes. The document detailed the poor health and living
conditions of Native American individuals.5 Its findings concluded that the infrastruc-
ture and workforce were far too inadequate to meet the expected needs of tribal ter-
ritories, a circumstance that persists today.6

The twentieth century ushered in a national response to mental health care and a
confluence of social policies that advanced ideals of equality (Table 1). The National
Mental Health Act was signed into law in 1946 and served as an answer to strained
public health services and resources in the wake of World War II. As the mental health
workforce addressed the needs of military service members and veterans, significant
gaps remained in state hospitals, correctional institutions, immigration services, and
drug addiction services.7 Although this Act spurred federal programs aimed at
research, prevention, and workforce development, it failed to address the needs of Af-
rican American veterans and communities.8,9 Latinx veterans additionally faced racial
discrimination post-War.10 The legislation’s provisions would ultimately direct funding
to the development of the National Institute of Mental Health (NIMH).
During the 1940s and 1950s, proponents of the rehabilitation and civil liberties

movements decried the abusive and unsanitary conditions of state mental hospitals.
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In response to public outcry, advancements in biological treatments, and community-
based rehabilitation movements, the Community Mental Health Centers Act (1963)
shepherded national reforms to develop community-based mental health services.
States were granted federal funds to serve local catchment areas and provided
inpatient, outpatient, and education services and treatment.11 Whether by design or
unintentional, catchment areas segregated communities. An individual from a racial-
minority community received care at a designated facility defined solely by catchment,
which contributed to stereotyping and disparities in services and treatment.12 Further
advances in the Civil Rights Movement propelled mental health for racial and ethnic
minorities. The federal appeals court decisions that instituted nondiscrimination in

Table 1
Shifts in national policy that impacted equity in mental health

Year Driver of Policy Shift Behavioral Response to Policy Shift

1946 National Mental Health Act Authorized services, research, training for
mental health; established National
Institute for Mental Health (NIMH)

1963 Mental Retardation Facilities and
Community Mental Health
Centers Construction Act

Established community mental health
programs; contributed to
deinstitutionalization; contributed to
transinstitutionalization to nursing
homes and criminal justice involvement

1964 Civil Rights Act, Title VI
(preceded by Simkins v. Cone)

Prohibited discrimination in federally
funded programs

1965 Medicare/Medicaid Desegregated hospitals and health care
systems

1970 Nixon Administration’s
Establishment of the NIMH
Center for Minority Group
Mental Health Programs

Stimulated research and training support
to combat racism

1980 Mental Health Systems Act Designated an NIMH associate director of
minority concerns for services, research,
training and workforce programming

1985 U. S. Dept. of Health and
Human Services (HHS) Report
of the Secretary’s Task Force
on Black and Minority Health
(Heckler Report)

Led to creation of the HHS Office of
Minority Health

1986 State Comprehensive Mental
Health Services Plan Act

Impacted provision of case management
services and community-based systems
of care

2001 Mental Health: Culture, Race
and Ethnicity (Surgeon
General’s Report)

Offered a roadmap to achieve mental
health equity

2008 Mental Health Parity
& Addiction Equity Act

Application of standards for mental
health and addiction insurance
benefits that were equitable to other
medical benefits

2010 Patient Protection and
Affordable Care Act

Expanded access to health coverage
through Medicaid expansion and
insurance definitions and subsidies;
expanded minority health impacts
within key federal agencies
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hospitals receiving federal funding were fully mandated through Title VI of the Civil
Rights Act of 1964.13 Through amendments of the Social Security Act, the Medicare
and Medicaid programs (1965) led to the desegregation of hospitals and health care
systems.

TWENTIETH CENTURY POLICIES TO ADDRESS MINORITY MENTAL HEALTH

The violent and tumultuous social fabric of the late 1960s placed racism at the fore-
front of societal plagues requiring immediate attention. The National Advisory Com-
mission on Civil Disorders (ie, the Kerner Commission14) described racism as the
primary cause of violence in the country and the Joint Commission on Mental Health
of Children, Inc.15 defined racism as the primary public health problem in America. Af-
rican American psychiatrists and mental health professions engaged in federal advo-
cacy to support improved service delivery to minority communities. In response, NIMH
established the Center for Minority Group Mental Health Programs16 (1970–1985) to
improve research efforts and workforce development.
The first major charge to legislate racial equity in mental health came through the

Mental Health Systems Act of 1980 (Public Law 96–398), which designated an Asso-
ciate Director of Minority Concerns at NIMH. The associate director would oversee
services and programs for minority groups and direct programs for researching and
training, and workforce initiatives. Although other key provisions of this Act were
repealed in the subsequent change in administration, this position endured.17 The
1985 Department of Health and Human Services (HHS) report on Black and Minority
Health, known as the Heckler Report,18 critically detailed the differences in multiple
health outcomes for minority groups and spurred a federal response and commitment
to examining racial disparities. The Heckler Report inspired the creation of the HHS
Office of Minority Health. In 1992, Public Law 102 to 321 would establish the NIMH
Associate Director for Special Populations, a role charged with coordinating research
policies and programs to ensure emphasis on the needs of women and minority
populations.
President Ronald Reagan’s policy of New Federalism aimed to reduce the size and

influence of the federal government.19 In effect, it curtailed social programs and enti-
tlements that provided economic, employment, and housing support to communities
in need. This fiscal conservatism affected minority groups, those in poverty, and peo-
ple with mental illnesses the most.20 The 1980s also heralded a shift in the health
finance system with the introduction of managed care plans, expansions in mental
health benefits, and new policies directing payments for mental health services.
One example is the State Comprehensive Mental Health Services Plan Act that
focused on supporting community-based systems of care and those psychosocial
services integral to mental health treatment such as case management.21 The Act
stressed the need for care for all people with severe mental illnesses and for new
research and service delivery plans for homeless people with chronic mental illnesses.
Overall, the progression of national reforms during the twentieth century resulted in

the advancement of federal oversight, the implementation of national mental health
programming, and the transition of care and services from state mental hospitals to
federally sponsored programs like nursing homes and prisons, or community-based
systems of care.21 The interconnectedness of health and social services placed
greater emphasis on solutions to enhance policies for both. As diagnoses and treat-
ments were refined and definitions of mental illness broadened beyond severe,
chronic illnesses, the importance of mental health for our society became more
notable, and policies to ensure equity and parity of mental health benefits (equal to
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those for physical health) led the next wave of reforms. Although growing evidence
showed racial and ethnic disparities in mental health care and outcomes, and a foun-
dation had been established with NIMH programming aimed at racial and ethnic
groups, few policies proposed significant actions to improve access and promote eq-
uity for minority populations.
A shift from institutional to community services had significant consequences for mi-

nority communities. The concept of deinstitutionalization, defined as the reintegration
of individuals from state mental hospitals into their communities to receive
community-based treatments, failed for many. For certain segments of society,
community-based treatments for severe mental illness were often unavailable and
inaccessible. As a result, transinstitutionalization, or the transfer of individuals from
state mental hospitals to other institutions, occurred instead. These settings were typi-
cally ill-equipped to provide adequate, high-quality mental health services. Justice
involvement through incarceration particularly plagued African American individuals,
because the combination of race, socioeconomic status, and the distressing behav-
iors associated with severe mental illness often led to legal consequences.22–24

ATWENTY-FIRST CENTURYAPPROACH TO PROMOTING EQUITY IN MENTAL HEALTH
POLICY

In August 2001, the 16th US Surgeon General, Dr David Satcher, released the seminal
report on disparities in mental health. Although not a policy document, Mental Health:
Culture, Race and Ethnicity25 outlined the strategy for achieving equity in the American
health care system. This supplement to a broader document, Mental Health: a Report
of the Surgeon General,26 outlined the mental health needs of specific racial and ethnic
group members, described the differences in access to services for these groups, and
detailed the disparate outcomes in care for African American, American Indian, Asian
American, Pacific Islander, and Hispanic American individuals. It delineated a public
health approach to ensuring equity for all through advancing research, improving ac-
cess to high-quality care, and promoting mental health through workforce develop-
ment and consumer/community engagement (Box 1). In the following year, the
Institute of Medicine’s consensus report, Unequal Treatment,27 on racial and ethnic
disparities in health care echoed this approach. Incremental shifts in policy occurred
as a result, including quality improvement through national standards for culturally and
linguistically appropriate services.28

In the context of growing rates of unmet mental health service needs, advances in
achieving parity for mental health care occurred nearly a decade later, with the pas-
sage of the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA), which
was implemented in January 2010. The MHPAEA had mixed effects on equity. People
with common mental disorders like depression were more likely to be treated in pri-
mary care; however, non-Hispanic African American individuals were less likely to
receive care.29

The passage of the Affordable Care Act (ACA) in March 2010 conferred the largest
advances in access to benefits and services for racial/ethnic minorities. Themajor pro-
visions30 expanded insurance access through increases in income limits for Medicaid
eligibility, subsidies for insurance premiums for low earners, coverage of young adults
up to age 26 on their parents’ insurance plans, and inclusion of mental health benefits
under its mandated essential health benefits coverage. Some lesser-known provisions
made key changes within federal government departments and agencies (Box 2): the
promotion of the Office of Minority Health within HHS, the elevation of the National
Center on Minority Health and Health Disparities to a National Institutes of Health
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Institute, and the formation of minority health offices in targeted federal agencies that
oversee research, epidemiology, health care finance, drug innovation and safety,
workforce and resources, and mental health and substance use programs. With a pri-
mary aim of ensuring more Americans had comprehensive health care coverage, the
ACA bridged significant gaps in health equity; however, novel models in policymaking
are still needed to sustain improvements in quality and capacity.

FUTURE DIRECTIONS: A MODEL OF COMMUNITY-INFORMED POLICYMAKING

One promising avenue for creating demand for policy change is community-based
participatory research (CBPR). CBPR blends rigorous science with social activism.31

CBPR methods equitably involve community members, health care providers, organi-
zational representatives, academicians, and policymakers in the research process.32

Most CBPR makes use of the social-ecological model of health, which considers how

Box 1

Sixteenth surgeon general’s suggested approach to address inequity in mental health

Continue to Expand the Science Base
� Epidemiology
� Evidence-based treatment
� Psychopharmacology
� Ethnic- or culture-specific interventions
� Diagnosis and assessment
� Prevention and promotion
� Study the roles of culture, race, and ethnicity in mental health

Improve Access to Treatment
� Improve geographic access
� Integrate mental health and primary care
� Ensure language access
� Coordinate and integrate mental health services for high-need populations

Reduce Barriers to Treatment
� Ensure parity and expand public health insurance
� Extend health insurance for the uninsured
� Examine the costs and benefits of culturally appropriate services
� Reduce barriers to managed care
� Overcome shame, stigma, and discrimination
� Build trust in mental health services

Improve Quality of Care
� Ensure evidence-based treatment
� Develop and evaluate culturally responsive services
� Engage consumers, families, and communities in developing services

Support Capacity Development
� Train mental health professionals
� Encourage consumer and family leadership

Promote Mental Health
� Address social adversities
� Build on natural support
� Strengthen families

Data from Office of the Surgeon General, Center for Mental Health, National Institute of
Mental Health, et al. Mental Health: Culture, Race, and Ethnicity—A Supplement to Mental
Health: A Report of the Surgeon General. Rockville, MD: Department of Health and Human Ser-
vices; 2001.
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policy, community, interpersonal, and individual-level factors contribute to health in-
equities.33–35 Given its attention to multiple determinants of health, CBPR aims to
achieve policy and broad-scale changes focused on health equity.32

Community-partnered participatory research (CPPR), derived from CBPR, can pro-
mote health equity in mental health services utilization. The core values of CPPR are
respect for diversity, 2-way power-sharing, knowledge, trust, and community empow-
erment.36 CPPR analyzes progress through 3 sequential phases: vision (engagement of
stakeholders and collaborative planning), valley (implementation of evidence-based
practices), and victory (celebration and communicating results).37 A Community Steer-
ing Council composed of community members, policymakers, and academicians pro-
vide leadership for community-partnered initiatives.38 In a landmark federally funded
study, Community Partners in Care, a participatory approach was compared with tech-
nical assistance for quality depression care. This study assessed the effectiveness of
implementing evidence-based depression interventions in underresourced commu-
nities in South Los Angeles, populations that were predominantly African American or
Latinx.39,40 Results showed that Community Partners in Care improved depression
screening uptake and outcomes in health care and social sectors, including churches,
when compared with technical assistance.41 Long-term follow-up of participants in the
2 groups showed increased depression remission among people who received the
participatory approach.42 These findings show that CPPR-informed methods can
create sustainable effects and models of mental health service provision.42,43

A MODEL OF COMMUNITY-INFORMED POLICYMAKING: CASE EXAMPLE
The Black Church

Defined as the set of 7 predominantly African American denominations of Christian
faith, the Black Church is one of the most durable and trusted institutions in African
American communities.44 The Black Church has provided de facto mental health ser-
vices for centuries.45 Their clergy are trusted “gatekeepers” for counseling services or
referrals to mental health specialists.46 Clergy also refer parishioners to mental health
services and may influence the acceptability of their use.47

Box 2

Provisions of the Affordable Care Act that improved equity in mental health

Transfer of the Office of Minority Health to the Office of the Health and Human Services
Secretary

Establishment of individual Offices of Minority Health within the following agencies:
� Agency for Healthcare Research and Quality
� Centers for Disease Control and Prevention
� Centers for Medicare and Medicaid Services
� Food and Drug Administration
� Health Resources and Services Administration
� Substance Abuse and Mental Health Services Administration

Redesignation of the National Center on Minority Health and Health Disparities to an institute
within the National Institutes of Health; that is, the National Institute on Minority Health and
Health Disparities

Data from U.S. Department of Health and Human Services, Office of the Secretary, Office of Mi-
nority Health for the Fiscal Years 2013 and 2014 Report to Congress on Minority Health Activ-
ities as Required by the Patient Protection and Affordable Care Act (P.L. 111-148). Available at:
https://minorityhealth.hhs.gov/Assets/pdf/2015_0916_Report_to_Congress_on_Minority_
Health_Activities_FINAL.pdf.
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The Black Church also has a storied history of engaging communities to shape pol-
icy. The most recognized illustration of its involvement in social justice was the Civil
Rights Movement.48 Integrating community-partnered approaches with the political
force of the church could be a promising strategy to promote mental health equity.
Fig. 1 describes these approaches. Targeted engagement of congregations through
education on mental health disparities and assessment of community mental health
needs can inform advocacy for increased access to providers, more availability of ser-
vice settings in local communities, or increased quality of care. Clergy trained in
evidence-based psychosocial interventions or congregants equipped to provide
peer support exemplify other modes of targeted engagement and service delivery.
These changes in service delivery or delivery outcomes require restructured incentives
that reward quality of care and deployment of diverse providers, including clergy.
Value-based reimbursement options for mental health services provided by clergy
or church-based paraprofessionals increase their likelihood of sustainability. Evidence
of efficiency and cost-effectiveness mobilizes churches and community advocates to
push for policies that support these new approaches to care. This community-
informed approach serves the unique needs of its targeted population. In addition
to applications in faith-based settings, this model could be adapted to confront the
varying array of mental health policy needs of groups with diverse racial, ethnic,
gender, or sexual identities (see Fig. 1).

DISCUSSION

Despite broad systemic improvements in health care, directing research, workforce,
and services to enhance the mental health of racial and ethnic minorities remains a
challenge. Social and economic policies that negatively affect minority communities
contribute to disparities in health care utilization and outcomes. Despite growing
public enthusiasm and approval of national policy proposals that would expand
health care coverage for the uninsured, underinsured, or all Americans, there re-
mains little momentum to promote reforms and enhancements of federal entitlement
programs that confer economic, nutrition, or housing security (ie, key factors that in-
fluence health outcomes). Indeed, some markers of socioeconomic disadvantage
(eg, lower neighborhood education) are associated with less initiation of mental
health care.49,50

Major advances in mental health care financing have expanded benefit coverage
and access to treatments and services, yet minority populations remain plagued by

Fig. 1. Example of a community-informed policy approach.
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disparate and unequal care and outcomes. Among its many successes in attaining
health equity, the ACA addressed a crucial disparity in health care for African American
individuals, Latinx people, American Indian/Alaska Native peoples, and Native Hawai-
ian individuals: that of insurance coverage. Before full implementation of the ACA, the
uninsured rates for adults were 19%, 30%, 30%, and 18%, respectively (compared
with 12% for white individuals) in 2013. Four years later, in 2017, uninsured rates
decreased significantly (11%, 19%, 22%, and 11% respectively, compared with 7%
for white individuals). Greater impacts in ACA insurance coverage for minority groups
are seen in states that expanded Medicaid eligibility in comparison with nonexpansion
states.51,52 Unfortunately, access to insurance coverage may belie assurances of ac-
cess to high-quality care or service utilization. Kim and colleagues53 revealed signifi-
cantly lower use of mental health services by African American seniors in the South
compared with white seniors, yet showed no racial differences in other geographic re-
gions. Furthermore, disparities in mental health care among African American individ-
uals and Latinx people are greatest at the initiation of care (compared with middle and
end-phases of care).51,52 Tauler and colleagues49 note that advocacy to influence
health policies and social policies that reduce disadvantage should be pursued simul-
taneously with efforts to expand the delivery of clinical interventions. In effect, health
equity strategies require a multipronged approach.
One important transformative task in achieving equity involves the use of health

care analytics to examine aggregated data to uncover utilization rates and differ-
ences by race/ethnicity. These data might allow for culturally targeted strategies
to promote mental health equity. Another opportunity lies in repairing historical
mistrust tied to past discrimination. How could policies incentivize health care sys-
tems to engage minority populations, particularly for care initiation, where disparities
are most apparent? The government could play a role through financial reforms in
federal programs. Training and workforce development could be increased at the
state and federal levels and mandate that all mental health professionals receive
training to address health equity locally (if applicable based on geography and spe-
cific metrics). Specifically, this may require training to implement evidence-based in-
terventions that show the most promise in supporting mental health service initiation
among ethnic minority communities, like integrated models of care. Because com-
munity health centers play a significant role in the provision of services for racial
and ethnic minorities, funding full development of integrated behavioral health
models in these primary care settings should benefit their consumers. Regional
and geographic disparities could be addressed through novel federal block grants
to target underserved groups. Federally, provisions of the ACA have been under
attack since its implementation. Protecting health insurance and subsidies for those
who benefit from the law and expanding insurance for uninsured and underinsured is
vital. Finally, optimization of policy interventions by local, state, and federal actors
must be accompanied by collaborative inquiry that engages communities, clinicians,
and researchers in research on the complex interventions to improve mental health
equity.
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An Anti-Racist Approach to
Achieving Mental Health
Equity in Clinical Care

Rupinder Kaur Legha, MDa,*, Jeanne Miranda, PhDb

Racial minorities in the United States experience higher rates of mortality, greater
severity and progression of disease, and higher levels of comorbidity and impairment
than do their white counterparts. Repeatedly, racism is found as an important deter-
minant of these health inequities.1,2 Individual discrimination functions as a psychoso-
cial stressor that triggers physiologic, psychological, and behavioral responses,
ultimately leading to downstream mental and physical consequences.3–6 Repeated
day-to-day indignities, such as being treated with less respect than others or receiving
poorer service at restaurants and stores, accumulate over time, resulting in the more
rapid development of coronary heart disease and the birth of babies lower in weight.7,8

Black infants are 2 to 3 times as likely as their white counterparts to be born prema-
turely and/or with low birth weights. Because more than half of African American peo-
ple report discriminatory experiences in multiple sectors of daily life, and more than
70% of Americans harbor implicit biases toward African American people, racism is
an important public health concern.9
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KEY POINTS

� Racism is an important determinant of health and health disparities, but few strategies
have been proposed to eliminate racial discrimination from clinical care.

� This article proposes a novel antiracist approach to clinical care that takes into account
the racism shaping the clinical encounter and historical arc of racial oppression
embedded in health care.

� This approach can be implemented into clinical care, may reduce the harm done by
racism, and could serve as a template for antiracist service provision in other sectors,
such as education and law enforcement.
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However, clinical care interactions, which potentially treat the downstream conse-
quences of racism, also are vulnerable to racial bias. A third of African Americans
report experiencing racial discrimination during clinical care with their physicians.9

Furthermore, multiple studies have shown pro-white implicit bias among physicians,
particularly white physicians, and this bias is significantly related to patient-provider
interactions, treatment decisions, treatment adherence, and patient health out-
comes.10–12 For example, minorities with the same presenting characteristics and
symptoms have been shown to have physicians order less appropriate cardiac pro-
cedures than they do for similar white patients.13 Minorities experience poorer quality
of care, decreased access to care, and fewer preventive services. Pain, in particular, is
systematically undertreated among black Americans, children and adults alike, rela-
tive to white Americans.14,15

Health disparities are complex, the outcome of a multitude of factors that function
beyond and within medicine. Factors in the former category include the social deter-
minants of health, health insurance coverage, and availability of quality care. Within
the realm of health care, strategies to reduce health disparities have focused on
increasing diversity in the workforce, training clinicians in cultural competence and im-
plicit bias, and adapting evidence-based treatments to address the health needs of
minority communities.16–18 However, these strategies have not substantially
decreased documented health disparities over time, particularly those related to life
expectancy, infant mortality, malnutrition, and diabetes.1,19 Few strategies have
been proposed that target racial discrimination in clinical care.20 This oversight stands
in the face of a predominantly white physician workforce and a majority white male
medical leadership that does not mirror the diversity of the broader population.21,22

Its absence is rendered more visible by the medical profession’s legacy of racism,
including scientific experimentation and exploitation of enslaved individuals and com-
munities of color.23,24

Demands for racial equity and justice in health care and other institutions, such as
criminal justice and public education, have mounted in recent years.20,25 Medical stu-
dents have been particularly vocal about challenging medicine’s relative silence about
racism and holding academic medical centers accountable for promoting racial justice
in their training and clinical care.26–28 Antiracist efforts have called for more than just
the absence of racism; instead, demanding the dismantling of unjust structures that
perpetuate racial inequity in clinical care, training, and research and promoting pol-
icies that create justice for all.29,30 Furthermore, teaching the history of discrimination
and injustice for minorities has increasingly been implicated as the necessary founda-
tion for deconstructing health inequities created by racist policies.30 Despite this
growing support and the established role of racism in clinical care, antiracist clinical
approaches have not been codified. Striving to fill this gap, this article articulates an
antiracist approach to clinical care focused on thoughtfully illuminating the racism
shaping providers’ and patients’ lives and clinical interactions, challenging the histor-
ical arc of racial oppression embedded in health care, and preventing undue harm by
eliminating racial discrimination in the clinical encounter. Recognizing that achieving
equity in the clinical encounter is complex and multifactorial, it focuses on racism
because it is frequently overlooked, despite its deleterious impact.31

This article highlights the legacy of slavery and the African American experience in
particular. The authors acknowledge the need to develop similar approaches focused
on the experience of American Indian, Alaska Native, First Nation, and other indige-
nous communities and the legacy of their collective genocide. The authors believe a
similar approach can be adapted to consider the needs of their and other racial, sex-
ual, and gender minority communities. As the adverse effects of discriminatory
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practices, such as the rescinding of Deferred Action for Childhood Arrivals (DACA), po-
lice brutality, and legalizing discriminatory practices toward gender and sexual minor-
ity members are enacted, the need to curb discriminatory practices in health care
becomes more immediate.32–35 Health care workers face a unique responsibility to
develop and implement anti-discriminatory practices. They also have an important op-
portunity to codify these practices and, it is hoped, pave the way for others, including
teachers in the education system and police officers in the law enforcement, to do the
same.
In our antiracist approach to medical care, the authors advocate enacting the

following practices, which are highlighted in a case example in Box 1.

AN ANTIRACIST APPROACH TO CLINICAL CARE
Admit to Being Racist to Become Antiracist: Clinicians Are More Likely to Do Harm
When They Deny Their Racial Biases

Racial and ethnic inequalities, including health inequities, are well documented in the
United States, originating from colonial America and persisting, even worsening,
today. However, racism is infrequently and inadequately cited, taught, or targeted
as the root cause of these inequities.31,36 Its power derives from the denial and obfus-
cation of its existence; for example, through the practice of racial discrimination while
using nonracial language. Policies such as the war on drugs and stereotypical terms
such as welfare queen are key examples. Despite disproportionately targeting or be-
ing applied to people of color in a harmful or derogatory way (respectively), they are
socially acceptable because they avoid using racial slurs and are expressed in osten-
sibly racially neutral language.37

Leading antiracist scholars, including Ibram Kendi,38 head of American University’s
Center for Antiracism, have, therefore, argued that confessing to the racism that each
person possesses is a first step toward becoming antiracist. Because racism begins
not with the prejudice of individuals but with the policies of political and economic po-
wer, Kendi38 argues that the word racist should be treated as a plain, descriptive term
for policies and ideas that create or justify racial inequities, not a personal attack. Peo-
ple are racist when endorsing or supporting racist ideas and policies, and, conversely,
they are antiracist when endorsing ideas and policies that promote racial equity. “Not
racist,” the descriptor that many Americans instinctively adopt, is not the opposite of
racist because it claims false neutrality that serves as a mask for racism. Everyone,
every day, through action or inaction, speech or silence, is choosing in each moment
to be racist or antiracist. Frequently, people are both. Racist as a pejorative accusation
that singles out individuals only ensnares people in racism’s trap and freezes them in
inaction.38

Racism pervades multiple systems in the form of housing segregation, educational
achievement gaps, as well as health disparities.36 Health care workers possess power
and authority in the clinical encounter, and their patients, by contrast, are vulnerable
and dependent on them. For this reason, they are uniquely charged with the respon-
sibility of deliberately acknowledging and owning bias to avoid doing harm. An anti-
racist approach to clinical care proposes that every clinical interaction be
considered either racist or antiracist, perpetuating racism in clinical care or champion-
ing against it. Thus, antiracism becomes the guiding framework for all interactions,
and identifying and acknowledging racism becomes an opportunity to challenge it
with an antiracist clinical intervention. This opportunity is missed when racism is de-
nied, such as by suggesting that socioeconomics matter more; or when defensive
emotions, such as anger, guilt, and helplessness, reinstate the racial equilibrium
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Box 1

Case study: antiracist approach to clinical care

A 14-year-old female child, self-identifying as black, is brought to a psychiatric emergency
room by police in handcuffs after her mother calls 911. The child tried to overdose on her
antipsychotic medications, and her mother physically restrained her to stop her. She arrives in
the emergency room moving uncomfortably in the restraints, and staff request IM
medication

Admit to being racist so as to become
antiracist: clinicians are more likely to do
harm when they deny their racial biases

Conscious of her own racial background, the
child psychiatrist recognizes the risk for
advancing discriminatory behavior in the
clinical encounter and instead deliberates
regarding how to comfort and treat the
child in an antiracist manner. She gently
communicates that cuffing her was
coercive and wrong: “I am so sorry that
happened to you when you were suffering
and needing help. We want to help you
here, not harm you or make you feel
worse”

Slow down: pause, heighten racial
consciousness, and challenge racism

When staff request IM medication, the
clinician refuses and instead pauses to do a
brief chart review while considering how
racism is operating in the child’s life and
could enter the clinical encounter; eg, by
giving IM medication, failing to mitigate
harm, or missing an opportunity to render
treatment. She notes previous diagnoses of
attention-deficit/hyperactivity disorder
and oppositional defiant disorder and a
history of behavioral challenges at school

Name and identify racism to challenge it:
diagnosis determines treatment

The psychiatrist inquires whether her
teachers are white or black and whether
she ever feels singled out. The child
immediately says that all of her teachers
are white, that she is the only black child in
her special education classes, and she often
feels targeted as “the bad kid.” After the
child reports still feeling suicidal, the child
psychiatrist contacts her mother to discuss
hospitalization. The mother adds that the
child, who has repeatedly been suspended
for behavioral challenges, has been seeing
a primary care physician for medication
because no child psychiatrists in the area
accept her insurance. The child psychiatrist
discusses with the mother the risk of
children of color being disproportionately
punished and funneled into the school-to-
prison pipeline

Learn the legacy of racism in American
medicine to avoid perpetuating it

The child psychiatrist writes a school letter
clarifying diagnosis and recommending
supportive, rather than punitive,
interventions. The antipsychotic prescribed
for agitation is stopped, and an
antidepressant is started. These
therapeutic interventions are directed at
the legacies of communities of color not
receiving medical care, as well as
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and prevent meaningful dialogue. Racism is everywhere, rather than nowhere, and
clinical care interactions become an opportunity to dismantle, breaking through the
wall of silence in health care and beyond.36,38,39

Slow Down: Pause to Heighten Racial Consciousness and Prepare for Challenging
Racism

Psychologist Daniel Kahneman’s40 work describing how people think both fast and
slow is a helpful lens for helping clinicians focus and translate knowledge of racism
at the structural level into direct antiracist clinical action during the patient encounter.
The fast, automatic brain, governing 95% to 97% of behaviors through the mesolimbic
pathway, works from unconscious associations and beliefs. The slow, more deliberate
and thoughtful brain, associated with the prefrontal cortex, is activated far less
frequently. Even if, in slow thinking, people work to avoid discrimination, it can easily
creep into fast thinking. Snap judgments rely on all the associations people have
derived, from fictional television shows to news reports. Stereotypes, both the accu-
rate and the inaccurate, exist, both those people would want to use and ones they find
repulsive. Implicit or unconscious bias reflects both human nature and socialization. It
lives deep within people’s brains, governing almost everything they do. Developing an
understanding of the power of implicit bias enables people to develop practices to
minimize the impact of their unconscious tendencies to categorize, generalize, stereo-
type, and discriminate. Pausing long enough to heighten racial consciousness can
challenge clinicians’ implicit biases, thereby curbing discriminatory behavior, and
instead positioning them to dismantle the racism shaping the patient experience.40

Subsequent steps provide practical tools to thoughtfully and deliberately enact an
antiracist approach.

Name and Identify Racism First to Challenge it: Diagnosis Determines Treatment

Having consciously rejected the denial of racism, reframed all clinical actions as racist
or antiracist, and cemented a foundation of slowed, reflective thinking, naming and
identifying racism in clinical care is the next step toward constructing an antiracist
approach. With shared language and clearer understanding of how institutions and

organized psychiatry’s not challenging
racism and advancing clinical and research
practices reinforcing ideologies of black
criminality and violence

First, do no harm: prevent the toxic exposure
of racism in the clinical encounter

During team rounds, the psychiatrist
discusses the child’s history of being
harshly disciplined for distress and
recommends therapeutic interventions
that avoid force and encourage
verbalization instead. She calls the mother
regularly to assist with barriers in accessing
care and to foster collaboration. During
the monthly physician meeting, she
discusses the police’s practice of
unnecessarily handcuffing children,
explains why doing so can be racist, and
elicits strategies to decrease this practice
and to standardize other antiracist clinical
practices

Abbreviation: IM, intramuscular.
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systems are producing unjust and inequitable outcomes, antiracist clinicians are bet-
ter equipped to work for change. Countless scholars have emphasized naming and
identifying racism as a key step toward dismantling it, bearing in mind that most peo-
ple do not consciously identify as having racist behaviors or acknowledge their implicit
biases, and much racism is disguised.38,41,42 Shared language and clear vision
regarding how individuals, institutions, and systems are producing unjust and inequi-
table outcomes equip antiracist clinicians to work for change.43 Kendi38 specifically
says, “The only way to undo racism is to consistently identify and describe it—and
then dismantle it.” In addition, the diagnosis, the proper identification of racism,
then determines the treatment of combating it.
Racism has been defined in a multitude of different terms, and the lack of consensus

regarding a clear definition speaks to the failure tomount a meaningful national dialogue
regarding racism, to implement a core educational strategy for eliminating racial bias,
and to materialize a truth and reconciliation process to redress human rights atrocities
committed during slavery and the American Indian genocide.43 Despite this, a multilevel
framework that captures internalized, interpersonally mediated, and institutionalized/
structural elements to define racism are most frequently cited, Camara Jones’42 frame-
work being the best example.41,42 Many definitions of racism also emphasize its histor-
ical origins, noting that race is an artificial construct, rooted in and used to justify and
legalize slavery, and constructed on the foundation of white supremacy.36,43

Table 1 provides definitions and examples of racism using a multilevel
framework.31,42

Because almost all interracial encounters are prone to microaggressions, this kind of
racism is particularly important to integrating an antiracist approach to clinical care.41

Microaggressions specific to clinical care have been linked to poorer physical health
and health service use44,45 One paradigm emphasizing the harm experienced by the
victim, rather than the act committed by the aggressor, argues that clinicalmicroaggres-
sions can undermine physician-patient relationships, preclude relationships of trust, and
therefore compromise the kind and quality of care patients deserve.46

Ibram Kendi’s38 work complicates the typical 3-tier multilevel frameworks of racism
by emphasizing the racist policies and ideologies that provide the breeding ground for
the various levels of racism. Linking racist policy and interpersonal racism, he argues
that “racial discrimination is an immediate manifestation of an underlying racial policy.
When someone discriminates against a person in a racial group, they are carrying out
a policy or taking advantage of the lack of a protective policy.”38 Racial policy, in turn,
is sustained by a racist ideology. “The only thing wrong with black people is that we
think there is something wrong with black people,”37 a summative statement Kendi
emphasizes repeatedly.
Therefore, although clinicians should be directly attuned to the risk of committing

racial microaggressions (the racism most explicitly manifested at the interpersonal
level), they should also be conscious of potentially advancing the racism operating
at the policy, ideological, and individual levels during the clinical encounter. Racism
operating at one level reinforces and derives from racism operating at other levels.
Policies that create a 2-tiered system of health care through private versus publicly
funded systems of care, with racial minorities over-represented within the public sys-
tem, are important to consider. Clinicians are in key roles to advocate for antiracist
policies for insuring more equitable care.47 By identifying the policies and ideologies
shaping patient experience, diagnosis, treatment, and care, antiracist clinicians are
better equipped to traverse racial bias, render just and high-quality care, and to
even advocate against structural racism. Coercive clinical practices and diagnosis
provide 2 key examples.
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Coercive clinical practices such as the use of seclusion, restraint, and intramuscular
medication administration are typically used depending on clinical assessment of
acute risk for violence or danger to others. This assessment, in turn, is based on clin-
ical factors such as the mental status examination, recent medical history, and
response to medication. However, noticeably absent from clinical guidelines is a
consideration of racism and discrimination.48,49 An antiracist approach expands this
clinical assessment by first acknowledging the high risk of abusing power, actualizing
pervasive racist ideologies regarding black violence and criminality, and traumatizing
people of color with their injudicious use. It then carefully considers the risk for
advancing the disproportionate use of punishment and violence against people of co-
lor, a phenomenon well documented in law enforcement (eg, police brutality, overpo-
licing of black communities, and mass incarceration of communities of color) and
school settings (eg, oversuspension and expulsion and the resultant school-to-
prison pipeline), with needed care.50–52 Within this paradigm, a young black man
arriving in restraints to an emergency department (perhaps brought in against his
will on a legal hold by police), is likely to have been victimized by overpolicing of his
local community and should be spared additional force when at all possible. Recalling
that all actions are either racist or antiracist, antiracist clinicians instead make the
experience as therapeutic and treatment oriented as possible; for example, by out-
reaching family, explicitly acknowledging the toll of racism preceding the clinical
encounter, and verbalizing a commitment to avoid its perpetuation in care.
Diagnosis is another key conduit for discriminatory practices that demands a

slowed, more reflective consideration of the insidious influence of racist ideologies
and policies that are common throughout systems of care. Children of color are
frequently embedded in segregated school systems with poor racial concordance be-
tween students and teachers/principals who are predominantly white, and these stu-
dents often experience standardized testing practices and curricular content that is
discriminatory.37,38 They are subjected to harsh disciplinary measures, less frequently
offered mental health treatment of behavioral challenges compared with their white
peers, and are more likely to be funneled into the juvenile detention system and prison
settings.51–54 Adultification is a common racist ideology undergirding these practices.
Closely intertwined with criminalization, it involves seeing children of color as older,
more culpable, and less in need of nurturing and support than their white peers.52

When assessing their disruptive behaviors, in particular, antiracist clinicians go
beyond a cursory examination of symptoms, weighing deliberately the sociopolitical
context in which their behaviors emerge. Avoiding overpathologizing or even con-
demning the child, they instead diagnose the racist structures causing detriment.
Similar to exercising caution with coercive clinical practices, they can avoid dispropor-
tionately diagnosing conduct disorder and oppositional defiant disorder among chil-
dren of color.55 Challenging the adultification these children endure, antiracist
clinicians can instead work closely with schools and teachers to provide more sup-
portive and treatment-oriented approaches that nurture and protect their healthy
development. Explicitly acknowledging the racism children experience validates and
supports parents and families, renders structural racism more visible, and potentially
protects against further harm.

Learn the Legacy of Racism in American Medicine (and Beyond) to Avoid
Perpetuating It

Identifying the historical origins of inequities is considered a key step to understanding
why black people are treated poorly and differently in the health care system.30,56,57

These historical arcs are complex, interrelated, and not openly acknowledged in
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medical training and care by organized medicine. However, their identification is the
foundation for codifying antiracist clinical practices to challenge them. American med-
icine was no different from other major American institutions by serving as a vehicle for
legitimizing slavery, the backbone of the burgeoning US economy in the nineteenth
century. Common medical school pedagogies involved determining whether or not
enslaved people were sick or feigning illness and how best to provide treatment of
aberrant behavior, which often consisted of disciplinary measures more accurately
resembling human rights abuses and torture.58 Myths about physical racial differences
were used to justify slavery, eventually giving rise to the scientific racism that fueled
imperialism and colonization in the nineteenth and twentieth centuries.59

American psychiatrists pathologized enslaved people who attempted to risk their
lives by running away or who refused to work, diagnosing them with illnesses such
as drapetomania or dysesthesia aethiopica. The prescribed treatment was whipping.
In the 1960s, psychiatrists characterized angry politically active black men involved in
the civil rights movement as having a reactive psychosis. Antipsychotic advertise-
ments from that era sometimes featured angry, threatening cartoons of black men. Pa-
thologizing the emotional and behavioral experiences of black people, rather than
condemning the racist policies and practices being protested against, reflects a larger
pattern of blaming the individual, rather than condemning more macro-level racist pol-
icies and practices. It also perpetuated a narrative of racial difference by suggesting a
propensity to violence and criminality among black people.37,60 This legacy lives on;
for example, through the overdiagnosis of disruptive behavior disorders among chil-
dren of color, caused by implicit biases and inadequate consideration of the dispro-
portionate punishing and policing of these children in school settings.55 Similar
concerns might be raised when accusing a patient of color of malingering. Remark-
ably, during the Jim Crow Era when white people lynched thousands of black people,
massively suppressed black voting rights, and willfully denied black people access to
health care, organized psychiatry offered no condemnation of the white rage and white
supremacy behind it.37,61,62 Further underscoring organized psychiatry’s complicity
with racism and white supremacy, this silence was despite the substantial efforts
black psychiatrists made to draw attention to racism’s far-reaching impact on black
mental health.63,64

More recently, a study examining biological causes of violence and its link to
parenting practices used juvenile detention records to identify the siblings of violent
youth and then used the now-banned drug fenfluramine on more than 30 children,
all of whom were children of color. Only when family members sought legal support
did the study come under scrutiny. Although the associated academic institutions,
Columbia and Mount Sinai, were investigated, neither was formally sanctioned. In
addition, several preeminent medical publications did not note any concerns
regarding the ethics, risk of racism, or public outcry in publishing study findings.65

The attempt to link violence to individual biology, rather than the larger social forces
of poverty, unemployment, and overpolicing, has long been a focal point of psychiatry
and a conduit for advancing a narrative of racial difference and the ideology of black
criminality.23,24

These examples draw attention to (but do not fully describe) the racism embedded
in American medicine and the key role that justifying slavery played in the growth of the
medical profession in the nineteenth century.66–68 Nonetheless, they articulate key tra-
jectories regarding the legacy of slavery in the profession (highlighted in Table 2) and
provide insight into how racial bias originated in health care. Antiracist clinicians
consciously articulate how American medicine and psychiatry were no different
from other major American institutions (economic, educational, legal, housing,
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political) in justifying slavery and failing to condemn Jim Crow violence. This insight fa-
cilitates the slower, more reflective thinking needed to challenge the automatic fast
thinking resulting in implicit bias. Key strategies for subsequently translating this
knowledge into clinical practice include avoiding coercion and abusive practices,
reconsidering diagnosis against this historical landscape, and making every effort to
provide treatment to ensure there are no missed care opportunities.

First, Do No Harm: Prevent the Toxic Exposure of Racism in the Clinical Encounter

Because of this historical context and the known health consequences of racism, any
act of racism, no matter how small, is a toxic exposure for patients and a sentinel event
for the health care system. Inadequate or negligent care of minorities who have weath-
ered or even died of racism across generations, particularly within a caregiving profes-
sion that violated its most basic oath, constitutes grave medical error. Accordingly, the
risk of racism should always be acknowledged and accounted for by clinicians as if it
were a vital sign. This consideration is particularly relevant, given the significant power
differentials between clinicians and patients and the risk of the former using power to
enact racial subordination of the latter.
Within this framework, good intentions are irrelevant, rather it is the impact of racism

(particularly the health consequences) that defines the focus.69 Clinicians operational-
ize an antiracist approach to clinical care by reviewing the definitions of racism (see
Table 1) to see where they might be operating in the patient’s experience and by
checking for touchpoints and direct links to the historical arcs of racism characterizing
medicine and health care more broadly (see Table 2). The overarching goal is to pro-
tect patients of color against the daily assault of racism embedded in the health care
system, and, whenever possible, beyond. The process is deliberate and thoughtful to
ensure clinicians do not default to the fast, automatic thinking behind racist implicit
biases. The moments when a lead clinician argues that something has nothing to
do with race (or racism) or responds with silence if the role of racism is raised are pre-
cisely the moments when an antiracist approach to clinical care should be actualized.
Incorporating antiracist dialogue into the clinical encounter traverses the wall of

silence characterizing organized medicine’s stance on issues of justice and disrupts
the legacy of racism in health care. Faculty who benefit from white supremacy bear
a greater responsibility for illuminating the invisible forces of racism that shape pa-
tients’ experiences. Faculty and trainees of color, who face disproportionate profes-
sional and personal burdens because of racism and discrimination, should not
solely be tasked with improving the system.70 Case discussions, team treatment plan-
ning, grand rounds, didactics, and other treatment and educational opportunities
should become the vehicle for these conversations.

LIMITATIONS AND NEXT STEPS

This article describes an antiracist approach to clinical care focused on elucidating the
racism shaping providers’ and patients’ lives and clinical interactions, reversing the
historical arc of racial oppression embedded in the health care system, and preventing
the toxic exposure to racism in the clinical encounter. Although this approach’s ulti-
mate goal is to eliminate health inequities, the authors fully acknowledge their
complexity and rooting in structural racism and social determinants of health, which
cannot be overcome in a single clinical encounter.27,29,50 Nonetheless, this approach
responds to the burgeoning emphasis on addressing implicit bias and promoting
racial justice in health care. It joins other recent antiracist curricular materials devel-
oped to challenge racism in health care. Furthermore, it can be implemented
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immediately by clinicians, can potentially reduce harm experienced by patients, and
could facilitate more systemic change in the future by shifting culture and promoting
meaningful racial dialogue now.71

More data regarding the most common acts of racism taking place in mental health
care are needed; however, measuring and tracking (ie, diagnosing) these clinical
microaggressions is complex. Family separation has disproportionately affected fam-
ilies of color through slavery, forced relocations, and more recently through mass
incarceration. Given these findings, what does it mean when clinicians alienate or
antagonize parents of color, are unable or unwilling to partner with them, or dispropor-
tionately report them to family services? Are clinicians intervening clinically on the pa-
tient’s behalf or doing more harm by subscribing to racist ideologies regarding
inadequate parenting or pathologic families? Given the legacy of segregating and
denying health care services to people of color, what are the implications of fast-
tracking out of care a person of color with a documented mental health history seeking
shelter but with no acute psychiatric emergency? What does it mean for health care
providers to prescribe antipsychotic medications to an agitated child in foster care
with an established trauma history whose parents are not available to advocate for
the child? How does the overrepresentation of children of color in foster and juvenile
justice settings govern antiracist approaches to their care?
Racial disparities permeating the economy, housing, education, and the law raise

serious concerns regarding whether certain clinical practices, although potentially
justified by a current clinical presentation, do more harm than good to people of color
in the long term. Although clarifying answers to these complex questions might take
time, initiating dialogue among clinicians, particularly given that the mental health
workforce does not mirror the racial diversity of the US population, is an important
and immediate next step in leveraging an antiracist approach. Remaining silent or
denying the presence of racism in clinical care not only stands in the face of growing
demands for antiracist health care but it also perpetuates a legacy of racial injustice
that demands to be challenged.
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INTRODUCTION

Researchers have documented that children and adolescents from minority groups
may be impacted negatively by social determinants of health (eg, economic stability,
neighborhood and physical environment, education, food and community, and social
context) at rates that are disproportionate to their peers (Fig. 1).1 Although there have
been improvements with reductions in infant mortality rates across all mothers, African
American, black Latinx, and American Indian/Alaskan Native women have rates that
are significantly higher than white, Asian, and white Latinx women.2 Health status
has continued to be impacted by age, gender, race, ethnicity, and insurance status.3

For example, African American, American Indian/Alaska Native, and Latinx respon-
dents to a study endorsed an increased rate of poor health in comparison with their
Asian and white counterparts.1,4,5 Mental health inequities in child, adolescent, and
transitional youth populations have also been documented. Those populations with
a disproportionate level of risk factors related to poverty, food insecurity, exposure
to violence, and/or repeated exposure to discrimination and racism have an increased
risk of the following disorders: depression, trauma-related disorders, aggressive and
disruptive behaviors, anxiety, substance use, and eating disorders. The presence of
these disorders may impact employment ability.1,5–9 Psychiatrists must be aware of
the heterogeneity of all racial and ethnic groups in considering these factors.10

Health equity is “the attainment of the highest level of health for all people,” and a
goal of the US Department of Health and Human Services.11–13 This article briefly re-
views the influences of protective and risk factors of child and adolescent mental
health, explores promising practices and outcomes of evidence-based programs
designed to improve the mental health of youth, and considers barriers for accessing
high-quality child and adolescent mental health service delivery systems. The authors
provide recommendations for practice improvements, policy, and funding that will
support mental health equity in child and adolescent populations.

CHILDHOOD EXPERIENCES

The influence of childhood positive and negative experiences on adult functioning and
health has been described. In recent years, the scope of Adverse Childhood Experi-
ences (ACEs) was expanded by Burke-Harris and Renschler14 to include ACEs that
disproportionately affect marginalized groups (eg, racism, foster care placement). In-
dividuals who have experienced 4 or more ACEs have 4 to 12 times increased risk for
substance use disorder, depression, and suicide attempts, as well as increased risk
for smoking, poor self-rated health, sexually transmitted infections, sedentary lifestyle,
obesity, heart disease, cancer, chronic lung disease, and liver disease.15 Youth who
are from racial, ethnic, gender, or sexual minority backgrounds,16–18 and those who
are immigrants, poor, or from neighborhoods and family structures that are less
optimal, have amplified risk factors. To mitigate against risk factors, researchers
continue to examine the protective influence of early childhood experiences identified
as Benevolent Childhood Experiences (BCEs) or Counter-ACES.19 Examples of BCEs
include feeling safe with a caregiver, having one good friend, beliefs that provided
comfort, good neighbors, and a predictable household routine.20

EVIDENCE-BASED CLINICAL SOLUTIONS TO INCREASE MENTAL HEALTH EQUITY
FOR YOUTH

Numerous programs and treatments have been implemented to address mental
health disorders in children and adolescents. There are fewer data available for
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evidence-based programs improving mental health in minority children than for major-
ity populations. Although several pilot studies and novel ideas are being tested, the
published data in this arena are minimal. Table 121–23 summarizes evidence-based
clinical solutions in the literature emphasizing (1) clinical trials in the United States
(2010–present), (2) publications with 10% or greater participation from minority pop-
ulations, and (3) nonpharmacological interventions for various mental health disorders
in youth vetted as evidence-based practices by the Substance Abuse and Mental
Health Services Administration (SAMHSA) Resource Center.34

Interventions are divided into 3 categories of prevention: primary, secondary, and
tertiary, aimed at improving functionality and minimizing the impact of a given disor-
der. Some interventions use technology to increase access to services or provide psy-
choeducation that may have previously been unavailable to minority children and
families because of structural, social, and cultural barriers.
Primary interventions focus on the social determinants of health and the prevention

of psychiatric and substance misuse disorders. Due to the increased risk for disorders
and disease progression from social determinants of health, other important areas for
intervention at the public health level would include programming that improves fac-
tors such as food security, built environments, neighborhood safety, education and
health care, intrafamily violence, employment of parents, and social isolation.35

The 2019 consensus report from the National Academies of Sciences, Engineering
and Medicine, states: “the single most important factor in promoting positive psycho-
social, emotional, and behavioral well-being in children is having safe, stable, and
nurturing relationships with their mother, father, or other primary caregivers.”36 The
Reach Out, Stay Strong, Essentials (ROSE) classes for mothers of newborns or the
Mothers and Babies educational programming are evidence-based Healthy Start in-
terventions shown to decrease rates of maternal depression.37 Home-based visits
to families during pregnancy and infancy positively effect parental capacity and
enhance child development.38 Similarly, there is evidence that young children with
delayed language acquisition, or from low learning stimulating home environments,
are at a higher risk for depression during grade school,39 emphasizing the need for
programs such as Head Start, which provide services to families of preschoolers to
promote school readiness. Despite inconsistent findings of sustained benefits to
Head Start participation overall, a large randomized controlled study showed that Af-
rican American and Spanish-speaking children had some improved socio-emotional
and cognitive performance through the third grade.40

Secondary interventions involve early identification of mental health disorders. Two
validated screening tools are used for identifying youth at risk for substance use and sui-
cide, respectively. TheScreening toBrief Intervention (S2BI), a screening tool for alcohol,
marijuana, and tobacco use in youth has been found to identify high-risk users and pro-
vide them with resources in pediatric medical settings.41 It can be used by a clinician or
self-administered. The Ask Suicide ScreeningQuestions (ASQ) Toolkit is a National Insti-
tute of Mental Health (NIMH)-created and validated tool that can be administered in any
pediatric medical setting and is available in many languages.42 It identifies youth at high
risk for suicide and can help determine whether further intervention and referrals are
needed. Because youth spend a significant amount of time in schools, school-based in-
terventions are practical to address mental health needs. Screening interventions and
programs that have been described in the literature are summarized in Table 2.41–44

Tertiary interventions are designed to improve functioning or minimize the impact of
mental health disorders. Pharmacotherapy, individual and family psychotherapy, and
psychoeducation are examples of tertiary interventions and can produce successful
results when the presence of disorders has been established.
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CLINICIAN-BASED SOLUTIONS TO INCREASE MENTAL HEALTH EQUITY FOR YOUTH

Given that many mental health complaints initially come to light in the office of primary
care providers, some researchers have recommended the adoption of an integrated
care model1,45 to provide an interdisciplinary and patient-focused environment for
treatment.46,47 Martinez47 describes the Nuka system in Alaska as the ultimate
example of integrated care, providing the patient with an appointment with 4 people
at once for a multidisciplinary approach. The primary care provider, medical assistant,
nurse, and coordinator for future care/navigator through the clinic are also trained in
local culture and customs and encouraged to get to know their fellow team members
to improve interpersonal interactions with the team and patients. In addition, Nuka pa-
tients are referred to as customer-owners because they are invested in the health care
system by holding advisory roles.47 This is an example of how increased patient
involvement and multidisciplinary appointments are good steps toward providers
working together to eliminate disparities in treatment.
Although studies have shown providers’ inconsistencies with accurately diagnosing

individuals from diverse backgrounds,48 many clinicians do not recognize the impact
of intersectionality of multiple social identities in an individual’s clinical presentation
and response to treatment. Research has shown that the more ways in which a youth
is marginalized (eg, low socioeconomic status, poor education, non-English
speaking), the more significant the potential for disadvantage.49–53 To appreciate
the intersectionality within a patient helps a clinician to consider their own biases
and understanding of a patient’s social identities. Factors such as race, gender, sexu-
ality, religion, abilities, and language may affect a child’s perception of and interaction
with others. The clinician should also consider power dynamics related to these as-
pects of the patient’s identities by considering ways in which the clinician may occupy
a position of privilege in comparison to the patient as well as by avoiding the assump-
tion that being part of the same group as the patient (eg, a black female) means the
clinician has a similar experience to the patient.49,54

Agencies and individual practices can address the concern of cultural differences
by hiring multicultural or multilingual individuals for positions ranging from the front
desk staff and teammembers who schedule patients to direct patient care providers.1

All mental health team members, including leadership and administration, can expand
their knowledge about the populations and cultures being served by the practice.
Practices may include the use of paraprofessionals such as community health workers
(eg, promotores), family navigators, or other support workers to help coordinate ac-
cess to outside resources and follow-up care.55

Screeningmethods for commondisorders like anxiety anddepressionshouldbeavail-
able in appropriate languages, with sensitivity to cultural differences in clinical presenta-
tion.55 Language barriers should never play a role in the provision of treatment; thus,
interpreters must be accessible (in person when possible). Federal regulations require
that health care organizations provide culturally and linguistically appropriate services
(CLAS Standards) by delivering competent language assistance to those with limited
and other communication needs at no cost. This clinical requirement includes those
who require American Sign Language or other forms of language interpretation.56,57

The education of mental health teammembers is not the only vital part of minimizing
mental health care disparities; patient education is also important. Practices with inter-
disciplinary care can provide education about mental health during outpatient visits.
Clinics can also make an impact by reaching out to their communities and offering
a range of educational programs. Specifically, focusing on parents and providing
them with ways to recognize when problems exist and where to turn for help would
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be beneficial (See Fig. 1)1,2 In addition, providers may choose to serve as mentors for
students/trainees that are members of groups underrepresented in medicine to aid
with a smoother transition to future employment in the community.45

Advocacy planning is another means through which researchers have recommen-
ded that clinicians assist with minimizing mental health care disparities in the United
States. Advocacy for reducing neighborhood gun violence, increasing availability of
programs such as Head Start, and the rehabilitation of low-income neighborhoods
can be the nidus for larger-scale change.2,40 Finally, individual providers often can
choose where to open their clinics. Choosing a building within the heart of the neigh-
borhood, easily accessible by public transportation, with hours that increase the
chance working-class families can make appointments, may increase the utilization
of these clinic services.47 If there are financial assistance programs that practices
are willing to work with, or if pharmacies are located nearby, patients are more likely
to be adherent with treatment.
The American Academy of Child and Adolescent Psychiatry (AACAP) Practice Pa-

rameters for Cultural Competence in Child and Adolescent Psychiatry Practice recom-
mends that clinicians follow 13 principles that address many of the barriers that relate
to the child, families, and their communities, including identifying and addressing the
clinician’s own biases (Box 1).58 AACAP also has a Practice Parameter on Gay,
Lesbian, or Bisexual Sexual Orientation, Gender Nonconformity, and Gender Discor-
dance in Children and Adolescents. This document highlights the practitioner’s role in
primary, secondary, and tertiary interventions for these youth who are at high risk for
developmental and psychosocial challenges that become clinically significant (Box 2).
These challenges may occur in the family as well as the community.59 In May 2019, the
US Department of Health and Human Services developed continuing education e-pro-
grams to help clinicians improve adherence to CLAS Standards. Programs are avail-
able for a variety of health professionals, including those working in mental health.60

Fig. 1. Conceptual model for child mental health and mental health service disparities. SES,
socioeconomic status. (Adapted from Alegria M, Green JG, McLaughlin KA, et al. Disparities
in child and adolescent mental health and mental health services in the United States. Wil-
liam T. Grant Foundation, New York, New York: 2015; with permission. Available at: https://
wtgrantfoundation.org/library/uploads/2015/09/Disparities-in-Child-and-Adolescent-
Mental-Health.pdf.)
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SYSTEMIC SOLUTIONS

The literature has provided recommendations to address systemic factors implicated
in child and adolescent health inequities that involve defining scope, leveraging exist-
ing policies and programs, targeting marketing and education, and increasing stake-
holder accountability.

Recommendation 1: Define the Scope

Mental health equity for children and adolescents can mean many things. It conveys
that the behavioral and mental health needs of youth should have an equal focus on
their physical health needs. It also implies that all youth, regardless of their demo-
graphics, should have equal access to quality mental health treatment. Moreover,
mental health equity for children and adolescents encompasses the theme that youth
mental health should be considered on equal footing with adult mental health. Not only
is it easier to devise a plan of action when the problem’s components are simplified, it
also improves the likelihood of securing potential stakeholder allies needed to
advance policy or program improvements.

Recommendation 2: Leverage Existing Policies and Programs

Creating standalone policies on implementing equity in mental health for children and
adolescents is not adequate. This isolated approach would have limited value and
reach if they are not linked with the programs that address physical health needs
and social determinants of health, which may already exist. The Early Periodic

Box 1

Practice parameters for cultural competence in child and adolescent psychiatric practice

Clinicians should:
1. Identify and address barriers that may prevent obtaining mental health services.
2. Conduct the evaluation in the language in which the child and family are proficient.
3. Understand the impact of dual language competence on the child’s adaptation and

functioning.
4. Be cognizant of one’s own cultural biases and address them.
5. Apply knowledge of cultural differences in development, idioms of distress, and

symptomatic presentation to clinical formulation and diagnosis.
6. Assess for history of immigration-related loss or trauma and community trauma and

address them in treatment.
7. Evaluate and address acculturation stress and intergenerational acculturation family

conflict.
8. Make special effort to include family members and key members of traditional extended

families in assessment, treatment planning, and treatment.
9. Evaluate and incorporate the child and family’s cultural strengths in treatment

interventions.
10. Treat the child and family in familiar settings within their community when possible.
11. Support parents to develop appropriate behavioral management skills compatible with

their cultural values and beliefs.
12. Use evidence-based psychological and pharmacologic interventions specific for the child

and family’s ethnic/racial population.
13. Identify ethnopharmacological factors that may influence the child’s response to

medications, including side effects.

Data from Pumariega AJ, Rothe E, Mian A, et al. Practice Parameter for Cultural Competence in
Child and Adolescent Psychiatric Practice. Journal of the American Academy of Child & Adoles-
cent Psychiatry. 2013;52(10):1101–1115.
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Screening Detection and Treatment (EPSDT) benefit under Medicaid is one such en-
tity. With EPSDT, Medicaid-eligible children have access to preventive, diagnostic,
and treatment services for physical, mental, and dental conditions. The goal of EPSDT
“is to assure that all individual children get the health care they need when they need it
– the right care to the right child at the right time in the right setting."61 This sentiment is
in complete alignment with ensuring attuned and equitable mental health services for
children and adolescents.
There are also opportunities to safeguard that mental health equity is being included

within newer initiatives of enhancing mental health services in schools. In 2019,
SAMHSA, in conjunction with the Centers for Medicare and Medicaid Services,
released official guidance for school and state systems on how to address mental
health and substance use issues in schools.62 Although the document outlined various
intervention approaches and funding sources, there was no specific mention of how to
culturally tailor these interventions so that they would be most efficacious.

Recommendation 3: Consider Targeted Marketing and Education Approaches

Professionals in the pediatric mental health space should both influence and direct
the content of the communications that reach the legislators, administrators, and
other health care decision-makers to make youth mental health equity a priority.

Box 2

Principles from the practice parameter on gay, lesbian, or bisexual sexual orientation, gender

nonconformity, and gender discordance in children and adolescents

1. A comprehensive diagnostic evaluation should include an age-appropriate assessment of
psychosexual development for all youths.

2. The need for confidentiality in the clinical alliance is a special consideration in the
assessment of sexual and gender minority youth.

3. Family dynamics pertinent to sexual orientation, gender nonconformity, and gender
identity should be explored in the context of the cultural values of the youth, family, and
community.

4. Clinicians should inquire about circumstances commonly encountered by youth with sexual
and gender minority status that confer increased psychiatric risk.

5. Clinicians should aim to foster health psychosexual development in sexual and gender
minority youth and to protect the individual’s full capacity for integrated identity
formation and adaptive functioning.

6. Clinicians should be aware that there is no evidence that sexual orientation can be altered
through therapy, and that attempts to do so may be harmful.

7. Clinicians should be aware of current evidence on the natural course of gender discordance
and associated psychopathology in children and adolescents in choosing the treatment
goals and modality.

8. Clinicians should be prepared to consult and act as a liaison with schools, community
agencies, and other health care providers, advocating for the unique needs of sexual and
gender minority youth and their families.

9. Mental health professionals should be aware of community and professional resources
relevant to sexual and gender minority youth.

Data from Adelson SL. Practice Parameter on Gay, Lesbian, or Bisexual Sexual Orientation,
Gender Nonconformity, and Gender Discordance in Children and Adolescents. Journal of the
American Academy of Child & Adolescent Psychiatry. 2012;51(9):957-974.
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Education on the development and maintenance of mental health in childhood and
adolescence should be infused throughout the curriculum of medical and health
care training institutions to promote this holistic approach to well-being in current
and future generations of the health care workforce. Health care providers need to
be aware of cultural influences on accessing and using mental health treatment
among minority families. Likewise, minority communities may benefit from uniquely
tailored mental health promotion and literacy interventions that resonate with their
cultural values.1

Recommendation 4: Increase Stakeholder Accountability

The current allocation of state and federal funding may leave some health care pro-
grams such as the State Children’s Health Insurance Program in limbo. Without
funding, vulnerable youth will have limited access to mental health services. Histor-
ically, the array of mental and behavioral health services for children and adoles-
cents under Medicaid has been rather robust when compared with those
covered by commercially available private insurances. To ultimately create mental
health equity for the youth in our country, children and adolescents should have
equal access to mental health services regardless of the underwriter. In efforts to
close these gaps, states and other systems of care have looked to grants from
governmental and nongovernmental sources, but these may not be sustainable in
the long-term.
One response to that problem has been the creation of accountable care entities.

There are many variations on this theme, but one archetype that is supported by
the National Academy for State Health Policy promotes having the local community
address its health and related needs (such as transportation and housing) by estab-
lishing a coalition of community organizations, health systems, and other partners
who are not only accountable for controlling costs but improving population health
and health equity.63

SUMMARY

In this article, risk and protective factors contributing to child and adolescent mental
health inequities have been described. The overlapping concepts that contribute to
these inequities, including social determinants of health, ACEs, and Counter-ACEs/
Benevolent Childhood Experiences were reviewed. Barriers to receiving care were
also explored. When working with diverse populations, clinicians need the capacity
to both recognize and appreciate the impact of intersectionality in the clinical setting
for accurate diagnoses. Evidence-based evaluation strategies, screening tools, and
treatment modalities were summarized.
What lies next? Those who provide or regulate health care must have the vision to

realize that establishing a clear priority for mental health equity for children and ado-
lescents is the foundation for our future. Achieving mental health can only come from
the systemic recognition that inequity for youth influences mental health for adults,
and negatively impacts our society for decades to come.
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Achieving Mental Health
Equity: Addictions

Ayana Jordan, MD, PhDa,*, Myra L. Mathis, MDb, Jessica Isom, MD, MPHc,1

THE NEED FOR HEALTH EQUITY IN ADDICTION TREATMENT

Despite available treatment options for addiction, there remains an abysmal uptake of
treatment initiation and engagement among varying communities. This article carefully
examines the existing treatment gap in addiction, drug policies enacted that have
contributed to this gap, and the development of the disease model of addiction.
The authors also consider how major historical developments explain why certain
communities are at higher risk of death and are less likely to engage in care. We
then use the opioid crisis to illustrate the existing disparity in addiction treatment
among varying communities, highlighting barriers such as institutionalized racism, vul-
nerabilities in the social determinants of health, and an array of solutions to address
these inequities. Finally, we conclude by briefly discussing existing addiction treat-
ment and research models, aimed at minimizing the addiction treatment gap, with
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KEY POINTS

� Substance use disorders are the number one health problem in the twenty-first century,
but only 18% of people receive treatment.

� There are several historical policies related to drug use that have resulted in the systematic
exclusion of treatment of minoritized populations experiencing health disparities.

� In the twenty-first century there was a shift from criminalizing substance use to adopting a
medical approach, focused on treatment instead of incarceration.

� Equitable addiction treatment should (1) be readily available, (2) attend to multiple needs
of an individual, (3) be of adequate duration, and (4) include medications when needed.

� Barriers to treatment include stigma, nonintegrated primary and mental health services,
and lack of focus on the social determinants of health.
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the goal of providing equitable care in urban, suburban, rural, and marginalized
communities.

A CONSIDERABLE GAP EXISTS IN ADDICTION TREATMENT

In 2018, approximately 164.8 million Americans aged 12 years or older reported sub-
stance use (ie, tobacco, alcohol, or illicit drugs) in the past month, with 20.3 million
people meeting criteria for an alcohol or illicit drug use disorder.1 The impact of un-
healthy substance use on the well-being of the US population goes beyond these
data alone, as substance use causes more deaths, illnesses, and disabilities than
any other preventable health condition.1 Throughout the late twentieth and early
twenty-first century, substance use was identified as the number one health problem
in America. Still, many more people need treatment of substance use disorders than
are receiving it. In 2018, only 18% of people identified as needing treatment actually
received it, leaving 17.5 million people who did not receive care for a treatable health
condition.2

This treatment gap exists within a unique historical context: with drug policy, addic-
tion treatment models, and health care delivery systems evolving in both independent
and intersecting ways. Policy- and systems-based issues have had differential im-
pacts on varying populations, creating stark differences in whom and the environ-
ments in which individuals seek treatment of substance use disorders. When
considering health inequities in addiction, it is important to give attention to this longi-
tudinal perspective, as it creates a framework for understanding the current treatment
landscape.

OVERVIEW: US DRUG POLICY IN THE TWENTIETH CENTURY

The passage of the Harrison Narcotics Tax Act of 1914, regulating the distribution of
opium- and coca-containing products, set the tone for drug policy laws of the next
century.3 Initially, a means to tax and register the import, sale, and distribution of
opium and coca derivatives, the 1914 law was interpreted as a prohibitive act by
law enforcement agencies. In particular, a phrase meant to protect physicians from
prosecution when prescribing opioids for health conditions was used to prosecute
physicians who prescribed opioids for the treatment of addiction. It was argued that
opioid addiction was not a medical condition and, therefore, the use of opioids in
such cases was not “in the course of [a physician’s] professional practice.3” Under
this interpretation, some physicians who used morphine to treat heroin addiction
were prosecuted and jailed.4 What resulted from the enforcement of the Harrison
Act was a policy landscape that uncoupled addiction from medical practice, leaving
drug policy to be fashioned through lenses that stigmatize and criminalize individuals
in need of treatment.
As outlined later in Fig. 1, many laws regulating the sale and distribution of drugs

and alcohol followed, including the National Prohibition Act of 1920, the Marihuana
Tax Act of 1937, and the Comprehensive Drug Abuse Prevention and Control Act of
1970.3 President Nixon declared the “War on Drugs” in the months following the pas-
sage of the 1970 law. The drug war was later referred to by one of Nixon’s aides as a
means to target his political adversaries, namely black people and antiwar activists.5

President Reagan reignited the War on Drugs in the 1980s, passing the Comprehen-
sive Crime Control Act of 1984 and the Anti-Drug Abuse Acts of 1986 and 1988.
Notably, the Anti-Drug Abuse Act of 1986 established 22 new mandatory minimum
sentences for drug-related crimes and is responsible for the 100:1 sentencing
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disparity for crack cocaine versus powder cocaine, which led to disproportionately
longer sentences for black people.3

The legislative record does not clearly outline any rationale for this dramatic
disparity at the time the Anti-Drug Abuse Act of 1986 was passed.6 It is known, how-
ever, that crack cocaine was falsely thought to have more rapid and potent activity in
the brain, leading to the erroneous assumption that crack cocaine was more addictive
than powder cocaine and that individuals under its influence were more prone to crime
and violence. This assertion, not based on any scientific data, but stemming from and
perpetuating the vilifying and criminalizing of black and Latinx communities, was used
to justify the crack versus powder cocaine sentencing disparity.
With the implementation of Reagan-era drug policies, the United States experi-

enced the sharpest increase in its prison population in the nation’s history. In 1980,
approximately 300,000 individuals were incarcerated in US state and federal prisons;
this number grew to more than 1.4 million by 2017.7 As prison populations grew, racial
and ethnic inequities also widened. Sixty percent of the current prison population
comprises people of color, as black and Latinx people are incarcerated at dispropor-
tionately higher rates compared with their white counterparts and receive harsher sen-
tences for similar offenses. The Fair Sentencing Act of 2010 attempted to address a
major contributor to these racial disparities by eliminating the crack versus powder
cocaine sentencing disparity, removing the mandatory minimum for simple cocaine
possession.8 As the bill moved through Congress, however, the Senate Judiciary
Committee insisted that it only be reduced from 100:1 to 18:1, again without any sci-
entific evidence to support harsher sentencing.8 Although the disparate sentencing
rate for crack cocaine has been reduced, this inequity remains and continues to
disproportionately affect communities of color.

ADDICTION TREATMENT IN THE TWENTIETH CENTURY

Following the repeal of the National Prohibition Act in 1933, there was a period known
as the “Modern Alcoholism Movement,” which returned to the preprohibition concept
that alcoholism was a disease and public health concern, rather than a moral failing.9

Bill Wilson and Dr Robert Smith started Alcoholics Anonymous (AA) in 1935, with the
book Alcoholics Anonymous being published in 1939. As AA membership grew, the

Fig. 1. Timeline of drug policy in the United States.
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organization began to expand its treatment model into private and public facilities,
psychiatric hospitals, and prisons, having a major role in the return of the disease
model of addiction treatment. From 1933 to 1955, the impact of the AA movement,
along with the work of key professional organizations (Research Council on Problems
of Alcohol, Yale Center for Alcohol Studies, and the National Committee for Education
on Alcoholism), was pivotal in promoting policies that supported expanded public and
private sector treatment options for individuals with alcohol addiction. Emerging out of
this period, disulfiram became the first medication to receive approval from Food and
Drug Administration (FDA) for treatment of addiction in 1951 (Fig. 2).10

Although treatment of unhealthy alcohol use expanded during the first half of the
twentieth century, opioid addiction treatment remained largely inaccessible due to
the threat of criminal penalty under the Harrison Act. This changed with the seminal
1965 study by Dole and Nyswander, which established that methadone could safely
be used in the treatment of opioid addiction, providing evidence for the development
of methadone maintenance therapy.11 Legal provisions for the treatment of opioid
addiction were signed into law with the Narcotic Addict Treatment Act of 1974, result-
ing in the establishment of Opioid Treatment Programs.9

The beginning of the twenty-first century signaled a shift away from harsh criminal
penalties for drug possession and other drug-related offenses, toward concerted ef-
forts to destigmatize and remedicalize the treatment of addiction. The Drug Addiction
Treatment Act of 2000 waived the criminal penalty of the Harrison Narcotics Act of
1914, allowing qualified physicians to prescribe buprenorphine for the treatment of
opioid use disorder in private offices and other clinical settings following its FDA
approval in 2002.9 Additional medications for the treatment of alcohol use disorder
also received FDA approval, including acamprosate in 2004 and extended-release
naltrexone in 2006.10

THE OPIOID EPIDEMIC AND RENEWED ADVOCACY EFFORTS

In the late 1990s and early 2000s, targeted marketing of opioids by the pharmaceutical
industry, adoption of pain as “the fifth vital sign,” minimal regulation of opioids, and a
decreased appreciation of the addiction risk associated with opioid use all contributed
to the second wave of the opioid epidemic (the first being heroin addiction in the late
1960s and 1970s). Opioid overdose deaths rapidly increased from 8048 in 1999 to

Fig. 2. Evolution of addiction treatment in the United States.
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47,600 in 2017.12 Along with deaths due to suicide and chronic liver disease,
increased rates of death due to drug overdose were categorized as “deaths of
despair” and cited as the major contributor to the decrease in life expectancy among
middle-aged white men.13 With a hyperfocus on increased rates of overdose deaths in
white men, many other key demographics affected by this epidemic were overlooked.
From 1999 to 2010, women experienced a 400% increase in rates of prescription-
opioid–related deaths compared with 237% among men.14 In addition, recent data
demonstrate that rates of overdose deaths are increasing more rapidly among urban
black and Latinx communities compared with whites.15

In the wake of this crisis, largely fueled by opioid overdose deaths in majority-white
populations, media portrayals have moved away from the stereotyped, violent por-
trayals of addiction that plagued black communities in the 1980s and 1990s.16 Public
opinion and policies are shifting away from criminalization toward increasing access to
treatment, and this change in public perception can be capitalized on to renew advo-
cacy efforts that destigmatize, remedicalize, and decriminalize addiction.
The changing national conversation on addiction has coincided with the introduc-

tion of notable health care legislation. In 2008, Congress passed the Mental Health
Parity and Addiction Equity Act, requiring insurance companies to cover mental health
and addiction services equitably with respect to other health conditions.17 Two years
later, the Patient Protection and Affordable Care Act of 2010 (ACA) was passed, which
allowed states to expand Medicaid eligibility for adults or children whose incomes are
at or less than 138% of the federal poverty level.18 States that expanded Medicaid
through the ACA saw an increase in the number of insured individuals using addiction
treatment services; however, Medicaid expansion has not demonstrated an increase
in the total number of individuals enrolled in care.19

Despite these legislative advances, the siloing of substance use disorder care
outside of traditional health care delivery systems creates barriers that result in differ-
ential access to care for some in the United States. At the time the ACA was passed,
40% of US counties did not have a substance use disorder treatment facility that
accepted Medicaid.20 Concentrated in Southern and Midwestern states, counties
without a substance use disorder facility that accepted Medicaid were more likely
to be rural, more likely to have higher rates of uninsured individuals, and more likely
to have a higher number of black people.

DISPARITIES IN MEDICATION TREATMENT OF SUBSTANCE USE DISORDERS

Disparities in access to addiction treatment are compounded by differential rates of
utilization of FDA-approved substance use disorder pharmacotherapy for some pop-
ulations. Compared with privately funded substance use treatment programs, publicly
funded programs are less likely to have a physician on staff and have lower rates of
utilization of FDA-approved medications.21 In addition, a nationally representative
sample demonstrated that black patients were less likely than white patients to
receive pharmacotherapy for alcohol use disorder.22 Disparities in access to bupre-
norphine have also been demonstrated, with physician visits for opioid use disorder
treatment being heavily concentrated among white and private pay patients.23 The in-
tensity of these disparities is even more pronounced, considering only 18% of individ-
uals who need addiction treatment actually receive it.2 Thus, among the 1 in 5 patients
who receive treatment, those who are nonwhite or have fewer economic resources are
even less likely to receive FDA-approved medications to treat addiction.
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SOLUTIONS TO ADDRESS PERSISTENT DISPARITIES

As past and present drug policy and health care legislation demonstrates, policies can
indeed affect various communities differently, thus creating conditions in which health
inequities arise. With reinvigorated advocacy initiatives to address addiction, attention
must be given to the various structural factors that shape how policy is implemented,
to ensure that health care delivery systems are intentional in their advancement of
health equity. The next section of this article focuses on characterizing components
of equitable treatment and barriers therein, followed by recommendations and poten-
tial solutions for addressing persisting health inequities in addiction treatment.

COMPONENTS OF EQUITABLE ADDICTION TREATMENT

Addiction treatment consists of a multitude of approaches encompassing both behav-
ioral therapies and pharmacotherapy. The National Institute of Drug Abuse details 11
principles of effective treatment, which include the acknowledgment that addiction is
a complex but treatable disease and that no single treatment is appropriate for all per-
sons.24 Key principles relevant to addiction treatment with a health equity focus under-
score that treatment (1) needs to be readily available, (2) must attend to multiple needs
of the individual and not just substance use, (3) should be of adequate duration, and (4)
include effective medications, in combination with culturally informed counseling and
other behavioral therapies, if available.
Readily available access to treatment of substance use disorder can determine

whether a patient who is prepared to address their addiction can follow through on
their choice and capitalize on the often short window of motivation and action. Timely
treatment early in the course of illness can potentially curb the burden of negative out-
comes of a substance use disorder, including co-occurring disorder morbidity. The
concept of “no wrong door” within health care systems is one approach that mitigates
the access barrier. Treatment duration, often cited as a minimum of 3 months to sup-
port a reduction or cessation of substance use, should be coupled with strategic ap-
proaches to treatment reengagement, as individuals may prematurely terminate their
participation in treatment services offered. Potential contributions to a lapse in treat-
ment can be addressed through proactive assessment of services for the multiple
needs of persons with substance use disorders, which often include unstable housing,
food insecurity, exposures to violence, institutional racism, discrimination, and
poverty, among others. These factors, often referred to as social determinants of
health,25 can drive the perpetuation of the negative outcomes from substance use
disorders.
When individuals attempt to engage in treatment alongside efforts to address the

social determinants, they have the highest chance of success. For people with opioid
use disorders, medication for addiction treatment (MAT) should be offered first, with
evidence-based therapies, when available along with comprehensive community-
based supports. Services offered must adapt to the sociocultural context in which
the individual resides, as treatment dropouts can result from treatment resources
that fail to account for patients’ diverse backgrounds and help-seeking behaviors.

BARRIERS WITHIN ADDICTION TREATMENT

A survey of participants with substance use disorders found that patients are more
likely to enter addiction treatment provided in primary care settings versus specialty
treatment centers.26 These preferences may highlight the impact of stigma and
discrimination on help-seeking behaviors for substance use disorder, as well as the
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weight of medical decision-making of primary care physicians in screening for sub-
stance use disorder and referrals to treatment. Within primary care settings, there
are several barriers to appropriate screening, diagnosis, and intervention of substance
use disorder. Studies of the barriers and facilitators affecting substance use screening
in primary care clinics identified multilevel targets for improving access to substance
use treatment. At the individual level, patients express concerns27,28 over the conse-
quences of disclosing substance use, lack of confidentiality, and a reluctance to be
labeled with a substance use disorder. One study found that nearly 85% of patients
were not forthcoming when asked about substance misuse.28

At the provider level, primary care physicians express27,28 concerns over inade-
quate training in addiction and a limited knowledge base. Further, physicians may
be missing or misdiagnosing patients who present in primary care settings with a
substance use disorder related to skepticism about treatment effectiveness,
discomfort discussing substance use, and lack of adequate training in medical ed-
ucation.28 Provider level negative bias toward patients with substance use disorders
contributes to discriminatory practices and can result in diminished empathy, less
personal engagement, and the provision of suboptimal health care.29 Stigma among
primary care physicians has contributed to health disparities for patients with sub-
stance use disorders.29 There are also system level concerns expressed by physi-
cians such as time constraints, too few resources, and limited options for referrals
to treatment.27,28

Substance use treatment has traditionally been offered by psychiatrists and allied
health professionals with specialized training. However, the psychiatric workforce
has a projected shortage of more than 21,000 full-time equivalent (FTE) psychiatrists
by 2030.30 As the foremost experts in the treatment of substance use disorders and
co-occurring disorders, these data further demonstrate the need for innovative ap-
proaches to substance use disorder services that can extend the reach of psychia-
trists into primary care settings. With increasing attention being paid to the opioid
epidemic, there has been a persistent effort to improve the knowledge base of
nonpsychiatrist physicians. Newly established Accreditation Council for Graduate
Medical Education subspecialty programs in addiction medicine are projected to
reach 125 programs by 2025, bolstering the availability of high-quality services to pa-
tients with substance use disorders seeking treatment.
As we endeavor to increase the workforce supply to meet ever-growing demands,

we must also attend to the pervasive and troubling disparities in access and utilization
of substance use treatment. These avoidable differences for patients with substance
use disorders are stark against a backdrop of overall limited access and utilization,
making the disparity an urgent matter to address. Achieving health equity for patients
with substance use disorders will require targeted interventions to address several
disparities: location (urban vs rural), race and ethnicity, sexual orientation, gender, lan-
guage, immigration status, and age. This urgency can be addressed through new
models of clinical care to tackle reduced access and engagement in care for under-
served populations and others with substance use disorders.

NEW MODELS OF CLINICAL CARE

A strong evidence base supports the creation of integrated services to match the
needs of patients with substance use disorders.28 Integrating services for primary
care, mental health, and substance use–related problems produces the best out-
comes and provides the most effective approach for supporting whole-person health
and wellness.31 This conceptual framework for systems is essential for addressing
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health inequities for persons with substance use disorders. When substance-use–
related services are synthesized with primary care services, they can be made avail-
able for individuals navigating addiction who are often overrepresented in general
health care settings.
Targeted systematic approaches for reducing health disparities within an integrated

setting include (1) having adequate resources available to screen substance use dis-
orders, (2) capacity for delivering prevention services, (3) an ability to flexibly engage
patients with substance use disorders into treatment in a timely fashion, and (4) coor-
dination of health care services with social service systems to retain patients in treat-
ment. Foundational policy and structural changes over the last decade in health care
can support efforts for the integration of primary care and substance use services.
These changes include the development of medical homes,32 the use of information
technology in accountable care organizations, and the availability of MAT in primary
care settings.
Expanding access to expertise in addiction, specifically for substance use disorder

subpopulations that historically navigate numerous barriers to treatment, can also be
achieved through the use of psychiatric consultants. This role allows for increased
reach in primary care settings through targeted screening, diagnosis, and treatment
in models such as collaborative care. With a collaborative care approach, as seen
in, the psychiatrist coordinates population-based services in partnership with the
behavioral health manager, primary care physician, allied health professions, and
behavioral health clinicians, who are all in contact with the patient. Collaborative
care models have been shown to increase the proportion of patients receiving addic-
tion treatment with remission at 6 months.33

Advanced Nurse Practitioners

Allied health professionals can serve as an additional front line for increased access to
substance use disorder screening, diagnosis, and treatment. A recent partnership be-
tween the American Society of Addiction Medicine and the American Association of
Colleges of Nursing represents a significant step toward increasing the knowledge
base and skills of nurse practitioners (NPs) and is supported by grant funding from
the Substance Abuse and Mental Health Services Administration. The pilot program,
Nurse Practitioner Substance Use Disorder Medical Education Project, encompasses
clear objectives34 to reduce stigma around substance use disorders and increase
addiction providers through the development and piloting of a curriculum designed
for university NP programs on identifying and treating substance use disorders.

Culturally Sensitive Services

Culturally sensitive services, often defined as being responsive to the ethnic and cul-
tural characteristics, experiences, norms, values, behavioral patterns, and beliefs of a
target population of a treatment program,35 are an integral aspect of many health sys-
tems, including those who provide substance use treatment. Resnicow and col-
leagues35 articulate 2 dimensions of cultural sensitivity: (1) surface structure,
defined as the superficial aspects of services and resources such as matching the
intervention materials to the characteristics of a target population and (2) deep struc-
ture, which incorporates the cultural, historical, environmental, social, and psycholog-
ical forces that influence a target health behavior within a defined population.
Treatment engagement may therefore be contingent on the perceived salience of ser-
vices offered, which is partially determined through deep structure assessments by
patients during a consultation. A systematic review and meta-analysis of the availabil-
ity of culturally sensitive youth substance use disorder services found that those with
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culturally sensitive treatments were associated with larger reductions in postinterven-
tion substance use rates.36

Given the importance of culturally informed services, federal agencies have devel-
oped resources with a directed goal of improving the quality of care delivered to spe-
cific cultural groups through cultural competence guidelines,37 as well as treatment
improvement protocols geared toward American Indian and Alaskan Natives,38

women,39 and sexual and gender minorities.40 These cultural competence guidelines
provide an opportunity to overcome a plethora of cultural and linguistic barriers, which
have been demonstrated extensively in the literature as major deterrents to care.41–44

Existing service structures can adopt these guidelines to improve treatment initiation
and engagement among varying racial, ethnic, gender, and sexual minority groups. A
sample of programs that have successfully addressed barriers to access through
innovation in integrated care, use of the psychiatric consultant, allied health profes-
sionals, as well as culturally and linguistically sensitive programming has been dis-
cussed later.

EVIDENCED-BASED CARE IN ADDICTION TREATMENT

A key component of providing equitable addiction treatment is the ability to translate
research approaches to clinical practice. Simply offering these treatments, without
paying special attention to drug policies, historical legacies, and special cultural con-
siderations, can often lead to dismal results. Previous research has highlighted the
limited use of buprenorphine among all patients, but especially among black and Lat-
inx patients, despite access to insurance through Medicaid.23 Therefore, it is impera-
tive to examine the practical implementation considerations of these interventions
described later, which have largely been integrated into or interface with traditional
clinical practices, given initial success in a research context. Successful implementa-
tion of all 4 models takes into consideration the institutional, personally mediated, and
individual factors that can affect the utilization of addiction treatment.
The first model, known as the Vermont hub-and-spoke model,45 was developed to

address a dearth of opioid treatment providers in the state, including rural areas,
where there were no addiction treaters to provide MAT. In 2000, Vermont was 1 of
8 states without opioid treatment, requiring residents to travel to neighboring states
to access evidenced-based care.45 In 2002, the first opioid treatment program
(OTP) in Vermont was created, thus necessitating the recruitment and training of
addiction providers, who could quickly scale up to provide medications for opioid
use disorder. In this context, the hub-and-spoke model was created and successfully
implemented throughout the state. Vermont was organized into 5 geographic regions,
with the hub corresponding to 1 of these 5 places, that each contained an OTP. From a
structural standpoint, training was enacted so that staff at each hub could accurately
and safely assess a patient’s medical and psychiatric needs on arrival and determine
the best treatment placement.45 The spoke associated with each hub were buprenor-
phine providers who had direct access to hub staff and could easily interact with other
institutions, such as mental health services, emergency rooms, residential services,
department of corrections, etc. The deliberate focus on the needs of the state, struc-
tural factors therein, and optimizing limited resources for the coordination of care led
to a successful effort that was rapidly optimized to provide state-level addiction care in
a short amount of time, with substantial improvements in the availability of MAT.
The second model describes the work of Venner and colleagues,46 researchers

dedicated to improving the use of MAT among American Indian and Alaskan Natives
with opioid use disorder. This work underscores the importance of considering
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personally mediated and cultural factors when attempting to develop programming
that provides care to a historically marginalized group at great risk for opioid overdose
deaths. Highlights from this project revealed that MAT implementation among Amer-
ican Indian and Alaskan Natives requires some level of involvement in traditional heal-
ing, an approach that recognizes both a Western and indigenous worldview, and uses
collaborative health approaches to fully address the health disparities faced in this
population.46 Taken together, this research demonstrates that integration of cultural
views is paramount for successful clinical implementation of MAT to address Amer-
ican Indian and Alaskan Natives with opioid use disorder. This model could provide
the clinical foundation for other racial and ethnic minority groups that are hesitant to
initiate treatment in traditional specialty clinics.
A third model is a culturally informed approach, called Imani Breakthrough,47 Imani

meaning faith in Swahili. The program specifically targets black and Latinx populations
with substance use disorders known to have decreased addiction treatment initiation
and engagement rates, despite worsening health disparities.1,15 This program, held in
7 black and 2 Latinx churches throughout the state of Connecticut, is geared at
strengthening trust among underrepresented minority populations, while simulta-
neously increasing referrals to traditional settings of care for MAT. Integrated into
the Imani Breakthrough framework is a targeted focus on the Citizenship Model, which
established the 5 Rs—rights, roles, responsibilities, resources, and relationships—
necessary to establish recovery from substances, while also addressing vulnerabilities
in the social determinants of health and emphasizing how spirituality can be a central
aspect of recovery.47 Given the relationships and inherent trust with facilitators in the
church setting, Imani Breakthrough has been successful in engaging hundreds of peo-
ple with substance use disorders in recovery groups, promoting a safer path for
referral to addiction treatment in traditional settings of care.
The final model discussed is the substance use disorder initiative developed at Mas-

sachusetts General Hospital in 2014.48 The system-wide substance use disorder
initiative outlined a major goal of achieving equity in addiction by increasing access
to treatment across care settings. To achieve this goal, 4 major areas of focus were
established, encompassing major structural changes including the creation of an inpa-
tient addiction consult/liaison service, integrated addiction champion teams within pri-
mary care, creation of a postdischarge clinic for patients with substance use
disorders, and the hiring of recovery coaches.48 As a result of these systematic efforts,
there have been more timely consults for patients with substance use disorders and
increased addiction treatment referrals in the community, along with an overall
improvement in general internists’ attitudes, preparedness, and clinical practice
related to people with substance use disorders.48 These efforts have led to an initiative
that is stronger and more robust than ever, serving the needs of thousands of patients
in a major urban center.
In closing, it is indeed realistic and possible to achieve mental health equity within

addiction. This article outlines a roadmap of essential elements to achieve this goal.
A historical appreciation of the policies that have resulted in the systematic exclusion
of treatment options for populations experiencing health disparities is essential. This
enables an ability to make long-lasting structural change that can result in impactful
system-wide advancements. Further, forging partnerships with colleagues in primary
care to treat people where they are less likely to face stigma can engage populations
with substance use disorders who would otherwise not access treatment. Here,
collaborating with addiction experts and allied health professionals, recovery
coaches, and peer facilitators is key. Finally, an integration of cultural views is also
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paramount, paying special attention to racial, ethnic, and sexual and gender
minorities.
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Achieving Mental Health
Equity: Collaborative Care
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INTRODUCTION

Health equity is the principle that holds that optimal health is a human right, and that
elimination of health disparities is a society’s ethical responsibility.1,2 With regard to
behavioral health conditions, there is substantial and growing evidence that
systems-based integrated approaches such as collaborative care (CC) can address
health disparities resulting from the lack of equal access to effective care. This
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KEY POINTS

� Collaborative care is an integrated care strategy, developed for primary care, that is effec-
tive for major behavioral health conditions.

� There is evidence that collaborative care can be effective in reducing disparities and
improving health equity in behavioral health.

� Collaborative care in behavioral health has been extended to improve physical health out-
comes for serious mental illness in mental specialty settings.

� Collaborative care in depression has been shown to be effective in partnerships of health
and social/community settings in under-resourced communities.

� Innovations in technology, task shifting, and cultural centering hold promise for further im-
provements in behavioral health equity.
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evidence is especially well documented for common conditions such as clinical
depression and anxiety.
This article reviews what is known about the impact of integrated care programs

on improving health equity, with special emphasis on CC, a model with robust
research evidence supporting efficacy and effectiveness relative to usual care,
particularly for depression, anxiety, and comorbid medical conditions such as dia-
betes and heart disease.3–5 The authors used the method of rapid literature review,6

using index searches for CC and integrated care, behavioral health, and specific
conditions, examining reviews and individual articles, and also using the experi-
ence/contacts of the authors to identify key articles on major themes. Specifically,
evidence is reviewed supporting the effectiveness of CC (1) to treat behavioral health
conditions of at-risk populations, such as low-income populations, racial and ethnic
minorities, and other populations with particular risk for poor access, such as geri-
atric and rural populations; (2) to reduce disparities in access, quality of care, and
outcomes; and (3) to explore the promise of innovative approaches, including incor-
porating priorities of at-risk communities.

WHAT IS COLLABORATIVE CARE?

Integrated care programs support primary care providers in addressing behavioral
health conditions commonly seen in primary care settings by colocating behavioral
health clinicians and/or having behavioral health clinicians collaborate off site.7 CC,
a form of integrated care, is distinguished by the following core principles: team-
based collaboration with primary care providers, behavioral health care managers,
and psychiatric consultants; a population-based focus using disease registries;
evidence-based treatments such as antidepressant medications and/or psychother-
apy; patient-centered goal setting; measurement-based assessment; and changing
treatment of nonresponse.8–12

In randomized controlled trials (RCTs), CC is more effective in improving quality of
care and outcomes than care as usual for treating depression and anxiety,3,4,13

including in the context of comorbid medical conditions10,11 and substance misuse.14

CC has been systematically evaluated for depression in adults,3 including seniors,15

and adolescents with depression.16,17 CC principles have been used to improve med-
ical care, especially preventive services, in specialty mental health settings for individ-
uals with severe mental illness,18,19 although a review indicated that there are currently
few data on CC for schizophrenia.20 Because of evidence of CC effectiveness, federal
and commercial insurers have developed specific billing codes for CC21 that are
becoming widely adopted22 and some states are beginning to develop funding mech-
anisms to cover CC.23

EFFECTIVENESS OF COLLABORATIVE CARE IN REDUCING MENTAL HEALTH
DISPARITIES

Partners in Care (PIC), a group-level randomized trial of CC for depression in primary
care, was one of the first studies to find that implementing CC can reduce racial and
ethnic disparities in health outcomes. Geographic areas were selected to ensure
enrollment of significant numbers of African American and Latinx patients. Besides im-
provements in quality of care for depression, patients receiving CC had improved
mental health–related quality of life both during the first 2 years of the study and at
a 5-year follow-up.24,25 African American and Latinx participants in intervention clinics
experienced significantly greater improvements in mental health outcomes than non-
Latinx white people, which was evidence of a reduction in disparities between
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groups.25,26 At 10-year follow-up, minorities in the CC arm, which facilitated access to
cognitive behavior therapy, had significant improvement in mental health–related out-
comes compared with care as usual.27

The Improving Mood–Promoting Access to Collaborative Treatment (IMPACT)
study,15 another early study of CC, conducted with 1801 depressed older adults
from 8 health care organizations in 5 states, showed that CC had roughly equivalent
benefits for racial and ethnic minority older adults and white people.28 Subsequent re-
views of interventions to address mental health disparities have highlighted these find-
ings for CC.29,30 In a recent systematic review of interventions to improve initiation of
mental health care for racial and ethnic minority group patients, Lee-Tauler and col-
leagues30 found increased rates of initiation of treatment (medication or psychother-
apy) in 4 of the 7 studies of CC compared with care as usual.
In addition, Davis and colleagues31 evaluated a technology-based approach to CC

versus care as usual for depressed veterans in primary care and found greater
improvement in outcomes for racial and ethnic minorities (ie, African American,
Native American, and other minority) relative to white, predominantly male veterans.
Cooper and colleagues32 compared standard CC for major depression with cultur-
ally centered CC and found similar clinical outcome improvements, with greater in-
creases in depression treatment with standard CC, but higher patient ratings of care
and case management for those receiving culturally centered CC. Lagomasino and
colleagues,33 in a randomized trial of tailored CC versus usual care for depressed
Latinx people, found improved outcomes, treatment rates, and satisfaction with
the CC intervention, supporting CC effectiveness in this population. Similarly, a sys-
tematic review34 of 15 eligible studies of CC for depression in non–English-speaking
populations, most which used bilingual providers, found evidence suggesting that
CC tailored for non–English speakers (primarily Spanish speaking) showed greater
effectiveness with reduction of health disparities for that group. There was also ev-
idence, in some studies, that a tailored CC approach resulted in more patients
receiving preferred treatments. Of note, Njeru and colleagues,35 in a descriptive
evaluation of sites implementing CC in the Depression Improvement Across Minne-
sota Offering a New Direction (DIAMOND) study, found lower rates of engagement in
CC for individuals requiring an interpreter, which suggests language/cultural tailoring
may improve implementation. In a retrospective study of engagement in CC in an ac-
ademic institution, DeJesus and colleagues36 found higher rates of dropout for
nonwhite compared with white patients, suggesting the importance of engage-
ment/outreach to improve equity. Angstman and colleagues,37 in a retrospective
chart review, reported that, under care as usual, minority primary care patients
had lower rates of treatment and worse depression screener scores on the Patient
Health Questionnaire, 9-item, than white patients, whereas, under CC, both groups
had similar outcomes improvement.
Bao and colleagues,38 in the Prevention of Suicide in Primary Care Elderly: Collab-

orative Trial (PROSPECT) study of CC for depression, focused on suicide prevention in
older adults and found that, over time, CC was more effective in improving treatment
rates and clinical outcomes for less well-educated compared with well-educated older
adults; however, the intervention was more effective for white people than for racial
and ethnic minorities. Ell and colleagues39 conducted a randomized trial of CC for
depression versus care as usual for a cohort of low-income, largely Latinx female pa-
tients with cancer in a public sector oncology clinic. The intervention significantly
improved depression outcomes, physical and mental health–related quality of life,
and rates of depression treatment. Sanchez and Watt40 found that, under CC,
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Spanish-speaking Latinx people had higher rates of improvement than English-
speaking Latinx people and white people.
Studies focusing on Asian Americans suggest that improvements in depression out-

comes can be achieved using CC. For example, Ratzliff and colleagues41 found that CC
improved depression for Asian Americans seen in general medical clinics, including
culturally sensitive clinics focused on Asian Americans. Yeung and colleagues42 found
improvement in outcomes and feasibility of CC for Chinese Americans seen in psychi-
atric clinics. For American Indian and Alaska Native populations, Lewis and Myhra43

found that behavioral health services provided in primary care settings can improve out-
comes, particularly when tailored to the culture of Native American populations.
Thomas and colleagues44 called for health equity intervention research that not only

explicitly addresses engagement, racism/discrimination, and social determinants but
also uses that framework to guide the evaluation of interventions. Examples include
adaptations to treatment engagement such as those used by the WeCare study45

for cognitive behavior therapy in low-income, minority populations, and the
Dobransky-Fasiska and colleagues46 study, which used an engagement strategy to
partner with non–mental health agencies to address depression care disparities. Us-
ing this framework is also consistent with CC principles of mental health interventions
that effectively engage populations.
Other CC work informed by this framework is a set of implementation efforts in Los

Angeles and New Orleans using community-partnered participatory research 47

(CPPR) to both support CC implementation across community coalitions and to eval-
uate its impact. The Witness for Wellness project used a multisector coalition
approach to depression services with community leaders as intervention partners48

and featured innovations such as community-generated arts to enhance engagement
and reduce stigma.49

This approach was implemented for post-Katrina mental health recovery efforts in
New Orleans, with extensive use of nonlicensed community health workers and com-
munity leaders as partners in delivering interventions.50,51 This work built on interna-
tional studies such as those in Ethiopia, which incorporated pastoral women in CC,
and in India, with coalitions including women’s groups and lay counselors in anxiety
and depression care.52–54

Community Partners in Care (CPIC)55,56 was a research study that incorporated the
CPPR and Health Equity Action Research Trajectory (HEART) frameworks,44 used
participatory methodology, and attempted to directly address racism/discrimination.
A Cochrane Collaborative Review identified CPIC as providing rigorous evidence of
the added value of coalition building for improving the health of minority commu-
nities.57 For under-resourced communities, CPIC compared a multisector coalition
approach with an expert technical assistance approach in implementing an expanded
CC model for depressed African American and Latinx clients identified across health
care and non–health care settings. Findings for the coalition approach included
improvement in mental health outcomes over 4-year follow-up; shorter-term reduc-
tions in behavioral health hospitalizations; reductions in homelessness risk fac-
tors55,56,58,59; and benefits for subgroups including men, women, minority groups,
and those with serious mental illness.60

INNOVATIVE APPLICATIONS OF COLLABORATIVE CARE THAT MAY ADDRESS
EQUITY AND DISPARITIES

A recent analysis of policy to address mental health equity61 recommended that,
beyond clinical care goals, there be explicit consideration of racial and ethnic
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discrimination and attention to addressing specific underlying social determinants of
inequity. Other investigators have emphasized that mitigating social determinants,
and other underlying factors that put communities at risk for poor mental health, is
an important area for development.62 Consistent with these recommendations, Resil-
ient Baton Rouge, a post–Hurricane Katrina flood recovery effort, incorporated CC for
depression into mental health recovery intervention activities for affected commu-
nities, including racial and ethnic minorities.63 This initiative found the expanded CC
model to be feasible for implementation at scale after a disaster. A study currently be-
ing implemented in New Orleans explicitly expands CC to include services for social
determinants of health, such as addressing financial issues and responding to disaster
exposure. Like CPIC, programs in different service sectors are randomized to a coa-
lition versus individual-program technical assistance approach, with randomization of
individual clients to information technology (IT)/applications (apps) informational re-
sources either with or without coping support.64

With regard to innovations, IT (eg, telehealth, apps) may hold promise for improving
health equity by expanding the reach of CC or its key components.65 IT has been used
to deliver CC for depression, including depression with medical comorbidity,66 post-
traumatic stress disorders,67 and depression CC in rural settings.68 CPIC stakeholders
requested an IT approach to improve access to depression services, leading to IT-
based cognitive behavior therapy psychoeducation.69

Other innovations relevant to health equity include expanding the health care work-
force, such as adapting CC to include coaching by pharmacists,70 and adding nurse
outreach activities.71 There is ongoing research examining applications of CC to other
mental health conditions such as bipolar disorder,68 serious mental illness,19 and
addiction.72,73 Such studies may hold promise for expanding applications of CC to
behavioral health, and for exploring its potential to reduce disparities related to these
conditions.

SUMMARY

The literature cited earlier gives strong evidence for CC as amodel with the potential to
reduce disparities for ethnic minority and other at-risk populations who are often
poorly served by usual primary care systems, and who have worse engagement
and outcomes because of other underlying risk factors. As a systems-based
approach, CC has been shown to not only improve access to care but also to improve
the quality of care received and health outcomes.
A limitation is that the authors followed a rapid rather than systematic review pro-

cess and did not attempt to identify all CC studies in behavioral health, but rather
key articles in main areas that noted diverse populations or that directly addressed
disparities/health equity.
The findings presented here reinforce the view that reaching mental health equity is

an achievable goal and that CC can play an important role. To more fully realize the
promise of CC, there is the need for approaches that focus on effective community
engagement, coalition building, and cultural adaptation, as well as developing innova-
tive approaches such as addressing social determinants. Key first steps are using
health equity–focused strategies when planning and implementing CC and giving
careful thought and attention to engaging diverse populations and considering their
specific preferences and needs.
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Achieving Mental Health
Equity: Community
Psychiatry

Jacqueline Maus Feldman, MD*

INTRODUCTION

In 2003, the Institute of Medicine, commenting on “Unequal Treatment,” defined
“disparity” as a “difference in healthcare quality not due to differences in health
care needs or preferences of the patient.” In the United States, the provision and
receipt of community mental health care is replete with disparities. These disparities
are predicated on an abysmal history of stigma and discrimination, which has resulted
in the philosophic embrace and practice of unequal care for those living with mental
illness. There are disparities within disparities of unequal access and care for people
of different ethnicities. Dire consequences have followed for individuals, families, facil-
ities, systems of care, and communities, including excessive morbidity and mortality;
overwhelmed outpatient clinics, emergency rooms, and hospitals; and the use of the
criminal justice system in lieu of support and treatment.1

Despite these challenges, solutions and models of care exist that may facilitate
mental health equity within the community. Stigma reduction, legislative/judicial
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KEY POINTS

� Community mental health inequities exist and are predicated on stigma related to mental
illness.

� Inequities exist in funding of training, research, and service.

� Inequities lead to deficits in workforce development, access to care, and increased
morbidity and mortality.

� To remedy these deficits, there must be adequate funding; appropriate training of
adequate numbers of recovery-oriented, culturally competent, and trauma-informed pro-
viders; and use of consistent evidence-based care.
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intervention, workforce development, improved access, prevention, early identifica-
tion, attention to social determinants, and adequate funding could go a long way in
mitigating the effects of mental health disparities in the community.

HISTORICAL PERSPECTIVES IN COMMUNITY MENTAL HEALTH DISPARITIES

Since the founding of the United States, those living with mental illness have been sub-
ject to prejudice, stigma, and discrimination. In early America, consideration of those
with mental illness focused on the perception of their being possessed by demons,
prone to evil spirits, and having a predilection for violence. “Treatment” consisted of
isolation, restraint, sedation, and ultimately institutionalization. Before the mid
1800s, these folks were hidden in attics or basements, or cast out to fend for them-
selves, and many families and most organized leadership entities (churches and local,
state, and federal governments) rejected responsibility for their care. Although those
with communicable diseases were treated with whatever limited medical means
were available, those with mental illness were judged as undeserving of health care.
Mental illness was considered discrete from medical illness, justifying mistreatment,
or found to be undeserving of any treatment at all.2

In America, the mid 1800s brought forward the European concept of “moral treat-
ment,” advocated for by Dorthea Dix, who spent years lobbying first the federal gov-
ernment (President Franklin Pierce in 1854 ultimately refused to accept federal
responsibility for the provision of mental health care), then individual state govern-
ments to create institutions that would provide milieus of support and treatment; moral
treatment entailed provision of safe and nurturing environments, peaceful surround-
ings, nutritious diets, and productive work in institutions found in placid rural settings.
Unfortunately, these establishments were soon inundated by other less fortunate in
society (victims of infectious disease, wayward wives, the impoverished, abandoned
children), such that state hospital populations reached more than 550,000 by 1950;
state hospital care devolved in many locations to custodial care at best, with limited
funding, staff, and treatment options, including hydrotherapy, electroconvulsive ther-
apy, and insulin shock. A focus on psychoanalysis proved helpful to limited numbers
of patients (and was not accessible to the general population). Some advancements in
diagnosis (increasing observance of stress-related wartime changes in behavior)
barely nudged public understanding of mental health. The arena of mental illness
continued to receive limited attention, funding, research, and those living with mental
illness had, at best, few treatment options; at worst, they were ignored, neglected, and
abandoned. In the late 1940s and 1950s, some hope was generated by the National
Mental Health Act of 1948, which led to the creation of the National Institutes of Mental
Health, and the discovery of medication (antipsychotics and mood stabilizers) that
could impact mental illness. The Mental Retardation Facilities and Community Mental
Health Center Construction Act was signed into law in 1963, and was to begin the
grand process of planning and funding an extensive community outpatient care
network. The initiation of Medicaid and Medicare was potentially a turning point for
mental health care. Unfortunately, a flood of deinstitutionalizations from state hospi-
tals with insufficient funding for local inpatient or outpatient care, an inadequate work-
force, and ongoing stigma resulted in the perpetuation of mental health care
disparities. The 1980s opened the door to improvement in pharmaceutical treatment

Abbreviations
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APA American Psychiatric Association
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(clozapine, atypical antipsychotics, new generations of mood stabilizers), but limited
state and federal funding of treatment centers continued to plague access to care.
The separation of substance use disorders from other mental illness also complicated
access and treatment. Present throughout was ongoing societal stigma related to
mental illness, and perpetually constrained budgets, which contributed to ongoing ar-
guments over who was responsible for care. Disparities in funding for workforce devel-
opment, and access to adequate and appropriate treatment continued to plague
systems of care, and the individuals they were meant to serve.3

MODERN-DAY INEQUITIES

To better understand the consequences of present-day health disparities, a review of
national statistics that reflect the current realities of limited workforce, the stark and
massive unmet mental health needs, and inadequate services is in order.
The boxes in this article identify the challenges people living with mental illness

face. Box 1 frames the population needs using demographics and statistics.

Box 1

Framing the population needs

One in 5 Americans will experience mental illness in a given year.11,23

One-half of all Americans are living with a diagnosable mental illness at some point during
their life.11

Twenty percent of children currently or at some point in their life have had a seriously
debilitating mental disorder.24

One in 25 Americans live with a serious mental illness (such as schizophrenia, bipolar disorder,
or major depression).23

One in 10 women experience depression sometime during their life, 1 in 9 of those who have
been pregnant have symptoms of postpartum depression.24

Mental illnesses, such as depression, are the third most common cause of hospitalization in the
United States for those aged 18 to 44.24

Those with poor mental health have an increased risk of heart disease, stroke, and cancer; 17%
of adults have comorbid physical and behavioral health issues.23,24

Those living with schizophrenia are at risk of dying 25 years earlier than the general
population.24

More than one-half of American adults with diagnosable mental illness do not receive mental
health care.25

The average delay between the onset of mental illness symptoms and treatment is 11 years.23

Only 33% of Latinos and 31% of African Americans receive the requisite mental health or
substance use care.23

More than 50% of patients receive their behavioral health treatment from primary care
sources, who may not have adequate behavioral health care training.26,27

People with behavioral health issues have 2 to 3 times the health care costs of those who do
not. It has been suggested that for every $1 expended on behavioral health savings of $4 to 5
dollars could occur on the medical side.18

Per the World Economic Forum, mental disorders are the largest cost driver in global costs in
2010 ($2.5 trillion); projected to be 16 trillion by 2030.28

Data from Refs.11,18,23–28
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Considerable numbers of Americans live with mental illness, and are vulnerable to
serious complications, but are unable to access quality care within an adequate
timeframe.
The Boxes 2–4 denote deficits in the numbers of skilled mental health providers,

adequate funding, and appropriate services. There are an increasingly limited number
of mental health providers willing and able to see community outpatient mental health
populations, and there are inadequate mechanisms to build a competent workforce. If
one lives in a rural area and needs mental health services, there may be no available
providers; if one lives in an urban area, one will most likely experience long wait lists.
Access to hospital beds is plummeting, and many emergency rooms are unable to
respond appropriately to patients requiring mental health services.

Consequences of Modern-Day Inequities

The state of community mental health care in 2020 continues to reflect the challenges
of mental health disorders4; stigma and discrimination for those living with mental
illness remain rampant and manifest in many ways. Local, state, and federal funding
for mental health treatment is haphazard, resulting in limited research, incomplete
workforce (in numbers and competencies), inadequate prevention, missed opportu-
nities for early identification, insufficient and unresponsive access, limited supports,

Box 2

Dwindling numbers of psychiatric providers

From 1995 to 2013, the number of adult psychiatrists and child and adolescent psychiatrists
increased by only 12%, compared with the 45% increase in total physician numbers and
population growth.29

There are 28,250 psychiatrists are in active practice in the United States, but they are unevenly
distributed; most are in California, New York, Texas, Pennsylvania, and Florida.30

By 2020, there will be 12,624 child and adolescent psychiatrists needed, far exceeding the
anticipated supply of more than 8300.31

Currently, 59% of psychiatrists are 55 years of age or older (raising the harbinger of upcoming
retirements without replacement providers).29

There are 89.3 million Americans who live in federally designated Mental Health Professional
Shortage Areas (compared with 55.3 million living in primary care shortage areas). There is a
shortage of 2800 psychiatrists in rural and underserved areas. It is believed with the increasing
geriatric population, that without workforce development, there will be only 1 geriatric
psychiatrist for every 6000 geriatric patients living with mental illness or substance use
disorder.4

Seventy-seven percent of US counties report severe deficiencies in psychiatrists.32

The number of psychiatry residency training positions has been slowly increasing since 2013; in
2019 there were 1740 slots available (this represents 4.9% of total residency slots); 1720 slots
were awarded.33

The shortage of psychiatrists has been exacerbated by the Federal Funding Balanced Budget
Act of 1997, which placed caps on federal funding of residency programs.34

Although reflecting 13% and 14%, respectively, of the general American population, only 3%
of active psychiatrists are African American and 2% of psychologists; 5% of psychiatrists are
Latino and 3% of psychologists are Latino. All told, only 21% of psychiatric care comes from
providers with diverse backgrounds.35

Data from Refs.4,29–35
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early mortality, and transinstitutionalization. The capacity for developing resilience in
the face of early childhood adverse experiences, traumatic stress (including military
and disaster responses), and adverse climate change also impact on vulnerable
communities.

Box 3

Decreases in funding for psychiatric services

Salaries in behavioral health professions are well below comparable positions in other health
care sectors. The median compensation for psychiatry is the third lowest among 30 medical
specialties. Reimbursements (private insurance, federal payors) do not cover provider costs.31

Low wages and benefits, heavy caseloads, and stigma associated with working with these
populations are cited as disincentives to being engaged in community mental health.
Psychiatrists report underpayment by private insurance, and paperwork required by Medicare
as motivators to change the source of their revenue stream.36

From 2005 to 2010, the percentage of psychiatrists who accepted private insurance decreased
by 17% points to 55%. The percentage of psychiatrists accepting Medicare decreased by 20%
points to 55%. Unfortunately, by running cash-only based practices, they limit the numbers
(and kinds) of patients they are willing to treat.37

Whites are the only racial group in which the majority of people with severe psychiatric distress
get treatment. Overall spending for African Americans and Latinos on outpatient mental
health care is 60% to 75% of spending for whites.38,39

All minority groups are less likely to be covered by health insurance. They will have less capacity
to access mental health services, are less likely to receive care, and are more likely to receive
poor quality care.40,41

Medicaid is the single largest source of funding for behavioral health care in the country. Not
every state has expanded Medicaid.31

Data from Refs.31,36–41

Box 4

Paucity of services

Only 27% of the nation’s community hospitals contain a separate inpatient psychiatric unit,
down 80% from 40 years ago.42,43

Seventy percent of 6000 surveyed emergency rooms reported boarding psychiatric patients
who were waiting for an inpatient bed for prolonged time periods (>24 hours).4,44

Sixty-one percent of emergency rooms do not have psychiatric staff caring for patients in the
emergency room while boarding.4

In 1955, nationwide there were 340 public psychiatry beds (state hospital beds) per 100,000
general population; by 2005 it had decrease by 95% to 17 per 100,000. The authors suggested a
minimal acceptable number is closer to 50 per 100,000. Of the 50 states, 42 had less than one-
half the minimum suggested.43

Racial and ethnic minorities are less likely to get the preventative care they need to stay
healthy, are more likely to suffer from serious illness, and when sick are less likely to have access
to quality health care.45

The Surgeon General report in 1999 noted that racial and ethnic minorities have less access to
mental health services, are less likely to receivemedical care, and aremore likely to receive poor
quality care. They are more likely to delay or fail to seek care, and are more likely to terminate
care.7

Data from Refs.4,7,42–45
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Stigma

People living with mental illness face considerable barriers because of stigma. Stigma
results from the negative reaction of the public to those living with mental illness. The
predicates to stigma include stereotyping (“negative beliefs held about a group”), and
prejudice (“agreement with a belief and/or a negative emotional reaction”), which often
lead to discrimination.5 Research reflects that stigma in the Western world related to
mental illness is often sanctioned by the general public, and that discrimination can pro-
mulgate behaviors that include avoidance (because of fear), authoritarianism (those with
mental illness are irresponsible and should have life decisionsmade for them), or benev-
olence (those with mental illness are like children and need protection). Ultimately, this
can be translated into withholding help, coercing treatment, or insisting on segregation.
For example, such stigma might trigger an emergency room’s refusal to treat patients
living with serious mental illness, instead referring them into the criminal justice system.
It might rob them “of the opportunities that define a quality life: good jobs, safe housing,
satisfactory health care, and affiliation with a diverse group of people.”5

Funding

Funding for the provision of mental health services has not kept pace with funding for
the provision of physical medical care. The passage of the Mental Health Parity and
Addiction Equity Act of 2008 was designed to impose standards of equitable payment
for mental health services (eg, doctors providing Medicare-funded services could not
charge different copays; previously, Medicare mental health patients were having to
pay 50% copays vs 20% copays for medical services), and life-time maximums could
not be different. However, it took several years to get final regulations in place, and
ongoing court cases still reflect the nation’s insurance companies are resistant to eq-
uity in funding care. The Affordable Care Act of 2010 mandated that insurance must
cover mental health care (in the past insurance had embraced an “exceptionalism”
philosophy, reflecting their fears that mental health service costs would become
excessive, hence payment for services was limited (caps on numbers of outpatient
visit, inpatient days, higher copays). More recent research reflects that an integrated
approach (equivalence of payments for medical and psychiatric care) has not resulted
in excessive mental health costs. In the National Survey on Drug Use and Health
(2008–2012) by the Substance Abuse and Mental Health Services Administration,
cost was the most commonly cited reason for why individuals of any ethnicity chose
to not use mental health or substance abuse services.6

Research

US data from 2011 reflect that the top 3 deadliest (most deaths) diseases were heart
disease, chronic obstructive pulmonary disease, and diabetes mellitus; however, they
respectively received only the third, sixth, and seventh levels of research funding.7

Breast and prostate cancer, responsible for many fewer deaths, were first and second
in funding. Although suicide was the cause of an estimated 40,000 deaths, it was the
least funded disease entity, receiving 100 times less than breast cancer.8 This has
improved over the years; by 2019, National Institutes of Health funding for breast can-
cer research was US$709 million, whereas suicide US$177 million. Across the spec-
trum of mental illness, inequalities remain: one might notice a discordance between
the numbers of people affected or cost burden of disease and research dollars spent
as one reviews the 2019 National Institutes of Health research funding (in millions of
dollars): Alzheimer’s (2,240), opioids (978), depression (578), schizophrenia (263), anx-
iety (233), and post-traumatic stress disorder (138).9
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Prevention

Mental Health America issued a report in 201910 on prevention and early interven-
tion, noting that one-half of those who become affected by mental illness develop
symptoms by age 14. Without active intervention, significant consequences can
occur. Adverse childhood experiences (ACEs) such as abuse, neglect, sexual
trauma, violence, and/or exposure to violence can play a pivotal role in the develop-
ment of mental health issues. Interruptions in access to housing, food, education,
and physical or mental health care can prove incredibly troublesome to these vulner-
able populations. Relationship disruptions (isolation, bullying) often impact on chil-
dren and adolescents. Failure to identify and intercede when children are
confronted with the aforementioned challenges can have serious consequences
including:

� Suicide (a study of ninth to twelfth grades reflected an 8% report of suicide at-
tempts during the prior year)

� Incarceration (there are 600,000 youth engaged in the juvenile justice system,
65%–70% with a diagnosable mental illness; 90% have been exposed to
ACEs, many of them to �6 ACEs).

� Homelessness
� School dropouts (1 in 10 of those who drop out before graduating ends up
spending some time institutionalized; by comparison, 1 in 13 of high school grad-
uates, and 1 in 500 who receive college degrees share the same fate).10

Early Identification

Multiple studies have underscored the importance of early identification and then
treatment.11,12 In particular, the literature is replete with the effectiveness of accessing
early intervention in psychosis. National funding has supported the development of
early intervention teams that provide not only assessments, but also long-term treat-
ment plans that include medication, individual and family therapy, cognitive remedia-
tion, education, and vocational support. Without early identification (which means
parents, educators, and health providers act as sentinels), illness can proceed un-
abated and make later attempts at treatment more challenging.

Limited Access

As noted in Boxes 1–4, there are often multiple barriers to accessing mental health
care. In addition to stigma and insufficient funding, limited numbers of health care pro-
viders, or providers who lack cultural competencies or clinical expertise, can limit the
impact of care. Waiting for an outpatient appointment (which can take days, weeks,
and even months) is frustrating, and can be dangerous in terms of suicide or disease
progression. Emergency rooms are often considered the only access into a system of
care, but can lead to prolonged boarding times and placement in distant hospitals.
Discharges from psychiatric inpatient units are often complicated by the lack of acces-
sible outpatient care. Without access to care, clinical presentations may worsen;
often, untreated patients can become so ill they act out in an aggressive or psychotic
fashion, and the criminal justice system becomes the route to “treatment” (incarcera-
tion where psychiatric care may be extremely limited)

Limited Supports

Limited resources in one’s life can negatively impact a person/family in many ways.
Unemployment means limited income, and hence a limited capacity to pay for hous-
ing, nutrition, and health care, including prescriptions. Limited transportation can
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complicate accessing appointments, which in turn can lead to nonadherence with
treatment.

Workforce

As noted in Boxes 2 and 3, there are significant holes in the workforce necessary to
offer community mental health care. There simply are not enough psychiatrists to
care for the numbers of people living with mental illness, and long wait times are com-
mon. It was reported that by decreasing the wait times in outpatient mental health
practices from 13 to 0 days, no show rates decreased from 52% to 18%.13 An inad-
equately trained workforce (in terms of cultural competence) providing services in
clinics that do not reflect the treatment population’s values or language can negatively
impact opportunities for engagement and appropriate treatment.14

Morbidity and Mortality

With insufficient care, psychiatric patients may decompensate further, or relapse. This
can lead to further complications (eg, suicide, violence, aggression, arrest and incar-
ceration, substance use, job loss, and relationship disruptions).

Transinstitutionalization

Hundreds of thousands of patients have been released from state hospitals since the
mid 1960s. With insufficient supports in place (ie, housing, outpatient clinics, adequate
income) people living with mental illness became homeless, were placed in nursing
homes, or became incarcerated. There are more people living with serious mental
illness being served in prisons and jails than in inpatient hospitals. More than 2 million
people living with mental illness are arrested each year; three-fourths of them have co-
occurring disorders. Those with serious mental illness are 3 to 6 times more likely to be
incarcerated than the general population. Once inside, they stay longer; once
released, they are substantially more likely to return.15,16

SOLUTIONS TO COMBAT OR MINIMIZE THE IMPACT OF DISPARITIES AND TO
MAXIMIZE EQUITY IN COMMUNITY MENTAL HEALTH

Multiple solutions are suggested that will advance equity and diminish disparities in
community mental health, and improve the lot of those living with mental illness. By
committing to battle stigma, maximize funding, enhance workforce development,
and improve services that will support patients along their recovery trajectory, signif-
icant progress in the effectiveness of community mental health can be made.

Education is a Key Factor in Diminishing Stigma and Facilitating Advocacy

A variety of models have been used in antistigma campaigns:

1. Protest: more exuberant campaigns that garner attention of decision-makers (eg,
striking on the capital steps);

2. Education: campaigns that seek to increase one’s understanding related to issues,
often with a variety of media approaches (eg, meeting with legislators and dissem-
inating pamphlets or fact sheets);

3. Contact: presentations and interactions involving those whose lives have been
affected by the topic at hand (eg, consumers, peers, and family members sitting
with law enforcement officers teaching them crisis intervention training
techniques).
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A plethora of national organizations exist that support education and advocacy—
Mental Health America, NAMI, and the Treatment Advocacy Center, to name a few.
Federal agencies also exist that provide education, and that fund educational oppor-
tunities, including the Substance Abuse and Mental Health Services Administration,
the National Institutes of Health, and the National Institutes of Mental Health. Profes-
sional organizations also offer education and stigma reduction programs, including the
American Psychiatric Association (APA), the National Council for Behavioral Health,
the National Association of State Mental Health Program Directors, and the National
Association of County Behavioral Health and Developmental Disabilities Directors.
Additionally, the Substance Abuse and Mental Health Services Administration is fund-
ing “serious mental illness advisor,” which is administered by the APA, involving mul-
tiple mental health organizations who advise callers about mental health care
resources.
Maximizing funding in all arenas is paramount. Strategies include lobbying the fed-

eral government to prioritize mental health research and expanding Medicaid (pres-
ently 33 states and Washington, DC, have officially expanded Medicaid, and Utah,
Idaho, and Nebraska voters have approved moving forward with official expansion).
Revising Medicare payments to reflect true provider costs and incentivizing innovative
(effective) mental health care would encourage providers to engage more willingly and
effectively with people living with mental illness. If salaries and benefits are compara-
ble with other medical specialties, more medical students might choose psychiatry as
their profession. It would be helpful if states would take the initiative to improve the
quality of mental health care provided by state agencies, in lieu of judicial battles
that are costly, and typically end with dramatic decrees and federal court monitoring.
Prevention services prove helpful in minimizing the impact of mental illness on the

lives of patients, and can expedite access to services. The APA Foundation offers a
program called “Typical or Troubled” that educates sentinels in school systems (ie,
teachers, coaches) on how to identify children and adolescents whomight be present-
ing with signs and symptoms of mental illness. Teaching pediatricians about the need
to inquire about ACEs could make them sentinels for at-risk pediatric populations.
Expansion of crisis lines (hot lines, which deal with acute emergencies; warm lines,
which deal with subclinical issues that might put patients at risk) might mitigate suicide
risk. Posting the National Suicide Prevention Line number (1-800-273-TALK (8255)) in
all health care facilities would offer a venue for receiving support and intervention.
States around the country are developing gun control laws known as red flag laws,
that allow families to petition courts to temporarily remove firearms from those who
present a danger to themselves or others. Assisted outpatient treatment is used in
several states to ensure that people living with mental illness who are at risk of relapse
and who have not actively chosen to follow their treatment plan are closely monitored
and supported within the context of a court order to comply with their treatment.
Certainly, education of pregnant women (and those trying to get pregnant) about
the importance of cessation of tobacco, alcohol, and drugs would be helpful in
decreasing the impact of these substances on the fetus and the mother. Consistent
screening of post partum women for depression could play an important role in
enhancing both maternal and infant health.
Workforce development is key to addressing disparities in community mental

health. Broadening the concept of the work force has proven to be a conundrum for
some, with the APA opposed to psychologists being given prescribing privileges.
Beyond that, expanding the use of advanced nurse practitioners and physician assis-
tants might expand the numbers of patients in community mental health who can be
assessed and treated. The inclusion of social workers on the treatment team to
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provide referrals, intercede with social determinants, and act as sentinels will also
prove helpful. Local, regional, state, and federal recruitment and retention strategies
should be developed. The use of the National Health Service Corps, where mental
health providers work in underserved areas for multiple years to pay off their student
loans is gaining momentum. As mentioned in the Maximizing Funding section, estab-
lishing employee compensation that is commensurate with the education and the re-
sponsibility of the community mental health provider would certainly entice more into
the field. In addition, to increasing numbers of providers it is imperative that the diver-
sity of mental health care providers is expanded, and that health care providers
receive training that allows them to gain expertise in providing culturally competent
trauma-informed care. Expanding the workforce (and hence access) with regard to
training and the use of peer specialists is playing an impressive role in many systems
of care.17 Several national action plans have been developed to expand the work-
force18,19; investment by consumers and families, communities, and state and federal
governments is imperative if these plans are to succeed.
Improving access is key to combating disparities in community mental health. A

variety of innovative services are developing that facilitate more effective, efficient,
and prompt responses to those living with mental illness. In addition to improving
the number of health care providers as noted elsewhere in this article, offering
different means of access can be helpful. The development of the integrated care
model (primary care/mental health care being provided in 1 site) has been shown
to be effective in patients receiving assessments and care in a more timely fashion.20

The use of telemedicine can enhance geographic access.21 Emergency rooms are
now beginning to work together in systems, creating psychiatric bed registers so
that collectively providers can know, in the moment, about bed use. Development
of psychiatric urgent care centers has proven effective in taking pressure off of emer-
gency rooms, and are helpful in initiating treatment more rapidly. The use of mobile
crisis units and full-fidelity Assertive Community Treatment teams sends profes-
sionals out to the patients, which can expedite assessment and care. In addition,
training law enforcement on how to handle mental health crises with crisis interven-
tion training has been shown to mitigate incarceration; drug courts, mental health
courts, and veterans courts are all diverting people with mental illness away from
the criminal justice system back to their community mental health system.15 Finally,
it is imperative that community mental health patients be welcomed into whichever
door they choose (or are asked) to come through. Staff should be trained on main-
taining a warm, helpful, problem solving attitude; calm and comforting milieus should
be the goal, and culturally competent trauma-informed treatment offered (including,
if needed, interpreters).22

Resources

Often, people living with mental illness who come for community mental health treat-
ment are those who are struggling to find resources beyond those specifically related
to mental health. Any capacity to support housing first policies, shelters, or sober living
situations will prove helpful. Patients are often unemployed or underemployed, and
without financial resources. Although many community mental health treatment cen-
ters are not in the job-finding business, developing relationships with vocational reha-
bilitation or drop-in centers/clubs that offer vocational support can prove invaluable.
Offering assistance with Supplemental Securities Income or Social Security Disability
Income applications for those who are disabled and unable to work can send a power-
ful message of care, concern, and support, establish the underpinnings of a trusting
relationship, which in turn might help with adherence.
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SUMMARY

Given the historical underpinnings of stigma and discrimination, it is not surprising that
disparities exist in community mental health. Huge numbers of Americans have diag-
nosable mental illness, but less than one-half (or worse for some ethnicities) are able or
willing to access care. Limited federal and insurance funding can inhibit the capacity of
a system of care to provide quality services. Undercompensated mental health ser-
vices keep salaries and benefits low, which affects the numbers of providers who
will choose to do this kind of work (again, limiting access). Emergency rooms are
packed, and the number of inpatient hospital beds are dwindling. Patients unable to
access care decompensate and often end up homeless and or in the criminal justice
system.
To mitigate these disparities, community stigma about mental illness must be

battled, federal, state, local and research funding must improve, recruitment and
retention strategies for competent mental health staff must be created, and models
of innovative services should be evaluated for efficacy, put in place, and sustained.
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KEY POINTS

� Given the over-representation of those with mental illness in the criminal justice system,
interdisciplinary collaboration between the criminal justice and mental health care sys-
tems is key to addressing mental health inequities.

� Unmet mental health needs of marginalized populations drive criminal justice system
inequities.

� The prevailing approach to those with mental illness in the criminal justice systemworsens
mental health outcomes in this vulnerable population.

� Opportunities for interdisciplinary collaboration, service linkage, diversion, and interven-
tion exist at every step of criminal justice system involvement.
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INTRODUCTION

Marginalized populations failed by the housing, child welfare, educational, and
employment systems are at higher risk for mental illness; however, far too often, the
mental health system, be it private or public, is not readily accessible, culturally
responsive, or a reliable source of effective interventions for them. When untreated
mental illness results in behaviors that do not conform to societal expectations, people
from these populations are disproportionately funneled into the criminal justice sys-
tem. Unlike the school system that expels them, the housing system that evicts
them, the employment system that never hires or readily fires them, and the mental
health system that denies or delays their treatment for a myriad of reasons, the gates
of the criminal justice system are always open. As such, it is a system where the
marginalized and those living with mental illness are greatly over-represented.
In the United States, the country with the world’s leading incarceration rate,1 the

criminal justice system’s approach to these populations has grave implications for
population mental health. Box 1 includes information about mass incarceration and
the criminalization of people with mental illness.
Modern-era studies estimate the number of persons diagnosed with serious mental

illness (SMI) in correctional facilities is more than 3 times the number in hospitals.2

How is it that the care of such a large population has been ceded to the criminal justice
system without a strident outcry from the mental health professional community?
Tragically, the house of medicine is often guilty of marginalization, too, particularly
of those with criminal justice system involvement. Understanding the issues of mass
incarceration, criminal justice inequities, and the criminalization of those with mental
illness is imperative for any leader striving to address mental health inequities.
This article provides a multidisciplinary examination of the bidirectional interplay of

mental healthandcriminal justice inequities, thehistorical context for theprevailingextant
approaches tocorrectionalmental health treatment, andacase-basedexplorationofpo-
tential programmatic approaches to addressing these inequities across systems.

Box 1

Mass incarceration and the criminalization of people with mental illness

� The criminal justice system has increased by more than 500% in the past 40 years.1

� Approximately 6.7 million people were under some form of correctional control by the end
of 2015.46

� There were 2.2 million physically incarcerated in jails and federal, state, or local prisons in
2016.47,48

� Of federal prison inmates, state prison inmates, and local jail inmates, 44.8%, 56.2%, and
64.2%, respectively, reported impairment over the previous year owing to a mental health
problem.49

� Two-thirds of males and three-quarters of females in previous studies of juvenile offender
detention facilities were found to meet criteria for at least 1 mental health disorder.50,51

Data from Refs 1,46–51.

Abbreviations

CIT Crisis Intervention Team
CMHP Criminal Mental Health Project
LBGTQ1 Lesbian, gay, bisexual, transgender, queer
MD-FAC Miami-Dade Forensic Alternative Center
SMI Serious mental illness
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MENTAL HEALTH INEQUITIES DRIVING CRIMINAL JUSTICE SYSTEM INEQUITIES

Mental illness disparately impacts the vulnerable in the larger society including, but
not limited to, people of color, lesbian, gay, bisexual, transgender, queer (LGBTQ1)
populations, and the poor. These factors interact as well. For example, institutional-
ized racism perpetuates the overrepresentation of African American and Latinx pop-
ulations among poor, homeless and low socioeconomic status groups, which are
less likely to receive timely and appropriate mental health services.3–5 Contributing
factors to this unmet need include an underfunded and inefficient behavioral health
safety net.6 Additionally, given the importance of cultural considerations in behav-
ioral health care delivery,7 the gross underrepresentation of providers from these
groups has negative implications for care.8,9 It is no coincidence that these 2 racial
groups are some of the most adversely impacted by criminal justice disparities: the
black–white state imprisonment disparity is 5.1 to 1.0, and the Latinx–white disparity
is 1.6 to 1.0.10

Although not all members of the LGBTQ1 community have the same experiences,
as a group, they are more than twice as likely to experience mental health problems
than the general population and are at higher risk for suicide attempts.11 Sexual minor-
ity women are disproportionately incarcerated, especially sexual minority females of
color, in both the juvenile and adult justice systems. This may be the result of persis-
tent structural biases or the influence of a pathway from juvenile detention to adult
incarceration, or both.12

Individuals with traumatic exposures are also over-represented in the criminal jus-
tice system, which often limits rather than alleviates mental wellness and recovery.
Economically disadvantaged communities are overexposed to psychological trauma
in the form of chronic victimization and related stressors, increasing the risk of mental
illness. This is true across racial/ethnic groups.13 Further, socioeconomically disad-
vantaged individuals with mental health problems are vulnerable to becoming
entrenched in the criminal justice system for several reasons:

� They are highly visible to law enforcement because they are over-represented
among homeless populations and may be experiencing the disorganizing effects
of their illness.14

� Compared with those not diagnosed with a mental illness, they are more likely to
be arrested for the same behavior, tend to stay in jail and prison longer, and are
less likely to be approved for probation or parole than others charged with similar
offenses.15,16

� Upon release, they are more likely to be rearrested, particularly those with co-
occurring illnesses, compared with those not diagnosed with a mental
illness.16–18

� Recidivism often occurs owing to technical violations of probation and parole
conditions rather than new charges, which may be due to social determinants
of health, such as housing insecurity and transportation challenges.17–19

Accessible, effective, evidence-based treatment along with the necessary support
services in community mental health settings may help decrease the over-
representation of individuals with mental and substance use disorders in the criminal
justice system; however, societal resource allocation decisions indicate that making
this the norm is not a priority. State spending on mental health funding for children
and adults was cut by close to $2 billion between 2009 and 2011.20 The impact of
these significant reductions is decreased resources for community members, an in-
crease in emergency department visits and inpatient hospitalizations, deepening
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poverty, and early death. Conversely, corrections budgets increased by a striking
145% between 1986 and 2001.20

These sociocultural issues provide a context in which mental illness has been crim-
inalized in part owing to unavailable or insufficient mental health care services. They
created pathways into jails and prisons, weakened community ties, and fed intractable
cycles of recidivism. Although it is true that targeting criminogenic risk factors, such as
family and marital dysfunction, antisocial cognition, and school and work problems,
are needed to disrupt these cycles, decriminalizing mental illness will require a realign-
ment of the fractured mental health system, an alignment that ensures the needs of all
individuals and communities, including those most vulnerable to trauma and margin-
alization, are met.

CRIMINAL JUSTICE INEQUITIES DRIVING MENTAL HEALTH INEQUITIES
Mass Incarceration as a Social Determinant of Health

Although studies suggest that there may be beneficial health effects during incarcer-
ation attributed to access to health care and reduced exposure to violence and sub-
stances, these data vary, and benefits are often short lived. In general, incarceration
has an overall negative impact on individual well-being.21 Increasingly, involvement
in the justice system in itself has been associated with negative health consequences.
For most individuals involved in the justice system, incarceration is a fraction of their
adult lives. The average individual who is imprisoned spends 6 times as long living their
adult lives after incarceration.21 This is a period of significant health risk owing to a lack
of continuity of health care, as well as barriers to employment, housing, and social
connection.22

Involvement in the justice system has a significant impact on the health of those
directly involved through incarceration, probation, and parole, as well as on families
and whole communities. The Centers for Disease Control and Prevention define social
determinants of health as “complex, integrated, and overlapping social structures and
economic systems that are responsible for most health inequities.”23 Furthermore, the
World Health Organization notes that “social determinants of health are shaped by the
distribution of money, power, and resources throughout local communities, nations,
and the world.”24 Although not routinely characterized as such, by these definitions in-
dividual criminal justice system involvement as well as membership, be it demo-
graphic or physical, in a community over-represented in the criminal justice system
certainly qualifies.

Individual, Family, and Community Impacts

By design, incarceration undermines basic human needs for mental well-being,
including personal agency, safety and security, and access to natural social supports,
to name a few. It is no wonder that it is associated with a lifetime prevalence of mood
disorders25 and a greater number of psychosocial problems and more severe symp-
toms in people with first episode psychosis.26 Additionally, research demonstrates
that even brief periods of incarceration among people with SMI (eg, schizophrenia
spectrum disorders, bipolar disorder, and major depressive disorder) are associated
with destabilizing, negative outcomes such as disruptions in housing, health care,
and critical social supports.27

Furthermore, the effects of incarceration often extend to families. In fact, 1 study
even linked parental incarceration to child mortality.28 Several studies have shown
an association between parental incarceration and behavioral issues,29 and parental
incarceration has been specifically associated with depression, anxiety, asthma,
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and obesity in children.30 Other studies have shown that women with incarcerated
partners have elevated cardiac risk factors.31

In disproportionately impacted communities, which are already suffering from com-
munity violence, hypersegregation and poverty, the harmful impact of mass incarcer-
ation and the constant threat of it takes many forms:

� Felony disenfranchisement (when felony convictions result in the loss of voting
rights)

� Chronic unemployment and underemployment
� Poor health care quality and limited access to health care
� Unstable housing
� Food insecurity32

HISTORY AND TRENDS IN CORRECTIONAL MENTAL HEALTH TREATMENT

A long-standing tension exists between the criminal justice and mental health sys-
tems. Although these institutions were established with specific and distinct inten-
tions, their forced intersection by virtue of their overlapping populations poses the
need for strategic coordination. Some argue such coordination is nearly impossible
in the absence of major criminal justice system reforms crafted and implemented
with the needs of persons with SMI in mind.33

The US Department of Justice’s stated purpose is the promotion of safety through
the prevention and control of crime by implementing appropriate punishments to
those deemed guilty of unlawful behaviors. Themes from this charge permeate the jus-
tice system’s priorities: security, safety, power, and control.33 Naturally, correctional
facilities mirror this approach, as they historically and currently have used strategies
to impose control over those who pose a threat, or are perceived to do so, during
confinement. Although “law and order” may be an operative method of governing
the general population, historical lessons illustrate that it is a drastically flawed, yet
repeatedly used means for addressing justice system-involved people with trauma
and SMI.
The increase in incarceration rates among individuals with SMIs surged after

deinstitutionalization in the 1960s and 1970s, as the federal government reformed
state-run psychiatric systems and treatment approaches. This movement thrived
on new discoveries with psychotropic medications and increased arguments sup-
porting community-based mental health programs versus long-term treatment
facilities.
Although some persons benefited from the reformation, the elimination of long-term

treatment facilities was devastating for others, because many previously serviced by
residential institutions possessed challenges far beyond what community-based inter-
ventions were prepared to tackle. This was a key contributor to the criminalization of
those with mental illness,33 a contention supported by a study finding that between
40,000 and 72,000 of those individuals were later found to be incarcerated.34 Making
matters worse, significant challenges were identified within health care services in jail
facilities in the 1970s,2 with mental health services not regarded as standard failing to
be provided.
Consequently, statistics soon revealed that correctional facilities were servicing

more persons with a SMI than designated mental health facilities. Credited for exac-
erbating this epidemic are the “tough on crime policies” promoted in the 1980s and
1990s, which implemented harsher sentences for individuals charged with drug-
related offenses.34 The muted truth was that many of these persons were suffering
as a result of their unattended mental illness.
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Symptoms of mental illness often produce profound dysfunction of cognitions and
behaviors, influencing those who are incarcerated to behave in ways viewed as prob-
lematic or defiant, and otherwise punishable.33 Historically, corrections staff have
responded to these behaviors with the use of prolonged periods of isolation, as well
as physical and chemical restraints.35 In the 1990s, supermaximum security, or
“supermax,” prisons became a popular trend, representing a philosophic shift in the
management of problematic inmates from a “dispersion” to a “concentration”
approach. The basis of this approach is the belief that prisons will be safer and better
controlled upon the removal of “menaces.”36,37

These supermax correctional facilities promoted social isolation, provided no
source of meaningful activity, and prohibited the opportunity for environmental stimu-
lation. Assignments to them were given to “nuisance” prisoners, which often meant
those with mental illness.38 The use of such harsh methods was rooted in pervasive
inadequacies in resources, training, treatment options, and effective interventions in
correctional facilities.37 Failure to appreciate these root factors precluded founda-
tional solutions, predisposing the system to ineffective attempts to control the unde-
sired outcomes.
The mismanagement and, in many cases, additional traumatization of individuals

with trauma and SMI remains a significant challenge within the criminal justice sys-
tem; however, some recent approaches have focused on the provision of cost-
effective methods to deliver appropriate and quality care within the correctional
setting. Even more promising is the emergence of diversionary methods to prevent
incarceration in the first place. These programs include mental health courts,
community-based mental health treatment programs, and reentry as a continuum
of care.39,40

PROGRAMMATIC APPROACHES TO ADDRESSING INEQUITIES
The Case for Multisystem Collaboration

Although improving access to community-based care is critical to improving out-
comes, it is not enough to prevent unnecessary justice system involvement on its
own. Services typically available in the community mental health marketplace tend
to be insufficient in scope and intensity to address the complex needs of individuals
who experience the most severe and persistent forms of mental illness and are at high-
est risk for involvement in the justice system and other institutional settings.41

Those with SMI, members of marginalized populations, and people with dual diag-
noses are over-represented in criminal justice and underserved by the mental health
care system, and they face added challenges to accessing, engaging, and complying
with treatment. Currently, both the public and private systems of care fall short. Ser-
vices that do exist tend to be inadequately funded, antiquated, and fragmented.
Furthermore, inefficiencies in service delivery are compounded by poor coordination,
treatment gaps, and redundancies across the system of care.
Fortunately, there are promising solutions that have been developed as the result of

innovative relationships and collaborations at the intersection of the criminal justice
and mental health systems:

� Crisis Intervention Teams (CIT) that teach law enforcement officers to better
recognize and respond to psychiatric emergencies in the community

� Jail diversion programs and mental health courts that use specialized dockets
and provide judicial monitoring of treatment linkages and engagement

� Reentry programs that assist with linkages to treatment and support services
upon completion of jail or prison sentences
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� Community corrections programs that employ specially trained officers who
apply problem-solving strategies to enhance compliance with terms of probation
or parole

A Case Study: The Eleventh Judicial Circuit Criminal Mental Health Project

The following is an illustration of a program in operation in Miami-Dade County, Flor-
ida, that draws on a variety of problem-solving strategies to decrease demand for
mental health services provided in the criminal justice system. The Eleventh Judicial
Circuit Criminal Mental Health Project (CMHP) was established in 2000 to divert indi-
viduals with SMI or co-occurring SMI and substance use disorders away from the
criminal justice system and into comprehensive community-based treatment and
supports.
The program operates 2 primary components: prebooking jail diversion consisting

of CIT training for law enforcement officers and postbooking jail diversion serving in-
dividuals booked into the county jail and awaiting adjudication. In addition, the CMHP
offers a variety of overlay services with distinct, but related goals:

� Streamline screening and identification of program participants
� Develop evidence-based community reentry plans to ensure appropriate link-
ages to community-based treatment and support services

� Improve outcomes among individuals with histories of noncompliance with
treatment

� Expedite access to federal and state entitlement benefits

The CMHP provides an effective, cost-efficient solution to a community problem
and works by eliminating gaps in services through forging productive and innovative
relationships among all stakeholders who have an interest in the welfare and safety
of one of our community’s most vulnerable populations. Fig. 1 presents CMHP results
since 2008.

Prebooking Jail Diversion: Officer Training and Crisis Intervention Training

The purpose of the CIT training (also known as the Memphis model) is to set a stan-
dard of excellence for law enforcement officers with respect to treatment of individ-
uals with mental illness.42 CIT officers perform regular duty assignment as patrol
officers, but are also trained to respond to calls involving mental health crises. Offi-
cers receive 40 hours of specialized training in psychiatric diagnoses, suicide

Fig. 1. CMHP results since 2008. (Courtesy of T.T. Coffey, Miami, FL. and S. Leifman, JD,
Miami FL.)
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intervention, substance use disorders, behavioral deescalation techniques, the role
of the family in the care of a person with mental illness, mental health and substance
abuse laws, and local resources for those in crisis. The training is designed to
educate and prepare officers to recognize the signs and symptoms of mental illness,
and to respond more effectively and appropriately to individuals in crisis. When
appropriate, individuals are assisted in accessing treatment in lieu of being arrested
and taken to jail.
To date, the CMHP has provided CIT training to more than 7000 law enforcement

officers from all 36 municipalities in Miami-Dade County, as well as Miami-Dade Public
Schools and the Department of Corrections and Rehabilitation. Fig. 2 shows out-
comes data illustrating the program’s effectiveness.

Postbooking Jail Diversion

A multistep process is used to identify defendants with mental illness who are brought
into the jail, starting at the time of booking. The goal is to support community living,
reducemaladaptive behaviors, and decrease the chances that individuals will reoffend
and reappear in the criminal justice system.

1. All booked defendants are screened for signs and symptoms of mental illnesses by
correctional officers using evidence-based screening tools, including the Texas
Christian University Drug Screen V43 and the Ohio Risk Assessment: Community
Supervision Tool.44

2. Defendants undergo medical screening by health care staff at the jail, which in-
cludes additional assessment of psychiatric functioning.

3. Those identified as being in possible psychiatric distress are referred to corrections
health services’ psychiatric staff for more thorough evaluation.

4. CMHP screens each program participant for mental health and substance use
treatment needs, as well as criminogenic risk factors to determine the appropriate
level of treatment, support services, and community supervision.

5. A 2-page summary is used to develop an individualized transition plan aimed at
decreasing criminal justice recidivism and improved psychiatric outcomes, recov-
ery, and community integration.

6. Upon stabilization, legal charges may be dismissed or modified in accordance with
treatment engagement.

Fig. 2. Outcomes of 91,472 crisis cases to CMHP CIT officers. (Courtesy of T.T. Coffey, Miami,
FL. and S. Leifman, JD, Miami FL.)
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7. Individuals who voluntarily agree to services are assisted with linkages to a
comprehensive array of community-based treatment, support, and housing ser-
vices that are essential for successful community reentry and recovery outcomes.

8. The CMHP uses the Assess, Plan, Identify, and Coordinate model, a nationally
recognized best practice model, to provide transition planning for all program
participants.45

This approach has proven effective:

� Recidivism rates among program participants have decreased from roughly 75%
to 20% annually among misdemeanor jail diversion program participants.

� Total jail bookings and days spent in the county jail among felony jail diversion
program participants decreased by 59% and 57%, respectively.

� The outcome is a difference of approximately 31,000 fewer days in jail, nearly
84 years of jail bed days.

Forensic Hospital Diversion Program

Since August 2009, the CMHP has overseen the implementation of the Miami-Dade
Forensic Alternative Center (MD-FAC), a program designed to divert individuals with
mental illnesses who are adjudicated incompetent to proceed to trial from placement
in state forensic hospitals to placement in community-based treatment and forensic
services. As the number of people with mental illnesses entering the justice system in-
creases, competency restoration has become a significant issue for many states. See
Box 2 for additional information regarding competency to stand trial.
Participants in the MD-FAC program include individuals charged with second- and

third-degree felonies who do not have significant histories of violent felony offenses

Box 2

Background information regarding competency restoration

� The Fifth Amendment entitles everyone to the right to a fair trial. This means that criminal
cases cannot move forward if defendants do not have an appreciation of the nature and
potential consequences of the charges filed against them, and/or cannot assist in their own
defenses. Defendants who are unable to do these things are deemed “incompetent to stand
trial.”

� After someone is determined to be incompetent to stand trial, they have to be “restored” to
competency before the case moves forward. This can be through legal education and or
treatment of whatever condition is prohibiting them from being competent. This process is
called “competency restoration.”

� The goal of competency restoration, which is often provided in inpatient forensic hospital
settings, is not treatment for the purposes of recovery, but treatment to satisfy a legal
threshold.

� Once the defendant’s competency has been restored, treatment may be discontinued. In
cases of charges that do not merit incarceration, not guilty findings, or dropped charges,
the person is often released to the community with no additional care.

� Not only are these competency restoration services not conducive to recovery, but they are
also incredibly expensive. For example, the state of Florida currently spends 25% of its
entire mental health services budget—approximately $212 million annually—for 1652
forensic beds in state mental health treatment facilities serving approximately 4012
individuals.

� Because of the right to a fair trial, competency restoration is an entitlement that states must
fund, often at the expense of more effective long-term care in the community.
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and are not likely to face incarceration if convicted of their alleged offenses. The
community-based treatment provider operating services for the project is responsible
for providing a full array of residential treatment and community reentry services,
including crisis stabilization, competency restoration, development of community
living skills, assistance with community reentry, and community monitoring to ensure
ongoing treatment after discharge. The treatment provider also assists individuals in
accessing entitlement benefits and other means of economic self-sufficiency to
ensure ongoing and timely access to services and supports after reentering the
community.
Unlike individuals admitted to state hospitals, individuals served by MD-FAC are not

returned to jail upon restoration of competency, thereby decreasing burdens on the jail
and eliminating the possibility that a person may decompensate while in jail and
require readmission to a state hospital. To date, the project has demonstrated more
cost-effective delivery of forensic mental health services, decreased burdens on the
county jail in terms of housing and transporting defendants with forensic mental health
needs, and more effective community reentry and monitoring of individuals who, his-
torically, have been at high risk for recidivism to the justice system and other acute
care settings.
Individuals admitted to the MD-FAC program are identified as ready for discharge

from forensic commitment an average of 52 days (35%) sooner than individuals
who complete competency restoration services in forensic treatment facilities and
spend an average of 31 fewer days (18%) under forensic commitment. The average
cost to provide services in the MD-FAC program is roughly 32% less expensive
than services provided in state forensic treatment facilities.

Looking Ahead: The Miami Center for Mental Health and Recovery

The CMHP is working with stakeholders fromMiami-Dade County, the state of Florida,
and a local nonprofit managing entity known as Thriving Mind South Florida on a cap-
ital improvement project to develop a first-of-its-kind mental health diversion and
treatment facility, which will expand the capacity to divert individuals from the county
jail into a seamless continuum of comprehensive community-based treatment pro-
grams that leverage local, state, and federal resources.
The purpose of the Miami Center for Mental Health and Recovery is to create a

comprehensive and coordinated system of care for individuals with SMIs who are

Fig. 3. Components of the Miami Center for Mental Heath and Recovery. SUD, substance use
disorder. (Courtesy of T.T. Coffey, Miami, FL. and S. Leifman, JD, Miami FL.)
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frequent and costly recidivists to the criminal justice system, the homeless continuum
of care, and acute care medical andmental health treatment systems. The building en-
compasses approximately 181,000 square feet of space and capacity for 208 beds.
Operation at the facility will begin in early 2021. See Fig. 3 for additional information
about the facility’s offerings.
The CMHP offers the promise of hope and recovery for individuals with SMI that

have often been misunderstood and discriminated against. Once engaged in treat-
ment and community support services, individuals can achieve successful recovery,
community integration, and reduce their engagement with the criminal justice
system.

SUMMARY

A multisystemic problem of this magnitude requires a broad-based interdisciplinary
response. A basic understanding of mass incarceration’s mental health impacts
should be considered foundational knowledge for all public sector mental health
professionals. In turn, this understanding could inform approaches to addressing
inequities at the intersection of mental health and criminal justice on the clinical,
administrative, and community levels. As examples, clinicians can fold assessment
for trauma and loss associated with criminal justice system involvement into
their patient encounters; and administrators can be intentional about hiring,
training, and mentoring a representative workforce. There is work to be done
outside of clinical settings as well through intersystem collaboration and advocacy
efforts. Fig. 4 explores how this effort can be approached through these various
avenues.
Both patient-centered care and the medical ethics principle of justice demand that

mental health providers are not only aware of criminal justice system inequities but are
also actively working within and across systems to eliminate them.
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Fig. 4. Mental health. Clinician approaches to addressing inequities at the intersection of
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Consumer and Family
Perspectives to Achieve
Mental Health Equity

Chirlane I. McCray

Broad and equitable access to mental health treatment has greatly improved in the
United States in recent years. The treatment parity for mental health services estab-
lished by the Affordable Care Act, Medicaid expansion in most states, and acceptance
of mental health as a critical component of the health care system all have helped
reduce disparities in access and outcomes by race, gender, socioeconomic status,
and sexual orientation.1

Despite these gains, large disparities remain,2 including between people of color
and white people.3 White Americans are diagnosed and treated for mental health con-
ditions at higher rates than black or Latinx Americans,4 despite evidence that black
and Latinx Americans demonstrate higher levels of psychological distress.5 When
black and Latinx individuals do receive mental health treatment, they are more likely
to be hospitalized or institutionalized than white individuals,6 indicating an urgent
need for appropriate and supportive community-based mental health care systems
to serve communities of color.
In addition, women are nearly twice as likely asmen to suffer poor mental health out-

comes,7 and black women bear a disproportionate share of diagnoses.8 Although
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KEY POINTS

� Consumers and their families offer an integral source of knowledge for mental health pro-
viders, and the inclusion of that knowledge in care planning and delivery is essential to
build mental health equity.

� The advocacy efforts of consumers and families have improved mental health care across
several dimensions, including deinstitutionalization, the acceptance and proliferation of
recovery-oriented care, and reductions in population-level mental health stigma.

� To leverage public policy to build mental health equity, New York City has launched Thri-
veNYC, the nation’s largest municipal-level mental health program. ThriveNYC prioritizes
the voices of consumers and families at all levels of care.
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women are more likely to disclose symptoms and seek help within the health care sys-
tem,9 they are at risk of serious repercussions for doing so. Black women with diag-
nosed mental illness are nearly twice as likely to lose custody of their children as
women without such symptoms.10 Findings indicate that up to 40% of children with
parents who experience symptoms of mental illness also will develop symptoms by
age 20.11

People who identify as lesbian, gay, bisexual, or transgender (LGBT) are more than
twice as likely to be diagnosed with a mental health disorder as heterosexual-
identified individuals.12 Lack of access to LGBT-affirming mental health care is a bar-
rier for many people; findings suggest that transgender persons are 2.4 times as likely
to report unmet mental health needs as their cisgender counterparts.13 This disparity
is exacerbated by race, with black and Latinx LGBT individuals demonstrating poorer
mental health outcomes than white LGBT individuals.14

These disparities are far-reaching. Recent research has identified that experiencing
injustice in the forms of racism,15 sexism,16 and homophobia17 is broadly associated
with poorer mental health outcomes. In order to close these gaps, mental health equity
must become and remain a guiding principle for health care providers and policy-
makers. Unconscious racial bias in clinical practice also is well documented,18 and cli-
nicians have the professional and moral responsibility to identify and unlearn biases
that do unintended harm to patients of color and patients from marginalized commu-
nities. Policymakers can prioritize equity through the strategic allocation of funding
and health care resources. The communities that experience the greatest bur-
dens—black and brown communities and poor communities—should receive the
necessary resources to adequately address mental health needs at the individual
and population levels. As demonstrated in New York City and nationally, health policy
rooted in and oriented toward equity can and should be cultivated and operationalized
at all levels of government.
This article argues that clinicians and policymakers can prioritize mental health eq-

uity through the recognition and inclusion of consumer and family perspectives in their
work. These perspectives often have been excluded from health care research and
policy with harmful consequences. In summary, this article will (1) introduce consumer
and family perspectives and describe their connections to mental health equity; (2)
share a portion of the lead author’s personal mental health journey as a consumer,
family member, and advocate; (3) briefly review the empirical literature that supports
the inclusion of these perspectives into clinical care and policymaking; (4) identify
how consumers and families have contributed to the mental health field; (5) present
2 examples of how consumer and family perspectives have been operationalized to
improve population- and individual-level mental health care; and (6) describe several
strategies to integrate these perspectives into public health practice as part of a broad
equity agenda.

DEFINING CONSUMER AND FAMILY PERSPECTIVES

A first step to integrating consumer and family perspectives into mental health treat-
ment and policy is to arrive at a clear definition for research and practice. First, it is
important to identify mental health as distinct from mental illness. “Mental health” re-
fers to personal and social well-being through which individuals realize their own abil-
ities and are able to cope with routine life stresses to work productively and fruitfully
within their communities and is distinct from “mental illness,” which refers to diagnos-
able health conditions associated with distress or impaired functioning that are char-
acterized by alterations in thinking, mood, or behavior.
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Several definitions of “consumer” have been put forward in professional mental
health and psychiatry.19 These fields have debated who is considered a consumer
and how “consumers” are qualitatively different from “survivors” or “former pa-
tients.”20 I define consumers as individuals who use mental health services, assuming
that their care and engagement with services is voluntary. In this context, “family” de-
notes the support systems—families of origin and families of choice—that aid con-
sumers as they enter care and progress toward recovery.
Although mental health “patients” are often thought of as passive recipients of treat-

ment, consumers and families are active participants in both the planning and the de-
livery of care. As the foremost experts in their own experiences,21 consumers have
agency to make decisions about their recovery. Health care providers can listen to
their voices and take their wishes seriously. Crediting the expertise held by con-
sumers—especially consumers from marginalized communities—is an important first
step toward closing gaps in mental health equity. Evidence indicates that individuals
who feel validated and heard by their mental health providers experience better out-
comes than those who do not feel that they have agency in their own recovery.22 Incor-
porating consumer and family perspectives routinely into care will afford providers a
fuller picture of consumers and facilitate treatment of the whole person, not just a per-
son’s symptoms.

PERSONAL TO POLITICAL: MY JOURNEY AS A CONSUMER, FAMILY MEMBER, AND
ADVOCATE

I feel called to my work as a mental health advocate because of my own lived expe-
rience and the experiences of people I love. When I was a girl, my family was one of
two black families living in our neighborhood in western Massachusetts. I was the
only black student in all of my classes from kindergarten through high school. I often
was bullied, taunted, and shamed, which was witnessed and ignored by my teachers.
Although some students and teachers were kind and friendly, the discrimination I
endured left me sad and anxious, feelings that stayed with me throughout my youth.
I could not express those feelings at home. My father was a World War II veteran

whose family emigrated from the South during the Great Migration, and my mother
was the daughter of immigrants from Barbados. Together, they worked hard to pro-
vide my siblings and me with opportunities they never had, and their sacrifices helped
me become the woman I am today. But they were not communicative people. They
were not verbal about their emotions and were often withdrawn. We knew they loved
us, but we did not discuss our feelings as a family, especially not negative ones.
Looking back, I believe my parents’ behavior stemmed from the difficulties they had

experienced in their own lives, which they had no way to process. My own feelings
were an early indicator of developing mental health challenges. But it was a long
journey to identifying and interpreting what was happening to me, and I carried that
baggage into adulthood.
In my early adult years, I worked a short time as a full-time, freelance writer in New

York City, a stressful job filled with financial uncertainty, quick deadlines, and chal-
lenging assignments. When Essence magazine asked me to write a piece called,
“How to Know When You Need Therapy,” I found myself unable to complete the
assignment or do any other work. I had never been to therapy and was not in touch
with my own mental health needs.
As it turns out, the assignment was timely. This was a difficult period for me. For the

first time in my life, I lacked drive and direction and didn’t know how to fix myself. I was
smoking marijuana regularly and, although I did not believe I was physically addicted, I
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found it difficult to stop. A helpful friend connected me to a social worker, who over
time helped me process the emotions that led me to smoke and better manage my
life. It was my first experience with therapy and the first time I was forced to consider
my mental health.
Many years later, when my own children were young, my mother was diagnosed

with multiple myeloma. I went through a period of extreme stress as I attempted to
care for my children and coordinate my mother’s care, all while working full time. I
was exhausted and physically ill. It took the help of an empathic and thoughtful gastro-
enterologist to help me understand that I was exhibiting signs of anxiety and depres-
sion. He presented the option for me to temporarily treat it with medication. I took the
medication but discontinued as soon as I was able, although I continued to struggle.
When my daughter revealed her own struggles with depression, anxiety, and addic-

tion, I felt helpless. She was 18 years old and therefore expected to navigate her own
care, but her illness made that nearly impossible. She could hardly get out of bed,
let alone find an appropriate and affordable provider who could connect with her ex-
periences as a young biracial student.
I felt at a loss to help her. There was no established series of steps to take. I didn’t

understand the vocabulary; it often sounded like a foreign language. I didn’t know
what type of provider to look for. My husband and I had to trust the recommendations
of people we did not know well. We had to make major decisions based on faith.
Thankfully, we eventually found enough of what we were looking for. Our daughter
managed her recovery, engaged in work to help other young people who were going
through similar struggles, and successfully graduated from college.
Although I did not recognize it until recently, while working again with a therapist, it is

clear to me that I have suffered from some level of anxiety and depression most of my
life. I am on a lifelong journey to better manage my condition and am taking proactive
steps to manage and improve my own mental health.
None of my experiences—as a child, as an adult, or as a mother—are unique. Un-

spoken, untreated mental illness and substance use disorders are common, as are the
pain and confusion that come with them. I consider myself fortunate to eventually have
found care as an adult, even during the period when I had no health insurance. I also
was fortunate to find resources to support my daughter. Many without such resources
suffer a long time, with great negative impact on their quality of life.
The other half of my personal journey with mental health is political. Although I was

not aware of it as a child, I grew up during a time of significant change in mental health
policy, the age of deinstitutionalization. I was 9 years old when President Kennedy
signed the Community Mental Health Act into law just weeks before his death. The
new law directed states to close their psychiatric hospitals and open community
mental health centers in their places. The vision and spirit of the law were admi-
rable—that consumers could receive humane and comprehensive mental health
care while being bolstered by the support of their families and communities.
But this vision was never fully realized. Without the federal support necessary,

many states closed their institutions without replacing them with community-
based services. More than half of the community health centers proposed by the
legislation never opened. Some people with mental health needs were supported
by families and loved ones (with great financial burden), but others had no support
system. With nowhere to go, many people ended up on the streets or in shelters,
and innumerable others were unjustly detained in jails and prisons. The effects of
this failure linger and have hardened into our nation’s entwined crises of homeless-
ness, suicide, and overdose. City leaders across the country are grappling with
these challenges.
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That is why, as First Lady of New York City, I am committed to improving mental
health at the population level and building a community mental health infrastructure
that is humane and just. With that goal in mind, I have worked closely with New
York City’s elected leaders and public health officials to develop and launch Thrive-
NYC, an overarching policy framework to incorporate mental health equity across
all aspects of urban governance.23 As the City began to refine its approach to mental
health, I joined New York City’s public health leadership on an 11-month information-
gathering tour. Through listening sessions, town halls, and focus groups, New York
City’s public health leadership and I spoke with community service providers, faith
leaders, educators, family members, and people with lived experience dealing with
mental health challenges, as well as traditional health experts, researchers, and
clinicians.
These conversations helped to identify critical needs and gaps in New York City’s

mental health services. I heard from immigrants and people of color about their strug-
gles to find culturally competent clinicians. I heard from educators who witness how
trauma prevents the children in their classrooms from learning. I heard from faith
leaders and social service providers in low-income neighborhoods who saw the
need in their communities but lacked the tools and resources to help. I heard about
the expense and accessibility barriers to mental health services that prevent so
many individuals from receiving care. Nearly everyone with whom I spoke shared their
experiences with the overwhelming stigma around mental illness and mental health
treatment in the United States.
These problems are inextricable from the racial, economic, and social inequities that

harm so many members of our society. Mental health cannot be improved without
addressing and fostering mental health equity. Since we first embarked on our
information-gathering tour, elevating the voices of consumers and family members
has remained essential to ThriveNYC’s work.
With ThriveNYC, we have an opportunity in New York City to meet the mental health

needs of all of our diverse communities. By honoring the knowledge to be gained from
consumers and families, we are building amental health platform grounded in equity—
growing community mental health from the bottom up. Our approach has the potential
to benefit not just New York City but also cities across the country.

CONSUMER AND FAMILY PERSPECTIVES: SCIENCE AND JUSTICE

A growing body of research indicates that mental health outcomes improve when pro-
viders listen to and take seriously the perspectives of consumers and families as part
of care planning and delivery.19 This active engagement strengthens the relationship
between consumers and providers,24 which in turn helps to rebuild trust between con-
sumers and the mental health system. Increased trust consequently may lead to
increased retention in care, which is associated with improved outcomes.25 Through
an equity lens, rebuilding trust between the mental health care system and commu-
nities systematically excluded from or harmed by that system—such as black and
brown communities and the LGBT community—is critical if we are to improve
population-level mental health.26

There are several highly effective strategies used to engage consumers and families
in care. These include the integration of peers (ie, persons with lived experience) into
professionalized treatment teams27; strategic coordination to break down barriers be-
tween consumers and their primary care providers, mental health providers, and other
specialist health care and social service providers28; and task-sharing to leverage
community-based support networks to deliver care outside of traditional psychiatric
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or psychotherapeutic settings.29,30 In the current era of evidence-based health policy,
providers and policymakers must acknowledge emerging evidence in support of the
integration of consumer and family perspectives into care.
The use of peer supports empowers consumers to identify outside the role of “pa-

tient”; the empathic perspective of the peer builds trust with the consumer and offers a
model for recovery and support along the way.31 Research into the use of peers in
mental health care teams indicates that the integration of peer support is feasible in
a wide range of community- and hospital-based settings.32 Evaluations of peer sup-
port models have demonstrated that the use of peers is associated with improved
mental health and social outcomes, including reduced hospitalizations,33 reduced
criminal justice involvement and substance use,34 and improved consumer quality
of life.35 In addition, peer models are an effective means to engage consumers who
historically may have faced discrimination within or exclusion from the health care sys-
tem, including people of color and the LGBT community.36,37

Strategic care coordination engages the expertise of a consumer’s full care team—
including providers, peer supports, and consumers and their families—in a shared
decision-making process about mental health care.38 Care coordination and shared
decision making restore agency to consumers in determining their mental health
care, allowing them to proceed as they are comfortable.39 This practice also individ-
ualizes care to meet consumers’ unique needs40 and is associated with improved so-
cial outcomes in a mental health recovery framework.41,42

As ameans of integrating peers, consumers, families, and care coordination beyond
the health care system, task-sharing is a novel approach to care that engages com-
munity members and care workers who are not mental health professionals in
community-based mental health care.43 Although task-sharing initially was designed
to expand access to care in low-resource jurisdictions, the principles of task-
sharing fit neatly within a mental health equity frame.44 Evaluations of task-sharing
models have linked the practice to improvedmental health outcomes, including symp-
tom reduction and increased quality of life.45 Evidence also indicates that task-sharing
can reduce health care costs and increase the efficiency of care delivery.46

As the empirical evidence demonstrates, peer support, strategic care coordination,
and task-sharing are effective models for integrating and amplifying the voices of con-
sumers and families. In addition to the scientific case, there also is a strong moral case
to be made: including the perspectives of consumers and families is the right thing to
do. Feelings of exclusion and alienation can drive individuals out of care,47 even when
care is accessible and available. For communities that historically have been margin-
alized from mental health care, inclusion is critical to rebuilding trust in health profes-
sionals and the larger mental health system. If practitioners and policymakers take
mental health equity seriously, the perspectives of consumers and families must be
front and center in their work.

NOTING THE ACHIEVEMENTS OF CONSUMERS AND FAMILIES

Although consumer and family voices only recently have been elevated in mental
health care, consumers and families have achieved much to build mental health equity
in the last half-century. Most notably, the passage of the Community Mental Health
Act marked the end of the era of institutionalization and codified into law the notion
that mental health consumers have rights.19 Empowerment is fundamental to this pol-
icy framework.48 Despite the limitations of deinstitutionalization in the United States,
this thinking represented a major sea of change. Before the consumer movement,
the notion that individuals could actively determine their own mental health outcomes
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was considered preposterous by the medical establishment.49 Viewing this shift
through the lens of mental health equity, it becomes clear how race, class, gender,
and sexuality are linked to a mental health framework that prioritizes consumer
agency.
In tandem with the consumer movement in mental health, the field was transformed

by the reorientation from “cure” to “recovery.” The shift toward recovery-oriented care
has helped consumers and providers identify new metrics to understand wellness
beyond traditional diagnostic criteria.50 Providers and consumers began to under-
stand mental health as more than a confluence of symptoms and diagnoses. Rather,
mental health is continually in process and can be managed toward outcomes chosen
by the consumer. Recovery is self-defined in collaboration with families and care
teams. Although “cure” may be the goal for some consumers, it is not the goal for
all consumers.51 It took decades of advocacy for mental health providers to respect
consumer agency and let recovery be defined and directed by the individual.
The sum of these paradigm shifts has been reduced stigma, shame, and silence

around mental health in US culture. Although stigma persists and is pernicious, con-
sumers and their families are now able to come out of the shadows and share their
stories.52 This is not without cost, and it would be dangerous to understate the per-
sonal risks involved with sharing one’s mental health story. But when knit together,
these small personal acts of bravery help normalize mental health and are tremen-
dously important to both our culture and the medical field. Only by joining personal
storytelling with rigorous science can we continue not just to reduce but also to
undo and unlearn stigma.

CONSUMER AND FAMILY PERSPECTIVES IN PRACTICE: IMPROVING POPULATION-
AND INDIVIDUAL-LEVEL CARE

Given the overwhelming scientific and moral justification for the recognition and inclu-
sion of consumer and family perspectives in treatment, it is important to detail con-
crete examples in which consumers and their families have come together to
improve mental health care and outcomes. The National Alliance on Mental Illness
(NAMI), a grassroots advocacy group founded by and comprising consumers and
families, and Fountain House, a treatment center that prioritizes the agency of con-
sumers in their own care, are 2 models that demonstrate how a consumer- and
family-first framework for mental health can be put into practice. These examples
work across the spectrum of mental health, from policy and advocacy to treatment
and clinical care, to prioritize consumers and families at the population and individual
levels.
NAMI was founded in 1979 by family members of mental health consumers who

believed that they and their loved ones had a right to be active agents in their own
mental health treatment.53 It was built on 5 core beliefs about mental health: (1) mental
illness should be considered a chronic health condition like any other; (2) mental illness
is the fault of no one, not the consumer nor their families; (3) family is an integral piece
of any successful treatment plan; (4) laypersons without formal medical or mental
health training have valuable knowledge and experience and can organize to advocate
for their own and their loved ones’ needs; and (5) society has an obligation to provide
care and treatment to individuals with mental health needs.54 Since its founding, the
organization has grown into the largest mental health advocacy group in the United
States, with representation in all 50 states, Washington DC, and Puerto Rico.
In addition to federal and state advocacy, the organization develops and dissemi-

nates education, antistigma materials, and programming tailored for various
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audiences, such as students, clinicians, and family members. NAMI also operates a
toll-free, peer-support hotline for mental health consumers and family members to
obtain information, share their experiences with a nonjudgmental peer, and identify
routes of care tailored for their needs.54 Evaluations of NAMI’s programming indicate
that its antistigma education materials have a demonstrable impact on knowledge
production and stigma reduction.55 NAMI’s family treatment advocacy training im-
proves family members’ abilities to advocate for their loved ones’ care and navigate
the health care system,56 and its family peer-support course improves coping and re-
duces stress for primary caregivers.57 In addition to serving as a critical resource for
consumers, families, providers, and policymakers, NAMI demonstrates the collective
power of consumers and families in helping to transform the health care and mental
health treatment systems.
Fountain House, a community mental health recovery program founded in New York

City in 1948,58 is an individual-level correlate to the population-level education and
advocacy work conducted by NAMI. Today, Fountain House is both a treatment facil-
ity and a model of care grounded in community inclusion that welcomes consumers
not as patients but as “members” of the Fountain House “clubhouse.”59 Members
at Fountain House are involved in all aspects of care for themselves and other mem-
bers. Residents run the facility as part of community engagement and workforce skill-
building. The model is one of a “working community”; in providing for themselves and
the other members, a community is built and individuals are drawn out of the social
isolation that so often accompanies mental illness.60

The model prioritizes the expressed needs of clubhouse members as the necessary
components of individuals’ plans for care. At Fountain House, treatment plans are gener-
atedbottom-up from themember to the community to the clinician, rather than top-down
from the clinician to the individual patient. The clubhousemodel hasbeen implemented in
more than300programsworldwide, andevaluations indicate that the community andso-
cial support offered helps to build member self-efficacy, self-confidence, and practical
skills for moving into recovery.61,62 Taken together, NAMI and Fountain House represent
thesuccessandengagement incare thatcomeswhenconsumerand familyperspectives
are prioritized by policymakers and the health care system.

ThriveNYC: PUBLIC POLICY TO IMPROVE MENTAL HEALTH EQUITY

To build mental health equity at the broadest level in New York City, the City of New
York launched ThriveNYC in 2015.23 ThriveNYC seeks to institutionalize the
population-level advocacy and individual-level service delivery innovations pioneered
by organizations like NAMI and Fountain House within municipal government. The
portfolio constitutes the nation’s largest municipal-level mental health policy platform,
an investment of approximately $250 million per year over the last 4 years. Thrive-
NYC’s work prioritizes equity and inclusion, builds the evidence base for innovation,
and is motivated by 6 foundational principles:

1. Change the culture: Changing who is involved in mental health care delivery by un-
doing stigma and putting a new face on recovery.

2. Act early: Changing when intervention occurs by investing in the mental health of
the youngest New Yorkers to build a healthier future.

3. Close treatment gaps: Changing where care is delivered by ensuring that all New
Yorkers have access to the mental health services that work for them.

4. Partner with communities: Changing how care is delivered by bolstering the mental
health care infrastructure in nontraditional settings so that New Yorkers feel
comfortable accessing services in their communities.
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5. Use data better: Changing what data are collected and used by centering margin-
alized communities and focusing on mental health equity.

6. Strengthen government’s ability to lead: Changing why governments invest in com-
munity mental health by bringing new voices into policymaking.

These principles guide and inform 4 programmatic goals, around which a series of
interlocking initiatives are organized: (1) eliminate barriers to care; (2) reach those with
the highest need; (3) strengthen crisis prevention and response; and (4) develop resil-
iency for the youngest New Yorkers. No matter how broad or how narrow its scope,
each ThriveNYC initiative works toward mental health equity.
For example, as evidence indicates that early intervention is crucial to lifelong

mental health,63 we have introduced a social-emotional learning curriculum into
New York City prekindergarten classrooms. This curriculum teaches and cultivates
children’s social, emotional, and behavioral regulation skills to intervene early and pre-
vent mental health issues before they start. The curriculum includes supports for par-
ents and caregivers to break cycles of intergenerational mental health stigma and
trauma.
We know that task-sharing can help reduce disparities in access to mental health

services.43 Through the Connections to Care initiative, we have integrated mental
health supports into places where people already spend their time—such as faith-
based organizations and community centers—and are training nonspecialist commu-
nity leaders and service providers that individuals trust to recognize and take action to
support their neighbors’, clients’, and community’s mental health. We are taking seri-
ously where treatment services are located through our place-based supports, an
important strategy to build up community-based mental health care.64 More people
are accessing treatment in their neighborhood and in nontraditional ways, with new
direct care services in senior centers, homeless shelters, schools, and community-
based organizations.
Access to information is critical for individuals in crisis or who are struggling with

their own or a loved one’s mental health.65 To ensure that access to information,
support, and referrals is available whenever and wherever people need it, we have
launched NYC Well, a call, text, and chat hotline that provides crisis counseling, re-
ferrals to mental health and social services, peer support, short-term telephonic psy-
chotherapy, and individualized follow-up upon request 24 hours per day, 7 days per
week, 365 days per year, with interpretation available for more than 200 languages.
In addition, to meet the unique and urgent mental health needs of victims of crime,66

we have implemented the Crime Victim Assistance Program, which integrates victim
advocate and supportive counseling services in all police precincts in New York City.
Providers follow up with victims to assist with safety planning, employment advo-
cacy, and connections to therapy that can help victims take back their lives after
an experience of trauma. These are just several examples, and ThriveNYC continues
to grow. For policymakers and providers who wish to take up this charge in their own
work, a selection of the ThriveNYC portfolio and ThriveNYC-aligned initiatives is pre-
sented in Table 1.
In New York City, we aim to lead by example. The ThriveNYC approach is adaptable

for any community and has been implemented successfully in jurisdictions worldwide.
For example, in 2017, theMayor of London launched ThriveLDN, a citywide framework
for mental health equity in London that builds directly on ThriveNYC and uses public
policy to meet the unique mental health needs of Londoners.67,68 In Stockholm, the
ThriveNYC model was adapted as Mind Shift, a cross-sector initiative that brings
together a diverse range of stakeholders to develop a policy platform for mental health
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framed in prevention rather than treatment.69 In addition, through the Cities Thrive
Coalition, we have called on municipal governments across the United States to
take up mental health equity as a major policy goal. New York City regularly hosts
the Cities Thrive Coalition summit, and, as of 2019, more than 200 cities and counties
have pledged their support to implement best practices and develop new strategies to
improve population-level mental health.
In addition to fulfilling the obligation municipal governments have to support the

well-being of their residents, city leaders across the globe also are recognizing the op-
portunity inherent in this work. Mental health touches all aspects of urban policy and
governance, from housing and homelessness to criminal justice and education. By
enacting strategies to improve mental health and advance mental health equity and
bringing more voices to the table than ever before, local governments can accelerate
broader social and economic progress.

SUMMARY

This article has emphasized the importance of consumer and family perspectives to
individual-level care and population health policy. Mental health is deeply personal,
and my own experiences called me to work as an advocate. Similarly, consumers,
families, and policymakers are informed by their own experiences as they develop so-
lutions and navigate systems of care. The concrete strategies detailed here are empir-
ically grounded and tightly focused on equity, as our work must be if we are going to
bring mental health to all New Yorkers. ThriveNYC and Cities Thrive represent large
steps forward in our collective progress toward mental health equity, but they are
only the first steps. The gaps in mental health equity were borne over generations,
and our work will not undo that harm overnight.
Reflecting on my own journey, I think about how my family and I might have

benefited from the community-based and community-oriented programs and policies
that we are implementing in New York City. As a young girl, I was involved with the
Girls’ Club, the Y, and a local community center—the kinds of places where Thrive-
NYC is reaching New Yorkers through Connections to Care. During my school days,
a social-emotional learning curriculum could have helped me better understand and
cope constructively with my feelings. When I was robbed at gunpoint as a young
woman, the Crime Victim Assistance Program could have helped me navigate the jus-
tice system and process the trauma of that experience. There also could have been a
parent component to my daughter’s program that could have helped me to better un-
derstand and support her journey.
One of the driving ideas behind ThriveNYC is that many untapped opportunities exist

to reach people with mental health support. Local governments can and must do more
to seize those opportunities. Empowering consumers and family members with knowl-
edge, while undoing stigma across our culture, will help individuals use their voices to
engage in recovery without fear or shame. By treating mental health as a human right,
as New York City is doing with ThriveNYC, policymakers can fundamentally alter the
mental health landscape. The vision for community-based care is achievable. Mental
health equity is achievable. But it will take all of us—policymakers, practitioners, con-
sumers, and family members—working together to build the just world we deserve.
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Training Psychiatrists to
Achieve Mental Health
Equity
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The history of inequity in mental health care cannot be separated from racism, homo-
phobia, and other biases in the treatment of multiple marginalized groups. For
example, in 1838, William Goodell noted in his review of the American slave code
an advertisement from the Charleston Mercury soliciting the purchase of slaves who
had physical illnesses to be bought by medical institutions to be used for education
or experiments after being deemed incurable.1 In an attempt to correct such past
wrongs, efforts have been made to understand and characterize various minority
groups for educational purposes. In addition to running the risk of stereotyping, these
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may neglect internal differences between externally perceived categories, as well as
between individuals. We have moved from a posture of “cultural competence” to “cul-
tural humility.” In writing this article, the authors acknowledge the inability to explicitly
describe all aspects of health inequity in diverse groups. Their effort is to capture the
historical big picture and a conceptual framework for moving forward.
Historical events such as the Tuskegee Syphilis Study,2 the wholesale kidnapping of

children of American Indian and Native Alaskan families to send them to boarding
schools, the designation of homosexuality as an illness until 1973, and the subsequent
appropriation of multiple brutal measures to “cure” homosexuality produced height-
ened suspicion of health care providers by these groups. Psychiatry has a history of
characterizing normal behaviors in enslaved and oppressed people as pathologic,
which although horrific to consider at present, may have bearing on the perceived
“safety” of mental health care. In the 1890s academic psychiatry journals wrote about
African Americans as being “psychologically unfit for freedom.”3 Such biased thinking
did not stop in the antebellum era and examples have been documented more
recently in many racial groups. Rates of diagnosis of schizophrenia in African Ameri-
cans are known to be higher than in whites, thought to be in part because of under-
diagnosing mood disorders.4 In the 1960s the perception of schizophrenia shifted
from an unthreatening illness to an illness characterized by violent behavior in young
African American men. African American men were deemed delusional if they were
“antiwhite” and the diagnostic criteria in DSM-II changed to include hostility and
aggression.3 African Americans currently receive higher doses of antipsychotic med-
ications in mental health treatment than other groups.5 Physicians still make clinical
decisions based on implicit racial and other stereotypes, such as unconsciously
preferring white patients or providing fewer evidence-based treatment recommenda-
tions for minority patients.6

The lack of equitable mental health care in American Indian and Alaska Natives (AI/
AN) stems from structural, diagnostic, and historical factors. First, many traditional AI/
AN cultures conceptualize mental illness differently from Western culture. The imposi-
tion of a Western worldview about psychiatric illness was made worse by the opening
of a federal mental hospital for Native Americans, “The Hiawatha Asylum for Insane
Indians,” in 1889.7 This facility was essentially a prison.
At the time of the establishment of this asylum, AI/AN religious and cultural practices

were illegal and children of AI/AN were shipped to federal boarding schools, where
they were forbidden from engaging in cultural practices and kept in deplorable condi-
tions. As a result, trauma and mistrust pervade AI/AN regarding psychiatry.8 In the
absence of cultural sensitivity and humility, such mistrust in any marginalized person
may be misconstrued as paranoia and can result in defensiveness rather than
empathic curiosity.
AI/AN are entitled to health benefits by the federal government via the Indian Health

Service (IHS) if they are members of recognized tribes. Unfortunately, several issues
adversely affect the provision of such care. First, the lack of adherence to treaties
has meant that multiple indigenous Americans are uncovered by such benefits. Sec-
ond, funding for the IHS is woefully inadequate and only extended to tribal members
living near a reservation. The IHS per capita spending is less than half the per capita
national average for health care and does not include any outpatient mental health ser-
vices.9 Furthermore, structural issues significantly affect mental health in the AI/AN
community; rates of poverty, high school dropouts, suicide, domestic violence, and
substance use disorders are among the highest in any known group.
Health inequity may also occur because of language barriers, which often occurs in

the Latinx community due to a lack of Spanish language proficiency in health care
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providers. Low rates of insurance and reluctance to seek care may relate to concerns
about documentation in this community.10

RECRUITING PRACTICES THAT CONTRIBUTE TO MENTAL HEALTH INEQUITY

Structural (institutional) racism that prevents minority physicians underrepresented in
medicine (URM) from full participation in medicine has existed a hundred years longer
than calls to diversify the physician workforce and profoundly affects recruitment and
retention of faculty, residents, and medical students.11

The history of recruiting URM physicians into the American Medical Association
(AMA) and the American Psychiatric Association (APA) further informs our understand-
ing of mental health inequity. The year 1847 was significant in that the AMA was
founded and David Jones Peck, the first African American graduate of an American
medical school, received his MD from Rush Medical School. In 1854 John Van Surly
DeGrasse was the first African American admitted to a US Medical Society in Massa-
chusetts. The Medical Society of the District of Columbia (MSDC) was deemed guilty
of racial discrimination by the US Senate when it denied admission to 3 African Amer-
ican physicians between 1869 and 1870. As a result of these exclusionary practices,
the National Medical Society of the District of Columbia (NMSDC) was formed. How-
ever, in 1870 the AMA, as recommended by their Committee on Ethics, voted to
accept the all-white delegation from the MSDC and exclude the integrated NMSDC.
The AMA also determined that Howard University violated the AMA Code of Ethics
by admitting women to the faculty. Sarah Hackett Stevenson became the first woman
admitted into the AMA in 1876.12,13

AMA decisions to support discriminatory and exclusionary policies of local and state
medical societies contributed to the continued structural racism and inequity that
currently persists. Exclusion from medical societies blocked African Americans from
gaining hospital privileges, board certification, and career advancement.12

Medical societies other than the AMA were formed to provide a voice and fulfill the
needs of URM physicians and patients. The National Medical Association, the fore-
runner of these organizations, was founded in 1895, as an all-inclusive organization
to serve the interests of African American physicians and patients. The American
Women’s Medical Association was founded in 1915 and the National Hispanic Med-
ical Association in 1994. The oldest medical association in America, the APA, was
founded in 1844. The APA had similar historical struggles in addressing the needs
of URM psychiatrists and marginalized underrepresented patients. See Fig. 1 for a
timeline of important APA historical events that contributed to the frustration and
determination of its black members to fight for equity.13,14

The Black Psychiatrists of America (BPA) addressed systemic societal issues of Af-
rican Americans affecting mental health and organizational obstacles encountered by
black psychiatrists. Its Executive Committee was charged to present their demands to
the APA Board of Trustees meeting in May 1969 and confront their professional med-
ical organization on the issues of civil rights, inequities, and legal and ethical issues of
racism. As a result, the number of black psychiatrists in decision-making positions
increased; the BPA Executive Committee was made an APA committee; and the
BPA was instrumental in negotiations for having a minority center within the National
Institute of Mental Health.15,16 Today, the APA has made progress over time through
its initiatives and policies.17

More recent efforts by organized medicine to address past discriminatory practices
and improve health equity have attempted to increase recruitment of URMs in medi-
cine and psychiatry. Beginning in 1969, the Association of American Colleges (AAMC)
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worked to increase URMs in medicine. In 2007, the AAMC recommended the process
of “holistic review”18 of applicants after legal challenges, including a 2003 US Su-
preme Court ruling that “racial balancing” of admissions was unconstitutional. Holistic
review is a process of selection based on the whole applicant—personal attributes, life
experiences, and academic performance. This mission-based, legally compliant
approach is applied in the screening, interview, and selection process. Despite the
recommended use of holistic reviews, the number of URMS has not increased signif-
icantly in medicine, or psychiatry, specifically.

RECRUITMENT CHALLENGES

One barrier to the recruitment of URMs is an incomplete use of holistic reviews. For
example, training programs commonly require a minimal score and no failures on
the United States Medical Licensing Examination for residency interview selection.
Applicants to fellowship programs may be screened by annual in-service examination
scores, and many fellowship applicants volunteer these scores on resumes or during
interviews. Some faculty believe test performance is the sole measure of medical
knowledge. Accreditation standards that track graduate board pass rates accelerate

Fig. 1. Timeline of black psychiatry and American Psychiatric Association history.
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the emphasis on scores. Programs and applicants with limited resources may not
have the capacity to improve test and board preparation with costly test-taking spe-
cialists or board preparation courses, often placing URM candidates at a disadvan-
tage. Further complicating the adoption of holistic reviews is the time commitment
required. Most selection committee members are volunteers with little protected
time. Clarification of areas of potential concern on applications requires time and pro-
cesses that may not be available even if an applicant would add value to a program.
Unconscious/implicit bias (ie, learned stereotypes that are automatic and uninten-

tional that can influence behavior) affects recruitment during screening, interviewing,
and selection. Unconscious/implicit bias training has been implemented in many ac-
ademic institutions as a means of meeting accreditation requirements for diversity and
inclusion. The quality of such training varies, which affects effectiveness. Faculty
involved in recruitment must examine personal, program, departmental, and institu-
tional biases, with a focus on solutions, not blame, to increase the numbers of
URMs and address health disparities. Self-reflection and introspection are part of life-
long learning, professional development, and personal growth. Modeling such prac-
tices contributes to an environment of acceptance, inclusion, and support for
students, residents, and faculty. Faculty demonstrating the ability to engage in difficult
conversations for students, residents, and faculty may help them tolerate strong nega-
tive reactions when examining personal attitudes, feelings, and beliefs.

SUPERVISION OF UNDERREPRESENTED IN MEDICINE PHYSICIANS

Supervision and mentoring, regardless of who comprises the dyad, must occur in a
trusting relationship to be effective. What happens when difficult issues, such as
microaggressions, discrimination, or bigotry, must be discussed in supervision?
Both supervisor or trainee may feel unequipped to manage such issues and thus avoid
further discussion. The supervisor or learner may deny anything happened or may feel
unheard or dismissed and therefore, not bring up such difficult topics again; the result
can be an erosion of trust and less effective supervision.
Faculty supervisors may have training to manage a “difficult” learner, but do they

train regarding possible intangible causes of the difficulties for such a learner? A
URM learner may have trouble learning due to microaggressions, feeling like they
do not belong, must defend everything they do, like they are scrutinized more, and
that they must work twice as hard as their peers to be seen as half as good. Such is-
sues are corrosive to self-esteem and self-confidence, perpetuating the cycle of poor
performance and negative evaluations, depression, and anxiety.19 These intangible
topics are discussed among URM learners but less often with faculty or non-URM
learners for fear of being negatively labeled or fear of retaliation.20

Lack of diversity in faculty and perceived “treatment” of URM faculty in training en-
vironments contribute to challenges of recruitment,21 retention, and supervision of
URM trainees. Future initiatives to address mental health equity and training a cultur-
ally competent psychiatric workforce will need to address supporting URM faculty.

EDUCATION INITIATIVES IN SUPPORT OF MENTAL HEALTH EQUITY
Cultural Competency

Accreditation Council for Graduate Medical Education (ACGME) requirements for psy-
chiatry support cultural competence in 4 of the 6 general medical competencies. In
Patient Care, residents must evaluate, treat, and develop a therapeutic alliance with
patients and families from diverse backgrounds. Residents must haveMedical Knowl-
edge about sociocultural, ethnic, and religious/spiritual factors, as well as gender and

Mental Health Equity 559



sexual orientation that influence physical and psychological development. Residents
need to understand American culture and subcultures including immigrant popula-
tions, particularly those found in the patient community associated with the educa-
tional program. Learning should focus on the cultural elements of the relationship
between the resident and the patient, including the dynamics of differences in cultural
identity, values and preferences, and power. Residents are expected to develop
Communication Skills that facilitate effective communication with patients and families
across a broad range of socioeconomic and cultural backgrounds, including work with
interpreters. In Professionalism, residents must demonstrate sensitivity and respon-
siveness to a diverse patient population, including but not limited to, diversity in
gender, age, culture, race, religion, disabilities, and sexual orientation22; however, in
Milestones 2.0, which will be implemented in 2021, this language was moved to the
new Supplemental Guide.23

Unfortunately, there has been little consensus about what cultural competency
training entails, and so educators have implemented heterogeneous education inter-
ventions. Early cultural competency teaching models focused on knowledge about the
characteristics of particular cultural groups. These interventions ranged from celebra-
tions of various festivals and providing typical foods of a specific cultural group to
learning traits about how mental health is perceived or reasons why particular patients
from a cultural group do not adhere to treatment recommendations to unusual presen-
tations of mental health disorders in a cultural group (culture-bound syndromes).24 El-
ements of these interventions may assist trainees in understanding their patients, but
concerns have been raised that this pedagogy may promote stereotypes amid
increasing recognition that individual patients from a cultural group may not identify
with characteristics ascribed to that group and that patients may identify with greater
or lesser intensity to a multiplicity of intersectional identities based on ethnicity,
gender, race, and sexual orientation, among others.25

Cultural Humility

In contrast, the concept of cultural humility recognizes that culture is unique to individ-
uals and that providers must understand their personal culture and the beliefs they
bring to a patient encounter.26 The concept of humility is based on the idea that the
more one is exposed to patients from different cultures, the more one recognizes
the challenge of knowing how any particular patient identifies.27 The Outline for Cul-
tural Formulation (OCF), included in the DSM-IV, an attempt to incorporate anthropo-
logical concepts into psychiatry, was criticized for not providing sufficient guidance to
clinicians. The Cultural Formulation Interview (CFI), part of DSM-5, standardized ques-
tions that can be used by clinicians working with patients. The CFI starts with broad
questions about the patient’s presenting concerns and definition of the problem; sub-
sequent questions probe and use the patient’s idiom of distress.28

Recent Cultural Education Interventions in Psychiatry Residency Training

There is modest evidence that education improves cultural competence in general
psychiatry residents. A 9-week multicultural competence curriculum based on the
OCF found improvements in residents’ multicultural knowledge, skills, and attitudes.29

Another 12-week cultural competence course based on the CFI has been described
but cultural competence outcomes were not measured.30 In another study, psychiatry
residents at 6 programs had a 1-hour resident-led didactic session to introduce the
CFI and completed pre- and postintervention questionnaires. During the didactic, par-
ticipants also reflected on their own cultural identity and discussed their identity in
pairs and in a large group. Analysis demonstrated a significant improvement in self-
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perceived cultural competency asmeasured by pre- and posttest scores.31 Recently a
promising case-based curriculum has been published to explicate fundamental con-
cepts in cultural psychiatry.32 A helpful toolkit for psychiatry resident training in cultural
competence has also been published.22

Structural Competency

ACGME requirements for psychiatry Systems-Based Practice require that residents
must assist patients in dealing with system complexities and disparities in mental
health resources. The concept of structural competency promotes a shift from peda-
gogies that emphasize a cross-cultural understanding of patients to pedagogies that
emphasize forces that influence health outcomes at levels higher than individual inter-
actions.33 Social and structural determinants of health—including, but not limited to,
race, gender, culture, income, education, immigration, neighborhood environment,
economic forces, and public policies—collectively contribute more to health and
well-being than the totality of health care services.34 Recognizing the important role
that social determinants play in the health of individuals living in communities, struc-
tural competency trains providers to understand that symptoms of illness and health
behaviors such as adherence may represent the downstream implications of struc-
tural decisions such as zoning laws, urban and rural infrastructures, and policing pol-
icies in those communities.33

Structural Competency Education Interventions in Psychiatry Residency Education

Although there have been calls for psychiatry training programs to implement required
structural competency education to graduate physicians who act on structural deter-
minants of mental health,35 most interventions are electives. The Structural Vulnera-
bility Interview provides a structured set of questions that trainees can learn to
use36; data from this interview can be used to develop a Structural Formulation to
explain symptoms and health behaviors. A casebook describing structural compe-
tency interventions has been published,37 but few programs have addressed outcome
measures. A group of educators, residents, and community members have published
a set of experiential educational interventions that form a required curriculum in struc-
tural competency for psychiatry residents at Yale.38–40 Although these interventions
were well received overall, only 60% of residents who participated reported having
used a structural competency perspective in their own clinical work. The hope that
such educational interventions will develop knowledge about structural topics and
foster critical thinking skills that residents will use in their future work with patients re-
quires further evaluation. It may be that a structural competency perspective must be
developed during medical school when trainees are establishing their approach to pa-
tient care and reinforced in residency.

Advocacy

When residents understand the role that social structures play in creating health dis-
parities, they want to change these structures. Training residents to be advocates al-
lows them to use their expertise and influence to advance the health and well-being of
individual patients, communities, and populations.41 Advocacy is an ACGME subcom-
petency under Systems-Based Practice, specifically to “advocate for quality patient
care and optimal patient care systems.” The issue of what perspective to take on
deciding whether a patient care system is optimized is not addressed in the require-
ment. The perspective matters, as the results of “system optimization,” would likely be
quite different if the optimization is from the perspective of an individual patient, the
physician, the institution, the community, or underserved minority communities. In
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fact, “system optimization” could be the rationale to terminate programs to improve
health disparities among minority communities.

Advocacy Education in Psychiatry Residency Training

An APA resource document provides an excellent overview of the role of psychiatrists as
advocates and reviews 7 psychiatry residency programs advocacy curricula, many initi-
atedby residents.42Most curricula containedbothdidactic andexperiential components;
in at least 4 programs the advocacy curriculum is a component of the formal curriculum.
Many of the programs invite special speakers, including legislators, community activists,
and journalists to offer perspectives and answer questions. Although there are no
outcome studies of the effect of an advocacy curriculum in psychiatry residents, 5 years
after participating in an advocacy curriculum in a pediatrics residency, pediatricianswere
more engaged in community activities than their peers who did not participate.43

TRAINING IN CHILD AND ADOLESCENT PSYCHIATRY AND MENTAL HEALTH EQUITY

Child and adolescent psychiatry (CAP) is a relative late-comer to the world of aca-
demic psychiatry; its first certifying examinations were administered in 1959. From
its community-based, multidisciplinary, psychosocial foundation in the Child Guid-
ance movement of the 1920s to 1950s, including an emphasis on trauma, poverty,
and other social determinants, CAP strove in the 1980s and 1990s to develop medical
legitimacy; in 1983, the American Academy of Child and Adolescent Psychiatry
(AACAP) called for an evidence-based approach in “Child Psychiatry: A Plan for the
Coming Decades,” and CAP research grew.44 Reimbursement patterns and legislative
changes that first required, and then incentivized, the study of medication safety and
efficacy in pediatric patients resulted in increased demand for child psychiatry ser-
vices. Today virtually all states have significant CAP shortages, and the pediatric pop-
ulation is underserved.
Broadly, CAP training is often distinguished by its emphasis on development and

family, educational, and community-based systems. However, development from in-
fancy through adolescence, a traditional part of CAP didactic curricula, when conven-
tionally taught reflects the white European male bias of other academic areas of study.
With notable exceptions (eg, Ainsworth, Klein, and Anna Freud), major developmental
theorists—Piaget, Erikson, Winnicott—were European men who studied primarily
white subjects and extrapolated from that experience. Gilligan’s In A Different Voice
uncovered the implicit gender bias in Kohlberg’s theory of moral development.45

The historic binary conceptualization of male/female gender development has given
way to a range of gender identities and sexual orientations, although acceptance of
these differences varies significantly across cultures.
More recent research on child development explores more deeply potential racial,

cultural, and other biases. For example, global studies of attachment over 30 years
across socioeconomic classes, racial, and ethnic groups have found bias to be a uni-
versal phenomenon but with differing rates of insecure attachment across cultures.
Different child-rearing practices and values across cultures influence attachment,
parenting patterns, and goals of development.46 Developmental goals such as “self-
regulation” and “separation and individuation” are normative in Western culture but
not in some Asian cultures.47 The role of adverse childhood events, acculturative
stress, and intersectionality is only now being more fully recognized as critical in iden-
tity formation and mental health in youth.
Similarly, certain diagnostic categories, comorbidities, treatments, and avenues to

care in childhood and adolescence have been recognized as potential areas for
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implicit bias. For example, growing evidence suggests that nonwhite minorities in the
United States are more likely to receive a diagnosis of disruptive behavior disorder
than attention-deficit hyperactivity disorder (ADHD).48 Similarly, higher rates of anti-
psychotic use in children in foster care have been documented, even after controlling
for demographic and diagnostic factors.49 Screening instruments and psychological
testing used to diagnose learning disorders and depression may or may not be
cross-culturally normed.46,50 Disorders of glucose metabolism in young patients
with first-episode psychosis are often attributed to antipsychotic medication; howev-
er, evidence suggests that both “visible minority status” and childhood trauma are
more likely to be associated with elevated HbA1c levels at baseline.51 Barriers to
accessing care for children of immigrants and racial minorities persist.52 When minor-
ity youth are in treatment of disorders such as depression, ADHD, or traumatic brain
injury, they are more likely to receive lower quality and less consistent care.53–55

The system in which training occurs promotes a “hidden curriculum” around issues
of diversity, equity, and inclusion that has persisted despite ever-evolving changes in
national demographics. URMs in psychiatry have not increased significantly from
2012 to 2017, with blacks remaining at 6.2% to 7.0% of total psychiatry residents
and Latinx residents at 7.1% to 8.0%; they are believed to be even more underrepre-
sented in child psychiatry.56 Women typically outnumber men in CAP fellowship
(60.7% women vs 39.3% men, averaged 2012–17; APA 2018), but gender inequity
in opportunity, pay, and promotion persists.57,58 Requirements from accreditation
bodies, such as ACGME’s new diversity requirement (ACGME 2019), policies such
as the American Academy of Pediatrics’ Diversity and Inclusion Statement, and re-
sources such as AACAP’s “Diversity and Cultural Competency Curriculum for Child
and Adolescent Psychiatry Training” may help to shape the direction of training pro-
grams in these areas.59–61

TRAINING PRACTICES TO ACHIEVE MENTAL HEALTH EQUITY

In addition to practices previously described, the authors believe that steps could be
taken by regulatory agencies such as the ACGME, the American Board of Psychiatry
and Neurology (ABPN), and state medical boards to further affect mental health equity.
These agencies have a powerful influence on psychiatric education and the continuing
education of board-certified practitioners.
During residency training, the ACGME could specify that training in the history of

psychiatry links the contributions that biased diagnoses and unequal treatment to
mental health inequity so that residents can appreciate the contribution of such prac-
tices to past wrongs. Education about biases (rather than training to “remove” biases)
should be mandatory, and quality improvement should include activities such as
advocacy experiences and meetings with community panels and partners about their
needs and experiences with accessing mental health care. Requirements for training
residents to work with community groups, schools, local law enforcement, and faith-
based communities that interface with their patient population may also have an
impact.
Additional educational materials that would enhance education in such areas could

include developing Observed Structured Clinical Encounters for students and resi-
dents to provide practice in approaching patients with cultural humility and structural
competency. Role-play supervision scenarios for faculty development could facilitate
the often-difficult discussions about race, gender, and power that lead to problematic
encounters with trainees. The American Association of Directors of Psychiatry Resi-
dency Training (AADPRT), Association of Directors of Medical Student Education in
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Psychiatry, and AACAP, among others, could produce such curricula through initia-
tives within the diversity, inclusion, and equity committees of their respective organi-
zations and disseminate them among their members.
Following graduation, continuing education and maintenance of certification re-

quirements specified by state boards and the ABPN should include a requirement
for training about social determinants of health and advocacy. This would parallel
similar requirements for quality improvement or opioid prescribing.
As discussed earlier, whom we train is equally important as how we train. Therefore,

the authors recommend that institutional commitments to diversity (with measurable
outcomes) be a part of the Clinical Learning Environment Review visit of the ACGME
and the Liaison Committee on Medical Education requirements for residency and
fellowship programs and medical schools. Because this requirement is often
extremely challenging, there should be templates available for how it may be
achieved. Finally, realistic parameters should be set for examination scores and effec-
tive remediation approaches disseminated to accommodate students who may be at
a disadvantage taking standardized tests or who have had less access to science,
technology, engineering, and mathematics curricula in secondary school and college.

SUMMARY

This article has briefly summarized several major drivers of mental health inequity in
adults and children. Biases in psychiatric diagnosis and treatment, structural racism
in recruitment, and inadequate faculty development efforts to acknowledge and mod-
erate biases remain, despite efforts to improve. Cultural and structural competency
and advocacy training interventions, along with requirements for such training in prac-
ticing psychiatrists, may have an impact. More robust enforcement of diversity stan-
dards may influence needed institutional change.
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Improving Research Quality
to Achieve Mental Health
Equity
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INTRODUCTION

The historic and current inequities in mental health are complex and multifaceted.
Equity is a concept that acknowledges systemic and societal barriers to achieving
health and wellness. The Robert Wood Johnson Foundation defines health
equity as every person having “a fair and just opportunity to be as healthy as
possible.”1 This definition frames health in terms of equal opportunity to be
healthy, as opposed to simply the outcome of health. The implicit declaration of
this framing—that not only are we not all equally healthy, but we do not all
have an equal opportunity to be healthy—is critical in addressing mental health
equity.
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KEY POINTS

� Inequities that exist throughout our society are also present and influential in medical and
mental health research, where they can become embedded and self-perpetuating.

� Current and historical inequities in the mental health research process are one cause of
persistent disparities in mental health services and outcomes.

� Full inclusion (with decision-making authority) of previously disempowered groups is
needed to redress the disparities in the mental health system.

� A framework for more equitable research to practice pipeline through the use of
community-based participatory research and human-centered design is proposed.
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A HISTORY OF INEQUITIES

The opportunity to be healthy is influenced by social circumstances rooted in race,
immigration status, political, economic, and neighborhood factors. The health care
system is not siloed from the rest of society. The same factors that influence an indi-
vidual’s access to other opportunities, such as a good education and economic secu-
rity, influence an individual’s access to opportunities to be as healthy as possible. In
fact, decades of research demonstrate that social, environmental, and economic fac-
tors have a greater impact on health outcomes than clinical care, with 80% of health
outcomes attributed to these social determinants of health (SODH).2 SDOH, defined
by the Centers for Disease Control and Prevention as “conditions in the places where
people live, learn, work, and play,” are influenced by the distribution of money, power,
and resources at the individual, community, and national levels.3 SDOH influence all
health outcomes, including negative mental health outcomes.4

Owing to historic racial and ethnic discrimination, minority populations are more
likely to experience negative SDOH and are also more likely to distrust the health
care system.5 Distrust of health care further disadvantages minority populations in
that they do not receive needed medical care6 and are not included in the research
to develop the evidence for clinical interventions.
A critical, reflective review of the participation and contribution of the health care

field to adverse conditions and community mistrust is necessary as a first step to-
ward achieving equity. We focus our inequity discussion on race because the social
construct of race compounds and perpetuates disadvantage in the United States,
and racial disparities exist in every outcome of individual and community well-be-
ing.7 Moreover, much of the knowledge and advances in medicine are a result of
unethical medical experimentation on racial minorities. We use the treatment of Af-
rican Americans as an illustrative example because of the unique role African Amer-
icans have played in US history. For instance, in the 1820s and 1830s a former
slave, John Brown, describes being routinely burned and “bled” by a prominent
physician to identify the thickness of black skin.5(p54) A hundred years later, inhu-
mane research on black patients continued with crude lobotomies performed on
African American children as young as 6 years who were determined to be “aggres-
sive” or “hyperactive.”5 Lobotomies were used to make African American boys and
prisoners more “docile,” and as part of a National Institute of Mental Health–funded
project to “cure” urban rioters in the 1960s. As recently as the late 1990s, an insti-
tutional review board–approved study injected African American boys who had an
older sibling in juvenile detention with the drug fenfluramine to determine if there
was a genetic basis for aggressive or violent behavior. Not only was the study
scientifically flawed, but the treatment of the children was unethical and inhumane.
Additionally, fenfluramine was not approved for use in children at the time of the
study, and was banned by the Food and Drug Administration in 1997.5 Moreover,
false beliefs about African Americans persist today. A study published in 2016
revealed that 50% of white medical students and residents surveyed held false be-
liefs about African Americans, including the belief that black skin is thicker.8 Addi-
tionally, the stigmatization of African Americans as violent or more aggressive
remains pervasive.9

Abbreviations

CBPR Community-based participatory research
HCD Human-centered design
SODH Social determinants of health
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IMPLICIT BIAS

Although the acceptability of overt racism is less prevalent today, the remnants of
racism and false beliefs prevail through implicit bias and contribute to inequities in
health care delivery. The term implicit bias refers to attitudes, beliefs, and stereotypes
that unintentionally influence behaviors, decisions, and actions.10 Research demon-
strates that the majority of health care providers have a negative implicit bias against
marginalized groups.11 Implicit bias can harm the health of socially disadvantaged
communities. For example, racial and ethnic minorities experience suboptimal care
from service providers owing to negative implicit bias.10,12 This circumstance can
cause a reluctance to seek treatment,13 or a lesser likelihood of receiving a proper
assessment or the appropriate treatment.14,15 Mental health systems are particularly
vulnerable to the negative impacts of implicit bias because the diagnosis and treat-
ment of mental health conditions rely heavily on provider discretion.10 For instance,
higher rates of schizophrenia diagnoses in African Americans may be due to providers
attributing and weighting observations differently for different racial groups,16 thereby
attributing pathology to patient behavior or characteristics when in reality the “symp-
toms” noted are cultural differences within a normal spectrum.17

Implicit bias is a major contributor to health disparities,18 which are the differences
in health outcomes between population groups, particularly when there is worse
health among the socially disadvantaged group.19 Health disparities are the product
of inequity, and substantial disparities exist in mental health outcomes. For example,
persistence of diagnosis (ie, the continuation or recurrence of a disorder across at
least 2 years) is higher among African Americans and Latinx people than in whites
and suicide rates are higher in American Indian and Alaskan Native young adults
than in all other racial and ethnic groups.20,21

The disparities in rates of mental health outcomes are, unfortunately, paired with
disparities in mental health service access, which has also been documented in
many conditions for a multitude of vulnerable groups.22 Adverse disparities in the pro-
vision of mental health services exist for racial and ethnic minorities,23 pregnant
women,24 low-income populations,25 and those in certain US states.26 For example,
Latinx children and youth are more likely than their white counterparts to have unmet
needs for mental health services.25

Moving forward, health delivery organizations must acknowledge their history and
develop systems that ensure no one is disadvantaged from achieving mental wellness
because of societal position or any other socially defined context, resulting in an equal
opportunity to be healthy.27 Intentionally addressing systemic implicit bias within the
system is required to overcome historical and systemic barriers to accessing quality
care for vulnerable populations.

THE PATH FORWARD

The first step in ensuring an equitable path forward is to create equal access to oppor-
tunities to participate in the research that drives clinical practice. Developing interven-
tions that improve mental health for everyone is critical to achieving equity, but there
are often challenges in recruiting communities who have been historically mistreated
by the medical field. Without the inclusion of socially disadvantaged populations, we
have a research-to-practice pipeline that inadequately understands, and thus inade-
quately treats, groups of people who are not included in the research and practice
foundations of the mental health field. Moreover, inequities are perpetuated in the
research processes and the epistemologic frames on which they are based. Inequities
can also shape who is included in the research used to inform treatments. For
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example, Lally and colleagues28 conducted a retrospective analysis of a study sample
intended to be representative of a population of individuals with severe mental illness
and found that eligible individuals who did not participate in the study reported poorer
mental health status at the time of eligibility than individuals who did participate. Not
including those with worse mental health status results in therapies for severe mental
illness that may not be effective for the entire population of individuals with severe
mental illness. Similar disparities in the likelihood an individual was contacted, con-
sented, or participated in studies have been found for other subgroups (ie, age and
ethnicity,29 ethnicity,30 intellectual ability,31 neurocognitive and social functioning32).
The effects of these disparities are then multiplied when researchers and clinicians
use those biased findings as a basis for designing and implementing treatments.
Excluded groups end up with therapies that are not as effective as they could be,
and patients and their families spend resources on suboptimal treatments, creating
an additional financial burden. Additionally, ineffective health care validates commu-
nity mistrust and further increases health disparities, thus contributing to a pernicious
cycle of increasing separation in the opportunity for optimal health between advan-
taged and disadvantaged groups. Thus, we need an inclusive research-to-practice
pipeline that accounts for historical and present-day inequities by addressing barriers,
and reshapes the systematic processes of the health care system.

Partnering with Communities

A decrease in health disparities can be used to measure how close we are to achieving
systemic equity in health care, and necessitates a deeper understanding and appre-
ciation for the barriers that have decreased opportunities for socially disadvantaged
groups. The populations who are at a social disadvantage are best positioned to
inform and educate health care providers as to how to decrease barriers and increase
opportunities for health. Moreover, developing partnerships with community members
allows providers and researchers to work against bias. Community-based participa-
tory research (CBPR) is an approach to research that includes community members
in the process of influencing health services quality improvement efforts, identifying
research questions and promoting innovation in intervention and study design33 to
improve community health and reduce health disparities.34 A CBPR approach requires
a partnership with community members, which results in sharing power, resources,
credit, results, and knowledge between communities and researchers.35 There is a
reciprocal appreciation of each partner’s knowledge and skills at each stage of the
project, including problem definition, issue selection, research design, conducting
research, interpreting the results, and determining how the results should be used
for action. Because CBPR is an orientation to research, this approach can be used
with any research design or methodology.36 For instance, CBPR has increasingly
been used in randomized clinical controlled trials.37 Rather than the traditional
approach to research, which prioritizes academic or clinical research priorities to
advance a general body of knowledge or test a clinical intervention, CBPR is an iter-
ative process. It seeks to incorporate research, reflection, and action in a cyclical pro-
cess to consider the applicability of the research in addressing community-relevant
problems or tailoring interventions to cultural and community contexts.35 For example,
a CBPR approach was used in a research project with parents of children with
emotional disturbance from the formative phase (to identify the research focus) to
the codesigning phase (to implement a provider–parent communication interven-
tion).38 Similarly, a CBPR approach was used to adapt an evidence-based intervention
for Latinx people with chronic disease and co-occurring minor depression to identify
implementation barriers and to tailor the intervention for community settings.39
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A persistent challenge encountered by the scientific field, especially in mental
health, is the ability to include those individuals and populations who may be the
most marginalized and voiceless.40 Many of these individuals have limited access to
medical research and evidence-based treatments because of factors such as their
living conditions, homelessness, foster care, displacement, immigration status, or a
combination of intersecting minority status and identities.41 For example, researchers
have noted that many of the scientifically proven post-traumatic stress disorder treat-
ments have not reached rural veterans owing to stigma and geographic barriers.42

CBPR has been used to address the issue of participation in research trials by
hard-to-reach populations to move toward equitable participation in research40 and
has been used to incorporate the voices of communities in research, particularly
around health disparities.43

Leveraging Community Expertise

Similar to CBPR, human-centered design (HCD) acknowledges the principle that com-
munity members are experts in their own right and are best positioned to inform the
solution.43 HCD uses a process of iterative systems-based changes and continuous
input from the end-user to design the most useable interventions.44,45 HCD emerged
from the fields of computer science and artificial intelligence and focuses on how to
create the most innovative or creative solutions to community or “human” problems.
HCD has 3 distinct phases for problem solving: the inspiration phase, the ideation
phase, and the implementation phase.46 The inspiration phase is focused on building
empathy within the design team for individual lived experiences.47 The goal is to better
understand the intended users of the product, potential barriers, and workaround so-
lutions people have created.47 The ideation phase engages intended users to generate
ideas on how to solve the identified problem.47 During the implementation phase, the
design team creates low-fidelity prototypes to test broad concepts, which allows end-
users to provide feedback on the potential solution.47 HCD is primarily applied to tech-
nological innovations and has been used in the mental health field to design the best
ways to use and implement technology-based interventions in low-resource set-
tings.44 Technological or digital delivery interventions need an evidence base that is
contextual and relevant to the target population,42 and HCD could be an approach
to gaining an understanding of how diverse populations engage with and use these
technologies, and what individuals find most accessible and useful.44 Overall, HCD
has the potential to be a tool in social innovation, and HCD strategies can help to reach
hard-to-reach populations, thereby achieving broad impact and scale.46

A NEW INTEGRATED APPROACH

Approaches that empower communities and individuals to drive their own behavioral
health care can improve engagement and can help to decrease health inequities.
CBPR and HCD both create processes and strategies for identifying problems and
developing solutions through cocreation and bidirectional knowledge sharing. Howev-
er, there are differences in the values, purpose, and process of each that, if combined,
could yield even more advancement for equitable research and practice. For example,
in a study designed to understand and address youth violence disparities in Latinx
youth, a CBPR approach was used to engage and empower youth to collect data,
plan community forums, recruit participants, and use Photovoice.43,48 HCD methods
were used to foster creativity and idea generation, taking the youth from identifying the
problem to cocreating solutions.43 The integrated CBPR and HCD approach allowed
researchers to identify negative contributors to youth mental health and well-being, as
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well as created an opportunity for the community to generate future-centered
solutions.43

Although HCD has traditionally been used in the private sector, combining HCD
strategies with CBPR helps research to equitably move along the research-to-
practice pipeline by equipping researchers with the tools needed to ensure the com-
munity voice is incorporated at every stage. Research using these approaches has
sought to shift clinical practice by engaging community members on using their voice
to participate in clinical decision making with their health care providers.49,50 This shift
in the research and medical practice paradigm requires that mental health providers
have support and training on how to be receptive to shared power in decision making
with patients, and to understand how patient empowerment facilitates therapeutic alli-
ance and improves care.49,50 Thus, before engaging in community participatory ef-
forts, it is necessary for health care providers to understand that partnering with
patients in clinical and research decision making not only encourages patients to
improve their health, but also limits the impact of potential harms from providers
and systemic biases.
Community members are best positioned to identify challenges in achieving optimal

healthandwellness for their communities, aswell as tocodevelopsolutions. TheNational
Institute of Health’s Roadmap and the Clinical Translational Science Award program, as
well as the practice-based research networks, have recognized the value of participatory
research and its potential for producing stronger research that is more responsive and
relevant to community needs than traditional research models.51 However, health care
practitioners have to be supported in accepting a new model of practice that includes
sharing power with patients and communities to achieve optimal outcomes. The first
step is to imbed implicitbias trainings throughout themedicaleducationprocessandpro-
vide continuing education credits for professionals to attend these trainings.
Implicit bias training of health care providers is necessary to reach the goal of a

more equitable health care system.52 Although cultural competence trainings are often
cited as a possible solution, they have mixed effectiveness in improving patient out-
comes and often focus on explicit bias by recognizing and accepting cultural differ-
ences.53 Implicit bias trainings, in contrast, aim to remove and replace automatic,
implicit, and subconscious attitudes and beliefs through various mechanisms,
including counterstereotypes.52 Because negative implicit biases are malleable,
they can be changed with intervention. For instance, studies evaluating the impact
of repeated trainings to denounce stereotypes and replace them with counterstereo-
types resulted in a decrease in stereotype activation.52 No research has been con-
ducted to date on the impact of implicit bias reduction on patient outcomes, but we
postulate that addressing the root cause of a major contributor to health disparities
will yield improved patient outcomes.
Moreover, financial incentives for hospitals and providers to adopt implicit bias

trainings as a requirement for staff and clinicians will yield a greater widespread adop-
tion of nondiscriminatory practices. Research demonstrates that social consensus
can dismantle subconscious stereotypes and can decrease discriminatory behavior.52

Thus, if health care systems adopt a supportive culture of recognizing bias andmaking
intentional efforts to reduce negative beliefs and behaviors, provider motivation to
change could increase.52

A PRACTICAL MODEL FOR EQUITABLE RESEARCH

Once health care systems and providers do the internal, reflective work necessary to
engage community members in a culturally sensitive manner, an integrated CBPR and
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Table 1
Steps to integrating CBPR and HCD for equitable research

Step 1: Identify population or
community of focus

Hospital systems are required to conduct a
community needs assessment, which could help to
identify the population of focus (ie, the patient
population for whom the greatest health
disparities are present). Individual or group
practices can review patient records and conduct
a data analysis to identify the population of focus
or subgroups that show differential outcomes in
quality of care measures. Traditional CBPR
methods do not often provide guidance on
“who” the community is or who the population
of focus should be. In contrast, HCD uses an
approach of intentionally selecting extremes
within a targeted population to elicit a diversity
of opinions and experiences. For example, if a
study involves those with substance abuse
challenges, the population of focus would consist
of those with extreme differences in number of
years using (ie, beginner and�20 years), and have
a variety of demographic attributes, beliefs, and
behavioral attitudes, with an over-representation
for hard-to-reach groups. Ensuring inclusivity and
recognizing diversity within populations is
important for advancing equity, and leveraging
the strengths of HCD in step one aids in capturing
the voices of everyone.

Step 2: Build relationships with
community or patient leaders

Although some providers or hospital systems have
the bandwidth to conduct community outreach,
smaller, less-resourced practices can identify
patients in their practice who are civically
engaged, and who would be willing to be a
bridge between the community and the health
care provider. Whereas HCD focuses less on
relationship-building, CBPR is a process that
prioritizes long-term relationships and trust with
community partners to shift power from
researchers to communities.46 Examples of
relationship building could be attending
community meetings, bringing food to meetings,
volunteering to participate in a community event
or activity, and making financial investments in
the community (ie, hiring community members as
research staff, purchasing research supplies from
businesses within the community). Smaller
practices could also engage with the community
around issues that the patient leader has
identified as important. Relationship building is
key to effective participation and engagement in
the research process.

(continued on next page)
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Table 1
(continued )

Step 3: Community engagement Community or patient leaders can leverage their
networks and relationships to facilitate
community member participation in meetings to
identify a common agenda between the health
care system and the community, and key barriers
and assets to achieving improved mental health
and well-being. Strategies and guiding principles
from HCD can be used throughout the community
engagement process (ie, no wrong ideas,
collaboration, inclusion, innovation, iteration).47

Step 4: Develop research questions
and design

Although clinicians and researchers have the
expertise to determine the best methodology and
research design to answer the research questions
of interest, research questions should be
codeveloped with community members.
Moreover, with the appropriate training,
community members can be engaged in the
research process, including survey design and
administration, data collection, PhotoVoice, focus
groups, and project implementation. Funds
should be included in grant budgets to ensure
community members are compensated for their
work, and community members should be
considered a valuable part of the research team.
Although HCD encourages a transdisciplinary
team across sectors, themembers consist mostly of
experts. A CBPR approach includes community
members as part of the research team and values
the expertise they bring to the project.46

Step 5: Data analysis and
interpretation

Data can tell a story about a community or
population and the storytellers are frequently
researchers or medical professionals. Implicit bias
often colors how socially disadvantaged
communities are depicted in the narrative and
CBPR shifts the paradigm, giving community
members the right to inform what story is being
told about them and to provide context to
researchers to better understand the findings.54

Although there are some concerns that
community involvement may bias results,55

systemic reviews and meta-analyses demonstrate
that CBPR may strengthen the internal and
external validity of research.37

Step 6: Implementation and
scaling of interventions

Although CBPR has strengths in ensuring equitable
dissemination of research results and identifying
structural and organizational factors that need to
be addressed, HCD approaches are more helpful
in creating tangible products or services that can
be rapidly tested and adjusted with continuous
input from the end-user. The implementation
phase of HCD requires the design team to define
its success and develop a plan for monitoring and
evaluating implementation.47 Integrating this
phase with CBPR principles would create
opportunities for community members to
cocreate definitions of success and the rapid cycle
evaluation plan.

(continued on next page)
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HCD approach that draws from the strengths of both can be used in the steps in
Table 1 to ensure that medical care is effective for the communities they serve.
Although the steps in Table 1 are proposed linearly, some projects or initiatives may

begin at the implementation or accountability stage (Fig. 1). Additionally, the steps
presented could also be used in health services innovation projects that are not
considered to be typical research projects, such as quality improvement. Regardless,
steps 1 and 2 are critical to improving mental health equity and reducing health dispar-
ities, and therefore should be the initial component of any initiative or project.

OPPORTUNITIES FOR INNOVATION AND IMPLEMENTATION

This proposed model of research can be used to examine and improve the impact of
promising, field-wide changes, such as technology-supported interventions and

Table 1
(continued )

Step 7: Accountability CBPR principles encourage accountability to the
community. A community advisory board is one
strategy for ensuring accountability to the
community from the beginning to end of the
research-to-practice pipeline. A community
advisory board can be set up at any time
throughout the research-to-practice continuum,
but should definitely be in existence by the end of
the project to ensure accountability to the values
and agreed upon principles of the community–
health care partnership. Identifying CABmembers
is important and incorporating the values of HCD
to include a diversity of perspectives will enhance
the CAB’s impact.

Fig. 1. The cycle of equitable research, informed by CBPR and HCD. CBPR strategies are de-
picted in green and HCD strategies are depicted in red.
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integrated behavioral health care, on mental health equity. For example, the applica-
tion of technology in the coordination and delivery of mental health services holds sub-
stantial potential for improving equity,56,57 but that potential has yet to be fully realized
and complications remain.58,59 Researchers who integrate the principles of CBPR and
HCD in the development, implementation, and evaluation of these mental health tech-
nologies will be better prepared to identify and respond to barriers to mental health
that are not addressed by (or are created by) the use of these technologies. Similarly,
the integration of behavioral health into primary care settings has already been shown
to decrease disparities in access to services for African Americans and outcomes for
Latinx people,60,61 but concerns about the appropriateness of primary care physicians
assessing and treating mental health disorders remain andmore research is needed.62

Using the model and approaches proposed here can ensure that research efforts
incorporate the populations for whom integrated behavioral health is designed to
serve. Fully integrated care is an especially promising health care system intervention
because it often includes efforts to address both mental health and the SODH within
the primary care setting. Given the inherent complexity and interdependence of inte-
grating mental and physical health care with social factors, particularly for groups with
complex social circumstances,63 the community perspective is critical to a successful
intervention. Researchers and health care systems must include the community
perspective throughout the process to achieve mental health equity.

SUMMARY

The model we propose aims to provide guidance on how the integration of evidence-
based participatory research approaches, CBPR and HCD, can help to remove ineq-
uities and barriers in the research-to-practice pipeline and help to correct mistaken as-
sumptions and biases that underlie many behavioral health interventions.64 By
including community articulated needs, priorities, and recommendations we resist
replicating existing service disparities in our clinical and research practice, thereby
optimizing opportunities for socially disadvantaged populations to achieve mental
health and well-being.64
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