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te U.S. health care system both arose from and perpetuates long-
standing structural conflicts (Stevens 2006). Medicine (and, more broadly,
health care) is not separate from our society. Rather, as explained by histo-
rian Charles Rosenberg (2006), health care is “a fundamental social func-
tion [that] reflects, incorporates, and acts out more general aspects of social
hierarchy, searus, and power” (p. 23). In this chapter, we provide a brief
overview of how structural inequities are re-created within three domains
of the health care system: hospitals, physicians, and health insurance. We
then explore two examples in depth—the affordability and geographic
availability of mental health services—to illustrate these themes within
mental health care.
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Social Justice and
the Health Care System

In the United States, the term health care system is widely understood to
be a misnomer. The name implies the provision or maintenance of health,
but providers and policies focus on the provision of clinical services. Fike-
wise, care suggests that these services involve meeting the needs of patients,
but services are more often centered on the arrangements of providers.
Last, system implies an organized, cohesive, and connected structure,
rather than the public-private patchwork of health system conglomerates,
hospitals, clinics, private offices, and payers that is characteristic of health
care in the United States today. Furthermore, to the extent that mental
health services have been historically constructed as separate from medical
services, the mental hea¥th care system is even more fragmented in address-
ing the mental health needs of the population. Thus, for the purposes of
this discussion, we define bealth care system as the amalgamation of provid-
ers of clinical and social goods and services and the attendant payment and
policies that support the continued operation of these providers.'VVe pro-
vide a historical overview through a social justice lens of three major actors
in this system: hospitals, the medical profession, and health insurance.

Hospitals

The history of health care in the United States is one of inequities that con-
tinue in the present. In her seminal work on the history of U.5. hospi.tals,
Rosemary Stevens (1999) explained that the first inpatient care institudons
were established as places of sick care for the poor, where individuals could
live out a potentially terminal illness if they had no home or family to provide
care. With the transformation of medicine to a scientific and technological
enterprise, hospitals became institutions of treatment—a desirable place for
care. Stevens described the rise of charitable hospitals, which served several
social functions, including providing the upper class with public means to
display their beneficence, while fostering the growth of institutions that did
not have an explicit mission to serve vulnerable populations.

As in nearly all other sectors of society, racial segregation was a matter
of course in U.S. hospitals. Construction of separate wards or denial of ser-
vice to patients of color was routine and openly sanctioned until the Civil
Rights Act of 1964 and the introduction of Medicare in 1965, which re-
quired hospital desegregation as a condition for reimbursement (Burro“_rs
and Berney 2019). Teaching hospitals, by contrast, were notable for their
Aeliharata inclncion of natients marginalized by race and income—because
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“indigent patients were valuable cogs in the teaching-hd;spital machine”
(Stevens 1999, p. 62).

However, fundamental causes of health inequities are replicated over
time, even as the means change (Link and Phelan 1995). Despite the efforts
to end de jure (legally sanctioned) segregation in the 1960s, hospitals and
health systems continued de facto segregation by race and income, in part
due to residential segregation of communities (Sarrazin et al. 2009). Re-
gardless of federal requirements, hospitals located in affluent, predomi-
nantly white communities are typically physically distant from low-income
communities of color, and the patient population of hospitals reflects the
homogeneity of the surrounding service area.

Furthermore, private hospitals, whether for profit or not for profit, em-
ploy deliberate service and marketing strategies to reduce their exposure to
low-income patients. For example, for-profit hospitals regularly eliminate un-
profitable services that are disproportionately used by vulnerable populations,
such as psychiatric emergency care (Horwitz 2005). At the same time, hospi-
tals invest in technologies and amenities to appeal to more affluent communi-
ties, such as advanced imaging modalities. As a result, care for low-income
communities of color is disproportionately concentrated in a subset of safety
net hospitals that operate at zero or negative margins, have fewer resources for
new capital such as health information technology, and are particularly depen-
dent on government support (Hall 2012). Studies of safety net hospitals and
those serving predominantly Black and/or minoritized populations have
found mixed evidence on the quality of care provided by these institutions
{(Mouch et al. 2014). A major confounding factor is that these hospitals are
serving populations with greater severity and complexity of illness.

As described by Camilleri (2018), in the past three decades, hospitals in
low-income communities of color have been more likely to close, thus in-
creasing strains on the remaining safety net providers. The Patient Protec-
tion and Affordable Care Act of 2010 (ACA) had the potential to bring
much-needed financial relief to safety net hospitals by expanding insurance
coverage for low-income populations, particularly through the Medicaid
program. However, because not all states elected to expand Medicaid cov-
erage, large disparities between hospitals emerged post-ACA. Those in ex-
pansion states have experienced substandal reductions in uncompensated
care, whereas those in nonexpansion states have not; as a result, hospitals
in nonexpansion states are facing increasing risk of closure (Camilleri
2018). Since the passage of the ACA, low-income communities of color
have disproportionately borne the brunt of rural hospital closures (Thomas
et al. 2019). Inequities in access to hospital care arise from the confluence
of residential segregation, hospital imperatives to generate revenue, and

state policy making.



128 social {In)Justice and Mental Health

Physicians

While hospitals were undergoing their technocratic transformation at the
wurn of the twentieth century, a parallel rend was playing out among physi-
cians. The 1910 publication of the Flexner Report formalized medicine’s
evolution into a profession, calling for admissions standards, an emphasis on
research and teaching, and the development of academic medical centers
with full-time faculty (Miller and Weiss 2012). Arguing the need for tech-
nical standards in medical education, the Flexner Report also deliberately
led to the dismantling of schools and hospitals that served Black and female
medical students, who were otherwise excluded from the predominant in-
stitutions of the time (Barkin et al. 2010; Miller and Weiss 2012). For ex-
ample, the Flexner Report’s prioritization of physical facilities for conducting
research and teaching brought attention to the inadequacies of the buildings
used by Black medical schibls. Rather than improve conditions and advance
the education of Black and female medical students, the Flexnerian move-
ment led to the closure of all existing Black medical schools except the Med-
ical Department of Howard University and Meharry Medical College, as
well as all but one of the women's medical colleges, Women'’s Medical Col-
lege of Pennsylvania (Barkin et al. 2010; Miller and Weiss 2012).

At the same time, the American Medical Associadon (AMA) conducted
stricter scrutiny of premedical education requirements and licensing
(Miller and Weiss 2012). The AMA and the Association of American Med-
ical Colleges (AAMC) pushed to increase premedical requirements for col-
lege-level coursework at a time when educational opportunities were
restricted primarily to white men. In fact, only 3% of Black students in the
South attended high school in 1910 (Miller and Weiss 2012). Furthermore,
states began to require graduation from AMA-approved institutions for
physician licensure. Thus, the physician pipeline was effectively con-
stricted both before and after medical education.

Traditional medical schools would not be compelled to consider inte-
gration of racial and ethnic minority students untl the civil rights move-
ment prompted the AAMC to advance desegregation among its members
in 1968. Following affirmative action initatives, enrollment of Black stu-
dents rose steadily and peaked in 1995 (Association of American Medical
Colleges 2016). Then, starting with California in 1996, eight states banned
their public institutions from considering race and ethnicity in admissions
decisions, and many universities followed voluntarily. The share of under-
represented minorities in higher education plummeted, and the steady
progress to diversify medicine came toa halt {Garces and Mickey-Pabello
2015). In 1996, 9% of all U.S. medical students were Black, versus 7% in

AA10 £ A mcnciarian nf American Medical Colleges 2016, 2019).
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F]ompounding the lack of racial and ethnic diversity, the medical pro-
fession continues to reflect the consequences of economic and social in-
equality of the U.S. society at large. In 2019, only 5% of medical students
reported parental incomes in the bottom quintile of U.S. households, ver-
sus 51% in the top quintile (Youngclaus and Roskovensky 2018). The phy-
sician workforce is a product of long-standing structured advantages, in
which intergenerational wealth enables residence in communities with high-
quality public education, purchase of private education, or both (Lucey and
Saguil 2019). Children of educated parents are raised with the culrural cap-
ital and social networks needed to navigate elite college admissions and the
costs of attendance, facilitating success in undergraduate years and medical
school admissions. The rends started by Flexner—the emphasis on health
technology through a research enterprise—have raised the costs of medical
education (Miller and Weiss 2012). Rising debt among medical school
graduates has garnered the lion’s share of attentdon, but closer scrutiny re-
veals growing inequality: from 2010 to 2016, mean debt rose, but the per-
centage of graduates with zero debt also rose, from 16% to 27%
(Grischkan et al. 2017). To the extent that structural racism denies socio-
economic privileges to racial and ethnic minorities, low-income minorities
encounter the highest barriers to entering the medical profession (Lucey
and Saguil 2019).

As a result of these socioeconomic inequities, physicians do not reflect
the racial, ethnic, and sociodemographic characteristics of the populations
they are serving, With insufficient diversity, the medical profession lacks
the needed supply of physicians who are committed to working with under-
served populations. Across decades of research, the most consistent predictor
of practice in underserved communities, whether by race and ethnicity, in-
come, or geography, is having a personal origin from one of those commu-
nides (Goodfellow et al. 2016). Physicians without such backgrounds are
less likely to express interest in practicing in needed areas, and because of
residential segregaton, they may select practice locations that are inacces-
sible to underserved populations and that have no incentive to meet these
populations’ needs. Black and Latinx communities have fewer physicians
across many specialties, from primary care to general surgery to medical
subspecialtes (Marrast et al. 2014). As discussed later in this chapter (see
“Social Injustice and the Mental Health Care System”), accessibility barriers
are particularly profound for office-based psychiatrists, who are both less
likely to practice in minority communities and far less likely to accept insur-
ance at all, much less public coverage (Bishop et al. 2014; Cummings 2015).

Furthermore, extensive examination of clinical encounters has found that
f'acial, ethnic, linguistic, and cultural patient-physician concordance leads to
improved communication and padent engagement (Shen et al. 2018). Lack of
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physician diversity contributes to patient reports of discrimination and
medical mistrust, which in turn lead to fear of accessing care and reluctance
to follow treatment recommendations (LaVeist et al. 2009). In summary,
inequities in education, selection, and training in medicine culminate in a
workforce that produces inequities in access to and quality of care.

Health Insurance Coverage

With the technocratic transformation in health care in the first half of the
rwentieth century, patients were increasingly unable to afford the new, scien-
tifically based care. Access to care, therefore, depended on another relatively
new development: health insurance. Initally, health insurance remained the
purview of the few who were wealthy and worried enough to pay for individ-
ual coverage. During and immediately after World War II, the expansion of
industrial manufactuning, combined with federal restrictions on raising
wages, prompted employers to offer health insurance benefits as a nontaxed
alternative to pay increases. From 1940 to 1950, the number of U.S. residents
with private health insurance coverage ballooned from 20 million to 142 mil-
lion; however, employer-sponsored coverage was concentrated among mid-
dle-class workers with skilled labor and white-collar occupations (Moseley
2018). Underlying structural processes such as underinvestment in K-12
education, job-location mismatch (in which jobs are located in areas far
from communities of color), and hiring discriminadon produce inequities
in overall employment and types of employment on several intersecting di-
mensions, including gender, race, ethnicity, immigration status, and dis-
ability. Therefore, a system built on a foundation of private employer-
based coverage reproduces inequities in health insurance.

Throughout the twentieth and twenty-first centuries, U.S. policy mak-
ers have considered multiple options to increase access to care. President
Harry Truman advanced a proposal for a national health insurance pro-
gram in 1947. The AMA launched vigorous opposition and garnered the
support of Southern Democrats and a new Republican Congress, and the
aim of universal coverage faded in 1948 (Oberlander 2003). The introduc-
tion of Medicare and Medicaid in 1965 brought coverage to older adults
and to a subset of low-income parents, children, and people with disabili-
ties, but objections of Southern Democrats and the AMA again blocked
further expansion. In the intervening 45 years before the ACA, similar at-
tempts, including from Presidents Nixon and Clinton, were handily dis-
mantled by the same stakeholders. Thus, most low-income adults (with the
exception of pregnant women) remained ineligible for Medicaid.

Within this historical context of failed attempts to expand coverage, the
ACA was developed to meet expectations of political expediency. ACA sup-
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porters calculated that a series of policies built from the e;(isting health care
system would more likely receive bipartisan support from Congress than
proposals that would abolish existing reimbursement structures (e.g., re-
placing private and public insurance with a national single-payer plan)
(Skocpol 2010). Therefore, the ACA called for expanding coverage under
the patchwork of public and private systems but included little to address
the underlying drivers of inequities in coverage, distribution, and services.
Nevertheless, 14 states, including some that blocked coverage expansions
from the 1940s to 1990s, filed suit against the ACA, arguing that mandated
coverage was unconstitutional (Kaiser Family Foundation 2020).

In 2012, the U.S. Supreme Court ruled that individually mandated cov-
erage was permissible as a tax, whereas Medicaid expansion was unduly co-
ercive to states. Thus, at the start of Medicaid expansion in 2014, only 25
states elected to do so (Kaiser Family Foundation 2020). The majority of
Southern states declined expansion and instead pursued increasing restric-
tions on Medicaid eligibility, such as work requirements and time limits on
ben.eﬁls. Political science researchers have shown that the intersection of
chal resentment among whites, low public support for Medicaid among
W.'h'lte people, and a relatively larger Black population have driven state de-
cisions not to expand Medicaid (Grogan and Park 2017). Racial animus,
rn.ther than party affiliation or ideology, has been consistently associated
with opposition to the entire ACA (Maxwell and Shields 2014). As a result
_OF political geagraphy, the United States experienced widening inequities
in coverage. In 2019, the percentage of uninsured residents in nonexpan-
sion states was nearly double that of expansion states (18.5% vs. 9.6%)
(Garfield et al. 2020).

One of the consequences of the ongoing failure to ensure health care
coverage for all U.S. residents is persistent racial and ethnic inequities in
insurance coverage. Structural racism has produced barriers to jobs with
hea_lth insurance benefits for Black and Latinx populations and relegated
their opportunities to lower-wage jobs. As a result, Black and Latinx people

are d-isproportionately represented among the uninsured and those with
Medicaid coverage (Artiga et al. 2020).

Social Injustice and the
Mental Health Care System

Stnfc-tural inequities over ime have produced racial and socioeconomic in-
equities within the health care system at large, and similar conditions are re-
peated and amplified for those with mental health conditions and substance
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use disorders. In 2018, among Black adults with any mental illness, 69% re-
ceived no treatment, including 42% of those with severe mental illness; for
Latinx aduits, lack of treatment is comparable, at 67% and 44%, respectively
(Substance Abuse and Mental Health Services Administration 2019). For
those with substance use disorders, these gaps are even starker, with 88%
and 89% of Black and Latinx adults, respectively, reporting no treatment.

We draw on dimensions from Penchansky and Thomas’s (1981) frame-
work on access to care to highlight how structural conditions have contributed
to inequities in access to mental health services. See Table 9-1 for dimensions
and definitions of health care access as described within that framework.

In the following subsections, we focus on the dimensions of affordabil-
ity, accessibility, and availability of menta! health care services. Barriers as-
sociated with these domains of access can interact and compound one
another, manifesdng as disparities in access by race, ethnicity, and income,

Mental Health Services and Affordability

Barriers related to affordability are exacerbated in the mental health care sys-
tem relative to other sectors of health care. First, coverage for mental health
services and substance use treatment has been historically less generous than
coverage for other conditions, leading to greater numbers of uninsured and
underinsured for mental health reatment. Second, in the absence of broad-
based private coverage, Medicaid has assumed a critical role in mental health
coverage, especially for individuals with serious mental illnesses. Federal and
state decisions about who is eligible for Medicaid coverage are highly conse-
quential for those with mental health and substance use disorders.

Insurance Coverage and Access
to Mental Health Services

From the 1960s to 1970s, private and public coverage expanded for inpa-
tient psychiatric care but not outpatient services (Mechanic and Grob
2006). Health insurance plans capped coverage for outpatient mental
health services in numerous ways, such as by limiting the number of visits
or days; offering lower reimbursement rates; imposing cost sharing; setting
benefit limits; or, in the case of substance use disorder treatment, providing
no coverage at all (Cummings et al. 2013a). Congress passed successive
laws in 1996, 2008, and 2010 (as part of the ACA) to close the gaps in cov-
erage, but exceptions remain (Cummings et al. 2013a). For example, re-
quirements apply only to individual and small-group markets, not to large-
group plans or to self-insured plans offered by large employers. Post-ACA

e thne mmviaeama dicrranancies conld he narrowinge. but Oan
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TABLE 9-1. Penchansky and Thomas's framework on access to care

Dimension Definition

Affordability Pricgs and providers’ payment requirements in relation to
patients’ income, ability to pay, and health insurance

Availabilicy Adequacy of supply of facilides and providers in a given
geographic area

Accessibility Relationship between the location of patients and the location

of health care facilides and providers {accounting for travel
distance, time, and cost)

Accommodation  Methods of organization of health care resources for patients
(e.g., hours of operation) and alignment of resources with
patents’ needs and ability to access them

Acceptability Padents’ attitudes about provider characteristics and the

providers' practices and perceptions of the patients they
serve

Sonrce.  Penchansky and Thomas 1981.

because private insurers are requiring more cost sharing across the board
(National Academies of Sciences, Engineering, and Medicine 2018).
In addition, reimbursement for mental health services is lower than that
for other health care services. In 2015, other physicians received 14%-20%
higher payments than psychiatrists for visits of comparable complexity
(Melek et al. 2017). With lower reimbursement rates and restrictions on
services, it is unsurprising that as of 2009-2010, nearly half of office-based
psychiatrists opted out of private insurance networks entirely (Bishop et al.
2014). However, the data used in this study did not provide information
about the extent to which some psychiatrists were employed in multiple
jobs (e.g., operating a private practice and working in the public sector).
The proportion of mental and behavioral health services received out of
network was 3.6-5.8 times higher than other medical and surgical services
{Melek et al. 2017). When providers decline to accept insurance payments,
the financial resources needed to access care increase several times over.
With constraints on both coverage and the supply of providers who will

accept that coverage, access to mental health services has been narrowed to

individuals with the financial means to pay a substantial part of, or all, out-

of-pocket costs for care. In 2011, of the non-older adult respondents to the

National Survey on Drug Use and Health who had any mental illness, only

25% of the uninsured received any treaunent; of those with private insur-
ance, treatment increased only modestly to 38% (Walker et al. 2015). Be-

cause structural inequities have fostered a system in which people of color
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have lower average incomes, affordability issues contribute to racial ineg-
uities in access to mental health services. Among Black adults who reported
unmet needs for mental health treatment, cost was reported twice as often
as minimization of symptoms and nearly five times as often as stigma as the
most common reason for not seeking care (Alang 2019).

Medicaid and Mental Health Services

In the absence of broad coverage, Medicaid has become an especially im-
portant payer of mental health services, especially for individuals with the
most severe mental health disorders (Buck et al. 2000). Individuals with
mental health and substance use conditions have higher rates of poverty
and disability and thus are more likely to be eligible for Medicaid. In 2016,
Medicaid covered 9.1 million adults with mental ilinesses—21% of all non-
institutionalized #dults with any mental illness and 26% of those with seri-
ous mental illness (Zur 2017), Medicaid accounted for 25% of U.S.
spending on mental health services in 2014 (Mark et al. 2016). As stated
earlier in this chapter (see “Health Insurance Coverage”), people of color
are disproportionately represented within the Medicaid population.

Given the outsized role that Medicaid plays in affordability of mental
health services, access depends on state policy decisions on eligibility. In
states that elected to implement Medicaid expansion under the ACA, low-
income adults with mental health needs, and particularly people of calor,
experienced substantial gains in coverage (Lipton et al. 2019). Muldple
studies found that expanding Medicaid coverage increased access to mental
health and substance use disorder treatment (Finkelstein et al. 2012; Wen
et al. 2015). States that expanded Medicaid coverage witnessed increases in
prescriptions and treaement for opioid use disorders (Antonisse et al. 2017).
Conversely, the net implication of Medicaid expansion studies is that low-
income adults in nonexpansion states remain uninsured and underinsured
for mental health services. Given the racialized political dynamics with re-
spect to states’ decisions on Medicaid eligibility, the result is inequities in
affordability by geography. The case of Medicaid, a core component of
mental health and substance use treatment, also illustrates how structural
racism produces barriers to care for whites as well as people of color.

Geographic Accessibility and Availability
of Outpatient Mental Health Services

Penchansky and Thomas (1981) described two dimensions of health care
access—accessibility and availability—that further capture how health care
recrmrees ave distributed by geography at the local level (see Table 9-1).
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Many of t'he same historical and social forces that produce inequides in the
geographic distribution of health care system resources in general may ap-
ply to mental health care services.

Deinsti?utionalization and the Emergence of
Outpatient Specialty Mental Health Care

Accessibility and availability first must be understood through the histori-
cal context of how outpatient mental health care services emerged in the
I:Inited States. The first steps began in the 1950s to 1960s with deinstitu-
tionalization, the shifting of care of people with serious mental illnesses
from residential institutions to community settings (Mechanic and Grob
2006). Proponents called for deinstitutionalization in part because of the
efficacy of new psychotherapeutic medications, as well as growing concerns
over patient safety in state mental hospitals. However, when they called for
community-based care, they assumed that the community had mental health
care providers, in addition to adequate housing and family and social sup-
port—an assumption unfounded in low-income communities (Mechanic
and Grob 2006).

The Community Mental Health Act of 1963 provided subsidies for the
construction of outpatient community mental health centers, but local
c.ommunities bore the responsibility of raising funds for day-to-day opera-
tons. The act also offered no provisions to grow the psychiatry workforce
n-eeded to staff community mental health centers. The Carter administra-
tion attempted to address these gaps through the Mental Health Services
Act of 1980, only to have the legislation be immediately repealed by the
Reagan administration in 1981 (Mechanic and Grob 2006).

Currently, there are at least two separate outpatient specialty mental
health systems. One system comprises solo and small group practices, in-
cluding psychiatrists and therapists with master’s and doctoral degrees.
This group is more likely to be located in higher-income communities
(Cummings et al. 2017). The presence of a wealthier patient base also
makes it feasible to choose not to accept insurance because this population
is most likely able to pay the full cost of care without the need for insurance
support. Medicaid partcipation among psychiatrists is especially low and
declining. As of 2015, only 35% of office-based psychiatrists accepted
Medicaid (Wen et al. 2015).

The second system includes specialty outpatent mental health treat-
ment facilities, which offer a structured service setting or program that pro-
vides ambulatory mental health care. These specialty outpatient facilities
can be publicly or privately owned, and they play a critical role within the
continuum of mental health care services for two key reasons (Cummings
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et al. 2013b). First, they typically offer a breadth of services for individuals
with acute and persistent mental health needs, including psychotropic med-
ication management, individual psychotherapy, family and group therapy,
and supportive services such as case management and peer services (Sub-
stance Abuse and Mental Health Services Administration 2018). Second, in
contrast to solo or small group practices, the vast majority of these facilies
are financially accessible to people with public insurance (Jacobs et al.
2005) and part of the safety net system. Safety net providers deliver signifi-
cant health care to vulnerable patients, including those who qualify for Med-
icaid or are uninsured (Institute of Medicine 2000). According to a 2017
survey, 94% of outpatient mental health treatment facilities accepted Med-
icaid (Substance Abuse and Mental Health Services Administraton 2018).

Geographic Access to Outpatient
Mental Health Services

Research has documented socioeconomic inequities in geographic access
to mental health services in private solo or small group practices. These
smaller practices of mental health specialists are more likely to be located
in higher-income than in lower-income communities. In contrast, specialty
outpatient mental health treatment facilities are more likely to be located
in lower-income compared with higher-income communities (Cummings
et al. 2017). Geographic access is especially important for low-income
communities because many residents also encounter barriers related to
transportation (Syed et al. 2013).

A growing body of evidence has documented persistent inequities in
geographic access to mental health services both in private solo or small
group practices and in the mental health safety net. Consistent with studies
on providers in other specialties, a study by Cummings et al. (2017) found
that psychiatrists and therapists were less likely to be located in communities
with high percentages of Black and Latinx residents (>25% and 50%, respec-
tively) than in communities with less than 1% of residents from either group.
Earlier research has likewise shown that Black and Latinx communites, and
particularly those with greater levels of residential segregation, have fewer
available mental health providers (Dinwiddie et al. 2013).

Outpatient mental health treatment facilities are also less likely to be lo-
cated in communites of color. Counties with a higher percentage of Black
and Latinx residents are significantly less likely to have a facility that ac-
cepts Medicaid, even after controlling for poverty and rurality (Cummings
et al. 2013a, 2017). Moreover, outpatient mental health treatment facilites
are also less likely to be located in smaller communities (i.., zip code tabula-
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tion areas) with >50% Black and Latinx residents than in comr;umities with
<1% of residents from either group, respectively (Cummings et al. 2017).
_The literature to date has not explicitly tested the mechanisms to ex-
plain why these communities of color experience shortages of the very
§afety net providers intended to make up for private sector inequities. Lim-
ited federal investment in the outpatient mental health care safety net may
be a contributing factor. In contrast to primary care community health cen-
ters, outpadent mental health facilities operate without additional federal
grants or reimbursements and receive little attention or support for quality
improvement. Because federal investment in the outpatient mental health
care safety net is limited, mental health facilities may be unable or unwill-
Ing to operate in the same way that community health centers operate, thus
being less likely to exist in communities of color. ,

Conclusion

Structural inequities shape the affordability, accessibility, and availability of
mental health services in the United States. These barriers intersect with
structural and institutional racism to produce even greater inequities for com-
munities of color. In their review of deinstitutionalization, Mechanic and
Grob (2006) described the consequences of moving services to persistently
u.nderresourced community settings: a rise in homelessness, substance use
disorders, and admissions to nursing homes, along with the criminalization
qf people with mental illnesses. They coined the term transinstitutionaliza-
tion because individuals with severe mental illnesses were simply shifted
from one institutional setting to another. Unfortunately, none of these al-
ternative institutional settings have been properly equipped to provide ad-

equate services to the populations most in need of accessible, high-quality
mental health care.

Questions for Self-Reflection

1. If I have mental health care coverage, how good is this coverage? How
fioes my own health care coverage improve or exacerbate mental health
inequities?

2. What decisions went into my choosing what type of mental health care
delivery system to practice in?

3. W:hnt was my state’s decision regarding Medicaid expansion? How has
this decision impacted my patents, if at all?




138 Social {in)Justice and Mental Healtn

References

Alang SM: Mental health care among blacks in America: confronting racism and
constructing solutions. Health Serv Res 54:346-335,2019 .
Antonisse L, Garfield R, Rudowitz R, Artiga S: The Effects of Iv!edicmd Expnn:snon
Under ;hc ACA: Updated Findings From a Literature Review. San Francisco,
Kaiser Family Foundation, 2017 N
Artd C!;, Orlgs:r:l K, D:mico A: Changes in Health Coverage by Rnce and Et!mlcnty
g.:m;e the ACA, 2010-2018. San Francisco, CA, K?iscr Fflml!y Foum:iauon,
March 5, 2020. Available ar: mnv.kff.org/disparines.-pol1cy/|ssue-bncf/ "
changes-in-health-coverage-by-race-and-ethnicity-since-the-aca-2010-2018/.
Accessed May 1, 2020. o _ .
Associ:tion of Am)::ric:m Medical Colleges: Longitudinal Applicant, Mamr.:ulnnt,
Enrollment, and Graduadon Tables. Washington, DC, AAMC Diversity, -
2016. Available at: www.aamcdiversityfacsandfigures2016.0rg/report-sectio
applicants-enrollment/#ablepress-3a. Accessed May 1, 2020. -
Association of American Medical Golleges: FACTS: A_pplu:xms, Matncu!:mts, rgz -
ment, Graduates, MD-PhD, and Residency Appllcaflts Data. Washington, > ,mj
Association of American Medical College, 2019. Available at: www.aamc.org/da
. Accessed May 1, 2020, )
Barkjf:f;sL I'L:flentcs-Af}f’lick E, Brosco JP, Tuchman AM: .Umntended consequences
of the’ Flexner report: women in pediatrics. Pediatrics 1%6:105 5-1057, 20:1{.)
Bishop TF, Press MJ, Keyhani S, Pincus HA: Acceptance of insurance by psychia-
trists and the implications. JAMA Psychiatry 71:176-181, 2014 ——
Buck J, Miller K, Bae J: Mental health and substance use services in Me icaid, A
19’86-1992. Rackville, MID, Substance Abuse and Mental Health Services Ad-
inistration, 2000 _ ' N
Burrcr)nulrlslV Berney B: Creating equal health opportunity: how the medical Cl\i’ll |
rights ’rnovement and the Johnson administration desegregared U.S. hospitals.
Am Hist 105:885-911, 2019 . '
Cam{lleri S: The ACA Medicaid expansion, disproportionate share hospitals, and
uncompensated care. Health Serv Res 53:!562j-15 80, 20'18 .
Cummings JR: Rates of psychiatrists’ participation in health insurance nerworks.
AMA 313:190-191, 2015 o o
CumjmingsJR, Lucas SM, Duss BG: Addressing public stigma and dlS-paI"ItlES among
persons with mental illness: the role of federal policy. Am ] Public Health
103:781-785, 2013a o
Cummings JR, Wen H, Ko M, Druss BG: Geography and the Medicaid menmlll'
health care infrastructure: implications for health care reform. JAMA Psychia-
try 70:1084-1090, 2013b ] R
i R, Allen L, Clennon ], et al: Geographic access to specialty :
Cumlr;:::llighs .(]:are across high- and low-income U.S. communities. JAMA Psychiatry
4:476-484, 2017 o ' _
Din\ziddie GY, Gaskin D}, Chan KS, et al: Residential segregnm?n, g.cogl:aphl_c
proximity and type of services used: evidence for racial/ethnic disparities in
tal health. Soc Sci Med 80:67-75, 2013 ' )
Fink:llsi:in A, Taubman §, Wright B, et al: ‘The Oregon Health Insurance Experi
ment: evidence from the first year. Q ] Econ 127:1057-1106, 2012

Social Injustice and the Health Care System 139

Garces LM, Mickey-Pabello D: Racial diversity in the medical profession: the im-
pact of affirmative action bans on underrepresented study of color matricula-
tion in medical schools. ] Higher Educ B6:264-294, 2015

Garfield R, Orgera K, Damico A: The Coverage Gap: Uninsured Poor Adults in
States That De Not Expand Medicaid. San Francisco, CA, Kaiser Family Foun-
dation, January 14, 2020. Available at: www.kff.org/medicaid/issue-brief/the-
covemge-gnp-uninsured—poor—aduIts-in-smtes-that-do-not-cxpand-medicaid.
Accessed May 1,2020.

Goodfellow A, Ulloa G, Dowling PT, et al: Predictors of primary care physician
practice location in underserved urban or rural areas in the United States: a
systematic literature review. Acad Med 91:131 3-1321, 2016

Grischkan J, George BP, Chaiyachati K, et al: Distribution of medical educadon
debr by specialty, 2010-2016. JAMA Intern Med 177:1532-1535, 2017

Grogan CM, Park SE: The racial divide in state Medicaid expansions. ] Health Polic
Policy Law 42:539-572, 2017

Hali MA: Health Care Safety Net Resources by State. Winston-Salem, NC, Robert
Wood Johnson Foundation, 2012

Horwitz JR: Making profits and providing care: comparing nonprofit, for-profit,
and government hospitals. Health Aff 24:790-801, 2005

Institute of Medicine: America's Health Care Safety Net: Intact but Endangered.
Edited by Lewin ME, Altman S; Committee on the Changing Market, Man-
aged Care, and the Future Viability of Safety Net Providers. Washington, DC,
National Academies Press, 2000

Jacobs S, Wilk J, Chen D, et al: Datapoints: Medicaid as a payer for services pro-
vided by psychiatrists. Psychiaer Serv 56:1356, 2005

Kaiser Family Foundation: Status of Seate Action on the Medicaid Expansion De-
cision. San Francisco, CA, Kaiser Family Foundation, February 19, 2020.
Available at: ww.kff.org/hea]th—reform/state-indicator/state-acu'vity-around-
expanding-medicnid-under-thc--affordnble-care-acr/?currentTimefra.Ac-
cessed May 1, 2020

LaVeist TA, Isaac LA, Williams KP: Mistrust of health care organizations is associ-
ated with underutilization of health services. Health Serv Res 44:2093-2105,
2009

Link BG, Phelan J: Social conditions as fundamental causes of disease, ] Health Soc
Behav 20:80-94, 1995

Lipton BJ, Decker SL, Sommers BD: The Affordable Care Act appears to have nar-
rowed racial and ethnic disparities in insurance coverage and access to care
among young adults. Med Care Res Rev 76:32-55, 2019

Lucey CR, Saguil A: The consequences of strzctural racism on MCAT scores and
medical school admissions: the past is prologue. Acad Med 95:351-356, 2019

Mark TL, Yee T, Levit KR, et al: Insurance financing increased for mental health
conditions but not for substance use disorders, 1986-2014, Health Aff 35:958—
965, 2016 :

Marrast LM, Zallman L, Woolhandler S, et al: Minority physicians’ role in the care
of underserved patients: diversifying the physician workforce may be key in ad-
dressing health disparities. JAMA Intern Med 174:289-291, 2014

Maxwell A, Shields T: The fate of Obamacare: racial resentment, ethnocentrism
and attitudes about healthcare reform. Race Soc Probl 6:293-304, 2014




140 Social {Injustice and Mental Healtn

Mechanic D, Grob GN: Rhetoric, realities, and the plight of the mentally ill in
America, in History and Health Policy in the United States: Putting the Past
Back In. Edited by Stevens CE, Rosenberg LR, Burns LR. New Brunswick,
NJ, Rutgers University Press, 2006, pp 229-255

Melek SP, Periman D, Davenport S: Addiction and Mental Health vs. Physical
Health: Analyzing Disparities in Network Use and Provider Reimbursement
Rates. Milliman Research Report. Washington, DC, Milliman, 2017

Miller LE, Weiss RM: Revisiting black medical school extinctions in the Flexner
era. ] Hist Med Allied Sci 67:217-243, 2012

Moseley GB: The U.S. health care non-system, 1908-2008. Virtual Mentor
10:324-331, 2018

Mouch CA, Regenbogen SE, Revels SL, et al: The quality of surgical care in safety
net hospitals: a systematic review. Surgery 155:826-838, 2014

National Academies of Sciences, Engineering, and Medicine: Health-Care Utiliza-
tion as a Proxy in Disability Determination. Washington DC, National Acad-
emies Press, 2018

Oberlander J: The PoliticakLife of Medicare. Chicago, IL., University of Chicago
Press, 2003 .

Penchansky R, Thomas J: The concept of access: definition and relationship to con-
sumer satisfaction. Med Care 19:127-140, 1981

Rosenberg CE: Anticipated consequences: historians, history and health policy, in
History and Health Policy in the United States: Putting the Past Back In. Ed-
ited by Stevens CE, Rosenberg LR, Burns LR. New Brunswick, NJ, Rutgers
University Press, 2006, pp 13-31

Sarrazin MS, Campbell ME, Richardson KK, Rosenthal GE: Racial segregation
and disparities in health care delivery: conceptual model and empirical assess-
ment. Health Serv Res 44:1424-1444, 2009

Shen M], Peterson EB, Costas-Muniz R, et al: The effects of race and racial con-
cordance on patient-physician communication: a systematic review of the lit-
erature. ] Racial Ethn Health Disparities 5:117-140, 2018

Skocpol T: The political challenges that may undermine health reform. Health Aff
29:1288-1292, 2010

Stevens RA: In Sickness and in Wealth: American Hospitals in the Tiventieth Cen-
tury. Baltimore, MD, Johns Hopkins University Press, 1999

Stevens RA: Introduction, in History and Health Policy in the United States: Put-
ting the Past Back In. Edited by Stevens CE, Rosenberg LR, Burns LR. New
Brunswick, Rutgers University Press, 2006, pp 1-12

Substance Abuse and Mental Health Services Administration: National Mental
Health Services Survey (N-MHSS): 2017, Data on Mental Health Treatment
Facilities. Rockville, MD, Substance Abuse and Mental Health Services Ad-
ministration, 2018

Substance Abuse and Mental Health Services Administration: Key Substance Use
and Mental Health Indicators in the United States: Results from the 2018 Na-
donal Survey on Drug Use and Health. Rockville, MD, Substance Abuse and
Mental Health Services Administration, 2019

Syed S, Gerber B, Sharp L: Traveling towards disease: transportation barriers to
health care access. ] Community Health 38:976-993, 2013

doctal injustice and the Health Care System 141

Thomas SB, Pink GH, Reiter KL: Characteristics of Communitiés Served by Rural
Hf)splmls Predicted to Be at High Risk of Financial Distress in 2019. Chapel
Hill, NC, Rural Health Rescarch Program, 2019 e

Walker ER, Cummings JR, Hockenberry JM, Druss BG: Insurance starus, use of
mental health services, and unmet need for mental health care in r.he’United
States. Psychiatr Serv 66:578-584, 2015

\«VeniH, Druss BG, Wilk A, Cummings JR: Effect of Medicaid expansions on health
Insurance coverage and access to carc among low-income adults with behav-
ioral health conditions. Health Serv Res 50:1787-1809, 2015

Youngclaus J, Roskovensky L: An updated look at the econo'mic diversity of U.S
medical students. AAMC Anal Brief 18:1-3, 2018 N

Zur]: Mef]icaid's Role in Financing Behavioral Health Services for Low-Income
Individuals. San Francisco, CA, Kaiser Family Foundation, 2017



	Scanned from a Xerox Multifunction Printer (01E).pdf
	Scanned from a Xerox Multifunction Printer (01D).pdf
	Scanned from a Xerox Multifunction Printer (01C).pdf
	Scanned from a Xerox Multifunction Printer (01B).pdf
	Scanned from a Xerox Multifunction Printer (01A).pdf
	Scanned from a Xerox Multifunction Printer (019).pdf
	Scanned from a Xerox Multifunction Printer (018).pdf
	Scanned from a Xerox Multifunction Printer (010).pdf
	Scanned from a Xerox Multifunction Printer (017).pdf

