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Abstract
In the mental health arena, unlike general health, health care disparities predominate over
disparities in mental health per se. Strategies to improve health care in general, such as improving
access to care and improving the quality of care, would do much to eliminate mental health care
disparities. However, a diverse mental health workforce, as well as provider and patient education,
are important to eliminating mental health care disparities.

Mental health care disparities , defined as unfair differences in access to or quality of care
according to race and ethnicity, are quite common in mental health.1 Although some studies
question this consensus, 2, 3 the weight of the evidence supports the existence of serious and
persistent mental health care disparities.

The purpose of this paper is to review briefly the evidence for disparities in mental health
care, highlighting differences from the general health care literature. We orient our
discussion around two questions relevant for public health care policy to reduce disparities:

• First: Will policies designed to deal with broader health care disparities deal
effectively with specific disparities in mental health care?

• Second: Will quality improvement strategies ameliorate disparities in mental health
care?

Answers to these questions can guide steps needed to reduce disparities in mental health
care. The degree to which policies need to be tailored to disparities in mental health care, or
whether general health care policies can be counted upon to work is addressed.

Racial/Ethnic Disparities in Mental Health
A consensus about what constitutes a “disparity” has not been reached despite a voluminous
literature on the topic. The term disparity clearly connotes an unfair difference, but
measurement of this difference is far from uniform. Here, we rely on the definition
employed by the Institute of Medicine (IOM) in its Unequal Treatment 1 report: a disparity
is a difference in health care quality not due to differences in health care needs or
preferences of the patient. As such, disparities can be rooted in inequalities in access to good
providers, differences in insurance coverage, as well as stemming from discrimination by
professionals in the clinical encounter.

The IOM definition is distinct from that applied by the Agency for Healthcare Quality and
Research (AHRQ) in its annual National Healthcare Disparities Reports, where any
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difference between populations is a disparity, with no adjustment for underlying need for
care. The IOM definition is also distinct from much of the research literature which adjusts
disparity estimates for socio-economic and geographic variables, thus disregarding
disparities associated with lack of insurance coverage, geographic access to providers,
education, or income that are considered disparities within the IOM concept.4 We strongly
believe that disparities should be identified only when there is need for care, and that social
circumstances, such as lack of insurance, constitute disparities if they lead to poorer care
when care is needed.

Disparities in mental health exhibit a decidedly different pattern from disparities in health.
In general, minorities, particularly African Americans, have poorer health and health
outcomes than do Whites.5 Many studies show that members of minority groups have either
lower or equivalent rates of mental disorders as compared with whites. For example, both
Hispanics and Blacks have lower lifetime risk of psychiatric disorders than do whites6, 7 in
representative samples of the U.S. English-speaking population.

The four Consortium on Psychiatric Epidemiology Studies (CPES) studies funded by the
National Institute of Mental Health fielded common core questions and unified sampling
weights8 to permit comparisons across U.S. Black (African American, Caribbean) Hispanic
(Puerto Rican, Cuban, Mexican, Other), and Asian (Chinese, Filipino, Vietnamese, Other)
groups. These studies improve upon previous surveys because they include large enough
samples to study important subgroups of the population, and they are available in Spanish
and several Asian languages, as well as English. These studies yielded a surprising finding,
given the higher rates of poverty among minority individuals as compared with whites in the
U.S..9 With the exception of Puerto Ricans, all subgroups of minorities report lower rates of
lifetime mental disorders than do White Americans. Similar advantages exist for presence of
a disorder in the past year, although Latino and Black American rates are relatively close to
that of white Americans10. Although not part of the CPES, the prevalence of mental
disorders has also been studied in two American Indian reservation populations.11

Compared with a nationally representative sample of the U.S. population, Americans
Indians were found to be at heightened risk for PTSD and alcohol dependence, but at lower
risk for major depression.

Another exception may exist to the lower or equal overall prevalence of mental disorders
among minorities. Blacks may have higher levels of schizophrenia, a low prevalence but
very serious condition, than Whites. The results of three major community prevalence
studies12–14 indicate a higher incidence of schizophrenia among African Americans than
Whites, but have too few cases for stable estimates. In a prospective, birth cohort study,
African Americans were found to have substantially elevated rates of schizophrenia when
compared with Whites.15 Furthermore, Blacks with schizophrenia are overrepresented in
state psychiatric hospitals.16 While substantial evidence exists to suggest that clinicians over
diagnose schizophrenia and under diagnose mood disorders in African Americans15, 17,
clinical decisions do not account for the findings above based on semi-structured survey
instruments.

Rates of disorders may be inadequate when considering disparities. Hispanics and Blacks
report lower risk of having a psychiatric disorder as compared with their white counterparts,
but those who become ill tend to have more persistent disorders.7 Similarly, Black
Americans were found to have lower rates of lifetime major depression than were their
White counterparts living in similar areas, but the rates of major depression in the past year
were similar across groups, indicating more persistent illness. Relative to Whites, Blacks
were more likely to rate their depression as very severe and disabling.18 Although rates of
disorders are not higher among minorities, psychological symptoms do tend to be higher
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among minorities and among the poor.19 These higher symptom levels may be important
because poorer functioning has been related to subthreshhold symptoms.20 For example,
maternal depressive symptoms have been related to poorer mental health and functioning in
offspring.21, 22 Higher rates of symptoms among poor and minority women23, mean these
women may need services to improve their functioning and subsequent outcomes of their
children.

In summary, few disparities in mental health diagnoses exist. Some evidence suggests that
Black Americans may have higher rates of a particularly debilitating disorder,
schizophrenia, although diagnostic problems may in part account for this difference.
Furthermore, minorities do have higher rates of psychological symptoms that may impair
their functioning.

Racial/Ethnic Disparities in Mental Health Care
Turning now to the evidence on disparities in mental health care, most research comparing
mental health care across groups finds evidence of disparities in access and use. As
documented in “Mental Health: A Report of the Surgeon General”24 and its supplement,
“Mental Health, Culture, Race and Ethnicity”19, racial and ethnic minorities have less access
to mental health services than do whites, are less likely to receive needed care and are more
likely to receive poor quality care when treated. Minorities in the United States are more
likely than whites to delay or fail to seek mental health treatment.25–27 After entering care,
minority patients are less likely than Whites to receive the best available treatments for
depression and anxiety.28, 29 African Americans are more likely than Whites to terminate
treatment prematurely.30 Among adults with diagnosis-based need for mental health or
substance abuse care, 37.6% of Whites, but only 22.4% of Latinos and 25.0% of African
Americans, receive treatment.31 This comparison is consistent with the IOM definition of
disparities based on need and not controlling for socioeconomic and health system factors
when comparing rates among the groups. McGuire and colleagues32 implement the IOM
definition of disparities in outpatient mental health care and find overall spending for Blacks
and Latinos on outpatient mental health care is about 60 percent and 75 percent of white
rates, respectively, after taking into account need for care.

Some studies have begun to track trends in mental health care disparities. Three use the IOM
definition of disparities. Using a national data set (MEPS), Black-White and Hispanic-White
disparities in rates of any mental health care use worsened from 2000/1 to 2003/4.33 Using
another nationally representative sample of service use (NAMCS), no evidence was found
for progress against disparities in depression and anxiety care in either primary care or
psychiatric settings over the past decade.34 Similar findings from a nationally representative
sample of English-speaking individuals35, overall rates of treatment for psychiatric disorders
increased between 1990 and 2003, in both years, but Blacks were only 50 percent as like to
receive psychiatric treatment as whites for diseases of similar severity.

In summary, disparities exist in access to and use of mental health services for ethnic
minority individuals. Furthermore, during the past decade, efforts to eliminate these
disparities have not been successful in primary care or specialty psychiatric services.

Mechanisms behind disparities in health and mental health care show some differences. A
broad distinction, introduced by the IOM1 is between disparities due to discriminatory
behavior of providers (i.e., treating otherwise similar patients differently according to race/
ethnicity) and disparities due to access, insurance, and other factors associated with the
operation of the health care system. In the health care area, both geographic and provider
level differences are major sources of disparity3. Provider A may be low quality for all
patients and Provider B high quality for all patients, and if minorities are more likely to be
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seen by Provider A, these across-provider differences will account for some of disparities.
Geographic-level factors can work similarly.

As in health care, mental health care disparities associated with access in general, and lack
of insurance, are significant in minority communities36, but inadequate access in a poor rural
community may largely be shared by everyone living there.

Provider discrimination, including bias and stereotyping on the part of providers is another
source of disparities.1, 37 However, no research that we know of to date makes the empirical
link between the stereotypic belief or bias and actual clinical discrimination. One recent
study comes close by using innovative methods to measure stereotypes and links this to
physician recommendations based on case vignettes randomized by race, but the link to
actual practice remains speculative.

Provider discrimination recognizes that physicians work with another type of belief, a
“prior” about the likelihood a patient has a condition, and update this prior according to the
strength of information received in a clinical encounter. Even when physicians are “rational”
and hold no ill will or stereotypes, different underlying assumptions about the distribution of
disease or communication problems can lead to discrimination. This provider discrimination
has been documented in two studies of mental health care38 in which clinicians respond with
less alacrity to variation in severity of depression among minority patients than whites,
implying that clinicians are less able to “read” severity among minorities.

The concept of provider discrimination ties together a number of the salient features of
disparities in mental health care as compared to health care. The prevalence of mental
disorders is generally lower among minorities so that a clinician’s “prior” encountering a
minority patient should be that they are less likely to be a “case” in comparison to an
otherwise similar white patient. If so, a more serious indication of symptoms would be
necessary to cause a clinician to revise the prior enough to justify recommending treatment.
In health, where minorities may on average be worse off than whites, application of
population priors will tend to favor rates of treatment for minorities. Our hypothesis here,
consistent with some of the fact pattern of disparities in health and mental health, is that
disparities arising within the clinical encounter are more important in mental health than in
health. In the case of mental disorder, where population prevalence is generally lower for
minorities, and where communication/understanding may be worse, this type of provider
discrimination leads to lower rates of treatment for minorities.39

Issues for Policy Considerations
Will Policies Designed to Deal with Health Care Disparities Overall Deal Effectively with
Disparities in Mental Health Care?

Discussion of mental health policy often centers on the issue of mental health
“exceptionalism:” Is mental health different from the rest of health care in some way that
justifies special policy? In mental health economics, for example, higher demand response
for mental health services once supported arguments for less insurance coverage. Similarly,
the inadequacy of case mix adjustments for hospital care to capture expected resource use
argued against use of diagnostic-related group based payment for hospital care for mental
illnesses.40

In the case of mental health care disparities, appeal to exceptionalism does not seem
necessary to reduce mental health care disparities. The major recommendations for
eliminating health care disparities from the IOM Unequal Treatment report appear
applicable to mental health care. Specifically, the report recommends that health care
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systems should take steps to improve access to care, ensuring that they do not
disproportionately burden or restrict minority patients’ access, as well taking further steps to
improve access when necessary, such as providing interpreter services. Further, they
recommend that economic incentives should be considered for improving patient-provider
communication and trust, as well as rewarding appropriate screening, preventive, and
evidence-based clinical care. If followed, these general policies would likely improve
disparities.

Increasing the proportion of racial minority providers is considered an important factor for
improving health disparities. This is even more important for mental health care where
ethnic minorities are even more poorly represented than in health care in general, and where
diversity may make more of a difference in addressing minority patients’ concerns about
trust. A more diverse workforce would likely provide not only more culturally appropriate
treatment, but language skills to match those of patients. A federal commitment to the
outreach and educational support necessary to build a truly diverse mental health workforce
is a critical policy recommendation for decreasing disparities in mental health care.

A promising direction in mental health care picks up on our hypothesis about the relative
importance of understanding of the circumstances and symptom reports from minority
patients (referred to as “priors”). Mental health care is somewhat different from some of the
rest of health care in its heavier reliance on understanding and communication to determine
patient needs.41 Culturally appropriate education for providers is important, as well as
education to patients for better understanding disease and disease management. For
example, ethnic minority women are less likely to perceive a need for depression care than
are their similarly poor white counterparts.42 Clearly, routine screening for depression in
healthcare settings, as well as educating providers about ethnic minority patients, and
educating patients about mental illness and interventions, could help to reduce disparities.

Will Quality Improvement Strategies in Mental Health Care Ameliorate Disparities?
Although quality improvement strategies and steps to reduce racial/ethnic disparities do not
need to be seen as alternatives, an issue of relative emphasis exists: Should quality
improvement efforts be focused on low quality or should care for minorities get special
attention? One argument is that the overall gaps in quality are so large that they dwarf
differences among groups. Baicker and Chandra43 argue “Policies should focus on getting
the rates right, rather than solely on racial differences.”

Low quality healthcare and racial/ethnic healthcare disparities are indicators of failure to
attain social and healthcare objectives, in the first case for all patients and in the second case
for a subgroup of patients. According to the IOM, equity is one of the 6 domains of quality
of healthcare. Both low quality and disparities can be seen as manifestations of the same
underlying issue. However, recent empirical research suggests that the quality of health care
and disparities in health care are not invariably related. In Medicare, health plan outcomes
and the magnitude of disparities are not related.44 Asch et al.2 found no racial disparity in
care among a population of patients with access to care in twelve communities, despite the
average low quality for patients in this study.

Should health care providers pursue one set of interventions that will address both quality
and disparities or two sets of interventions--one set addressing quality and a second set
addressing disparities? Two studies have looked at interventions designed to improve quality
of mental health care and minority outcomes. In a large trial of quality improvement for
depression in older patients, a collaborative care intervention improved care significantly
more than care as usual for African American, Hispanic, and white patients similarly.45 A
similar study of two quality improvement interventions for depression (psychotherapy and
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medications) in large managed care medical settings found that clinical outcomes at one year
were greater for Latinos and African Americans than for white patients.46 Five years later,
the interventions were found to improve disparities markedly by improving health outcomes
and unmet need for care among Latinos and African Americans relative to whites.47

Taken together, these studies suggest that improving the quality of medical care in general is
likely to benefit minority patients who have access to care. General improvement may also
help to decrease disparities. In the one study showing such an effect, efforts were made to
make the quality improvement interventions appropriate for ethnic minorities. Specifically,
experts in mental health interventions for minorities participated in designing all of the
quality improvement materials in English and Spanish. Videotaped educational materials for
patients included African American and Hispanic providers and patients. Furthermore,
information on cultural beliefs and ways of overcoming barriers to care for Latino and
African American patients were included in all training. Finally, the psychotherapy
intervention had specifically been developed for use with low-income and minority patients.
Overall, quality improvement interventions have the potential to decrease disparities.

Policy Implications for Overcoming Mental Healthcare Disparities
Because mental health disparities are rooted almost entirely in mental healthcare disparities,
policy efforts should focus on improving access to and quality of mental healthcare for
diverse Americans. For the most part, these policy efforts do not reflect exceptionalism for
mental healthcare, apart from general healthcare. Specifically, policies that would result in
universal coverage for mental health care would significantly improve access for ethnic
minorities. Similarly, improving the quality of mental health care treatments would likely
improve, but not eliminate, mental health care disparities. These quality improvement efforts
would need to include screening to increase appropriate identification of disorders for
minorities, as well as modest accommodations for minorities (providing language
appropriate educational and treatment materials, and culturally sensitive training for
providers). Of particular importance for eliminating mental health disparities for minorities,
federal policies should provide the outreach and education support necessary to train a
diverse workforce to meet the mental health needs of our nation.

Acknowledgments
The authors are grateful to the MacArthur Foundation for support of this research. In addition, McGuire’s research
was supported by grants P50 MH073469 from the National Institute of Mental Health and P20 MD000537 from the
National Center on Minority Health and Health Disparities, and Miranda’s research by Resource Centers for
Minority Aging Research/Center for Health Improvement of Minority Elderly (RCMAR/CHIME) funded by the
National Institute on Aging (3P03AG021684); UCLA/Drew Project EXPORT funded by the National Center for
Minority Health and Health Disparities (1P20MD00148-01); and the UCLA-RAND Center for Research on Quality
in Managed Care funded by the National Institute of Mental Health (MH068639-01).

References
1. Smedley, B.; Stith, AY.; Nelson, AR. Unequal Treatment: Confronting Racial and Ethnic

Disparities in Health Care. Institute of Medicine of the National Academie; 2002.

2. Asch SM, Kerr EA, Keesey J, Adams JL, Setodji CM, Malik S, McGlynn EA. Who is at greatest
risk for receiving poor-quality health care? New England Journal of Medicine. 2006 Mar 16;
354(11):1147–1156. [PubMed: 16540615]

3. Baicker K, Chandra A. Medicare Spending, the Physician Workforce, and Beneficiaries’ Quality of
Care. Health Affairs. 2004; 7

4. For a discussion and empirical comparison of these approaches see Cook et al (2007) and Cook
MaZ.

McGuire and Miranda Page 6

Health Aff (Millwood). Author manuscript; available in PMC 2014 February 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



5. Williams DR. The health of U.S. racial and ethnic populations. Journal of Gerontology Series B:
Psychological Sciences and Social Sciences. 2005 Oct; 60(Spec No 2):53–62.

6. Breslau J, Kendler KS, Su M, Gaxiola-Aguilar S, Kessler RC. Lifetime risk and persistence of
psychiatric disorders across ethnic groups in the United States. Psychological Medicine. 2004;
35(03):317–327. [PubMed: 15841868]

7. Breslau J, Aguilar-Gaxiola S, Kendler KS, Su M, Williams D, Kessler RC. Specifying race-ethnic
differences in risk for psychiatric disorder in a USA national sample. Psychological Medicine.
2005; 36(01):57–68. [PubMed: 16202191]

8. Heeringa SG, Wagner J, Torres M, Duan N, Adams T, Berglund P. Sample designs and sampling
methods for the Collaborative Psychiatric Epidemiology Studies (CPES). International Journal of
Methods in Psychiatric Research. 2004; 13(4):221–240. [PubMed: 15719530]

9. DeNavas-Walt C, Proctor BD, Lee CH. Income, Poverty, and Health Insurance Coverage in the
United States: 2005. 2006

10. Data from the CPES have not yet been combined to compare populations within the same
statistical model afflaag. Given the evidence from a number of studies comparing rates of illness
across whites and minorities, the general conclusion of lower or equivalent rates among minorities
is justified.

11. Beals J, Manson SM, Whitesell NR, Spicer P, Novins DK, Mitchell CM. Prevalence of DSM-IV
Disorders and Attendant Help-Seeking in 2 American Indian Reservation Populations. Archives of
General Psychiatry. 2005; 62(1):99–108. [PubMed: 15630077]

12. Kendler KS, Gallagher TJ, Abelson JM, Kessler RC. Lifetime prevalence, demographic risk
factors, and diagnostic validity of nonaffective psychosis as assessed in a US community sample.
The National Comorbidity Survey. Archives of General Psychiatry. 1996; 53(11):1022–1031.
[PubMed: 8911225]

13. Kessler RC, Chiu WT, Demler O, Walters EE. Prevalence, Severity, and Comorbidity of 12-Month
DSM-IV Disorders in the National Comorbidity Survey Replication. Archives of General
Psychiatry. 2005; 62(6):617–627. [PubMed: 15939839]

14. Robins, LN.; Regier, DA. Psychiatric Disorders in America: The Epidemiologic Catchment Area
Study. Free Press; 1991.

15. Neighbors HW, Trierweiler SJ, Ford BC, Muroff JR. Racial Differences in DSM Diagnosis Using
a Semi-Structured Instrument: The Importance of Clinical Judgment in the Diagnosis of African
Americans. Journal of Health and Social Behavior. 2003; 44(3):237–256. [PubMed: 14582306]

16. Snowden LR, Cheung FK. Use of inpatient mental health services by members of ethnic minority
groups. American Psychologist. 1990; 45(3):347–355. [PubMed: 2310083]

17. Strakowski SM, McElroy SL, Keck PE Jr, West SA. Racial influence on diagnosis in psychotic
mania. Journal of Affective Disorders. 1996; 39(2):157–162. [PubMed: 8827426]

18. Williams DR, González HM, Neighbors H, Nesse R, Abelson JM, Sweetman J, Jackson JS.
Prevalence and Distribution of Major Depressive Disorder in African Americans, Caribbean
Blacks, and Non-Hispanic Whites. Archives of General Psychiatry. 2007; 64:305–315. [PubMed:
17339519]

19. U.S. Department of Health and Human Services. Mental Health: Culture, Race, and Ethinicity-A
Supplement to Mental Health: A Report of the Surgeon General. Rockville, MD: U.S. Department
of Health and Human Services, Substance Abuse and Mental Health Services Administration,
Center for Mental Health Services; 2001.

20. Wells KB, Stewart A, Hays RD, Burnam MA, Rogers W, Daniels M, Berry S, Greenfield S, Ware
J. The functioning and well-being of depressed patients. Results from the Medical Outcomes
Study. The Journal of the American Medical Association. 1989; 262(7):914–919.

21. Beardslee WR, Versage EM, Gladstone TRG. Children of affectively ill parents: A review of the
past 10 years. Journal of the American Academy of Child and Adolescent Psychiatry. 1998;
37(11):1134–1141. [PubMed: 9808924]

22. Luoma I, Tamminen T, Kaukonen P, Laippala P, Puura K, Salmelin R, Almqvist F. Longitudinal
study of maternal depressive symptoms and child well-being. J Am Acad Child Adolesc
Psychiatry. 2001; 40(12):1367–1374. [PubMed: 11765281]

McGuire and Miranda Page 7

Health Aff (Millwood). Author manuscript; available in PMC 2014 February 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



23. Miranda J, Green BL. The need for mental health services research focusing on poor young
women. The Journal of Mental Health Policy and Economics. 1999; 2(2):73–80. [PubMed:
11967411]

24. U.S. Department of Health and Human Services. Mental Health: A Report of the Surgeon General.
Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental
Health Services Administration, Center for Mental Health Services, National Institutes of Health,
National Institute of Mental Health; 1999.

25. Kessler RC, Nelson CB, McGonagle KA, Liu J, Swartz M, Blazer DG. Comorbidity of DSM-III-R
major depressive disorder in the general population: results from the US National Comorbidity
Survey. British Journal of Psychiatry Supplement. 1996; 30:17–30. [PubMed: 8864145]

26. Sussman LK, Robins LN, Earls F. Treatment-seeking for depression by black and white
Americans. Soc Sci Med. 1987; 24(3):187–196. [PubMed: 3824001]

27. Zhang AY, Snowden LR, Sue S. Differences between Asian and White Americans' help seeking
and utilization patterns in the Los Angeles area. Journal of Community Psychology. 1998; 26(4):
317–326.

28. Wang PS, Berglund P, Kessler RC. Recent Care of Common Mental Disorders in the United
States. Prevalence and Conformance with Evidence-Based Recommendations. Journal of General
Internal Medicine. 2000; 15(5):284–292. [PubMed: 10840263]

29. Young AS, Klap R, Sherbourne CD, Wells KB. The Quality of Care for Depressive and Anxiety
Disorders in the United States. American Medical Association. 2001; 58(1):55–61.

30. Sue, S.; Zane, N.; Young, K. Research on psychotherapy with culturally diverse populations. In:
Garfield AEBSL. , editor. Handbook of psychotherapy and behavior change. 4th edition. Vol. Vol
4. NY: Wiley & Sons; 1994. p. 783-820.

31. Wells K, Klap R, Koike A, Sherbourne C. Ethnic Disparities in Unmet Need for Alcoholism, Drug
Abuse, and Mental Health Care. American Journal of Psychiatry. 2001; 158(12):2027–2032.
[PubMed: 11729020]

32. McGuire TG, Alegria M, Cook BL, Wells KB, Zaslavsky AM. Implementing the Institute of
Medicine Definition of Disparities: An Application to Mental Health Care. Health Services
Research. 2006; 41(5):1979–2005. [PubMed: 16987312]

33. Cook BL, McGuire TG, Miranda J. Measuring Trends in Mental Health Care Disparities, 2000–
2004. Psychiatric Services. In Press.

34. Stockdale SE, Lagomasino IT, Siddique J, McGuire T, Miranda J. Ethnic Disparities in Detection
and Treatment of Depression and Anxiety Among Psychiatric and Primary Health Care Visits,
1995–2003. Under review.

35. Kessler RC, Demler O, Frank RG, et al. Prevalence and treatment of mental disorders,1990 to
2003. New England Journal of Medicine. 2005; 352:2515–2523. [PubMed: 15958807]

36. Alegria M, Cao Z, McGuire TG, Ojeda VD, Sribney B, Woo M, Takeuchi D. Health insurance
coverage for vulnerable populations: contrasting Asian Americans and Latinos in the United
States. Inquiry. 2006 Fall;43(3):231–254. Fall. [PubMed: 17176967]

37. Balsa AI, McGuire TG. Prejudice, clinical uncertainty and stereotyping as sources of health
disparities. Journal of Health Economics. 2003; 22(1):89–116. [PubMed: 12564719]

38. Balsa AI, McGuire TG, Meredith LS. Testing for Statistical Discrimination in Health Care. Health
Services Research. 2005; 40(1):227–252. [PubMed: 15663711]

39. Although statistical discrimination is “rational” in the sense that providers use information as best
they can to assess clinical condition of the patient isltaup. Thus, statistical discrimination can be a
cause of health care disparities as we have defined them.

40. Frank RG, McGuire TG. Savings from a Medicaid carve-out for mental health and substance abuse
services in Massachusetts. Psychiatric Services. 1997; 48(9):1147–1152. [PubMed: 9285974]

41. Furthermore sreLaspfrmip.

42. Nadeem E, Lange JM, Edge D, Fongwa M, Belin T, Miranda J. Does Stigma Keep Poor Young
Immigrant and U.S.-born Black and Latina Women from Seeking Mental Health Care? In
Preparation.

43. Baicker K, Chandra A. Medicare Spending, the Physician Workforce, and Beneficiaries’ Quality of
Care. Health Affairs Web Exclusive. 2004; 7

McGuire and Miranda Page 8

Health Aff (Millwood). Author manuscript; available in PMC 2014 February 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



44. Trivedi AN, Zaslavsky AM, Schneider EC, Ayanian JZ. Trends in the Quality of Care and Racial
Disparities in Medicare Managed Care. New England Journal of Medicine. 2005; 353(7):692–700.
[PubMed: 16107622]

45. Arean PA, Ayalon L, Hunkeler E, Lin EHB, Tang L, Harpole L, Hendrie H, Williams JW,
UnüTzer J. Improving depression care for older, minority patients in primary care. Medical care.
2005; 43(4):381–390. [PubMed: 15778641]

46. Miranda J, Duan N, Sherbourne C, Schoenbaum M, Lagomasino I, Jackson-Triche M, Wells KB.
Improving Care for Minorities: Can Quality Improvement Interventions Improve Care and
Outcomes For Depressed Minorities? Results of a Randomized, Controlled Trial. Health Services
Research. 2003; 38(2):613–630. [PubMed: 12785564]

47. Wells K, Sherbourne C, Schoenbaum M, Ettner S, Duan N, Miranda J, Unutzer J, Rubenstein L.
Five-Year Impact of Quality Improvement for Depression Results of a Group-Level Randomized
Controlled Trial. Archives of General Psychiatry. 2004; 61(4):378–386. [PubMed: 15066896]

McGuire and Miranda Page 9

Health Aff (Millwood). Author manuscript; available in PMC 2014 February 18.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


