
52 JOURNAL OF HEALTH INEQUALITIES 2021 / Volume 7 / Issue 1, June

SPECIAL ARTICLE J Health Inequal 2021; 7 (1) 52–56

Submitted: 24.03.2021; accepted: 1.06.2021

Eliminating racial and ethnic disparities  
in behavioral healthcare in the United States

Hoa Appel1, Phuoc D. Nguyen2, Kelly Bang2

1University of Washington Bothell, United States 
2Des Moines Medical College, United States

ABSTRACT
This article discusses individual and systemic barriers to accessing behavioral healthcare, tailoring  
the examination to the specific needs of Asian Americans (AAs). Some barriers include language barriers, 
lack of access to behavioral health care, and providers that may not be culturally sensitive to patients’ 
needs. These barriers lead to the underuse of health services and worse mental health outcomes. AAs are 
said to be the “model minority,” a term most often to describe Chinese Americans, East Asians or South-
eastern Asians. This is a myth; AAs with behavioral health needs encounter numerous barriers. Among 
the barriers are health insurance coverage, especially Medicaid expansion, which is not available in every 
state. Also, healthcare workers and providers are not always prepared to treat behavioral health needs in 
their primary care practice. This paper highlights the need to further investigate these topics in order to 
help eliminate the disparities that still exist in our growing populations of racial and ethnic minorities 
from the standpoint of healthcare practitioners in their practices.
Asian Americans now comprise the largest growing minority group in the United States (US). Asian 
Americans include all those that may be born in any Asian countries, or born in the US to parents who 
are not native English speakers. However, there remains insufficient comprehensive discussion and action 
to reduce the barriers to behavioral healthcare they face. It is important to tailor an all-inclusive agenda 
with the purpose of eliminating racial and ethnic disparities in behavioral healthcare for AAs in the US.
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INTRODUCTION
Asian Americans (AAs), individuals of East, South-

east, and South Asian origins, are the fastest grow-
ing group in the United States (US), increasing from  
11.9 million in 2000 to 22.3 million in 2019 [1]. Their 
rapid population growth means that AAs are projected 
to be the nation’s largest immigrant group, surpassing  
Hispanic population growth by 2055 [2]. AAs are said 
to be the “model minority”, a term associated with hard-
working and  overachieving Chinese Americans or East 
Asians, which overgeneralizes  the overall AA population 
as more academically, economically, and socially suc-
cessful than other minority groups [3, 4]. AAs have been 
deemed as models for their success and their achieve-

ments, attributed to their hard work and belief in the 
American meritocracy [5]. This view of AAs fails to take 
into account their historical and social circumstances.  
It is also an overgeneralization of the Asian ethnic group 
as a whole. 

The model minority stereotype is a myth insofar as 
it inaccurately assumes all AAs are intrinsically talented 
and accomplished [5]. The myth discounts the racial dis-
parities AAs have historically experienced and continue 
to face today. Internalizing the model minority myth 
can trigger chronic racism-related stress and potentially 
harm AAs mental and physical health in the long run [5]. 
Additionally, the pressure to live up to the model minority 
myth can put a strain in social relationships with family 
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and friends. A recent study suggests social support is 
a protective factor for mental health disorders such as 
major depressive disorders and generalized anxiety dis-
order, among AAs [6]. In fact, AAs has a 17.3% overall 
lifetime rate of any psychiatric disorder in the US [7].  
It is hypothesized that some of these factors may result in 
feeling burdened by unfair social pressure and the strug-
gle to conform to meet society’s unrealistic expectation 
as the model minority [3-5].

Behavioral health (BH) includes both mental health 
and substance use. Examples of BH concerns in AAs 
include drug and alcohol abuse [8, 9]. The use of tobacco, 
alcohol, or illicit drugs may be an effort to treat depres-
sion or anxiety [4]. Furthermore, there is a greater prev-
alence of suicidal ideation among high school AAs com-
pared to other races/ethnic groups [4]. Despite a greater 
risk of mental illness in this model minority group, stud-
ies show AAs are 44% less likely to have had a history of 
diagnosed depression and 40% less likely to have sought 
help for depression and/or anxiety [4, 10]. These figures 
indicate a  significant portion of AAs are not obtaining 
legitimate treatment for mental health needs.

Mental illness does not exist in isolation and often 
arises from interpersonal conflict and/or stress. In addi-
tion to the social pressure to meet unreasonable “model 
minority” expectations, other conditions that AAs report 
cause them mental illnesses include cultural adaptation 
and culturally-related parenting values and practices [11]. 
Specifically, parent-child conflicts within South Asian 
American families result in mental health challenges [11]. 
Taking into account acculturation and generational sta-
tus, families struggle with biculturalism and find diffi-
culty balancing values of Eastern and Western culture 
and parenting styles [11]. Additionally, mental illness 
can arise from external factors such as immigration 
issues. Refugees forced to flee their homelands may 
experience long-term psychological distress that affects 
their physical and mental well-being [12]. The resulting 
posttraumatic stress can persist years after resettling, 
have a negative impact on the current family dynamic, 
and later bring about intergenerational trauma [12].

When AAs seek professional mental health services, 
providers should be mindful of the influences a patient’s 
social network has on his or her medical decision mak-
ing [13]. An individual’s social circle often helps him or 
her identify symptoms and seek mental health services. 
Therefore, friends, family members, and colleagues can 
either encourage or deter an individual from receiving 
necessary care [13]. In addition, one’s social network 
may cause AAs to delay seeking health services [11, 13].

The literature search was conducted using PubMed 
and PsycINFO with search terms such as mental health, 
substance use, health disparity, inequity, model minority, 
challenges, and Asian American. The aim of this paper 
is to analyze the barriers to BH care faced by AAs in 
the US and discuss how to remove them. Our focus are 

to eliminate racial and ethnic health disparities and to 
highlight areas where BH can be improved to enhance 
patient health outcomes.

BARRIERS TO MENTAL HEALTHCARE
UNIVERSAL APPROACH
Individual and systemic barriers stem from a  uni-

versal approach to mental healthcare, where AA culture 
does not fit the norm. Examples of such barriers are 
AAs’ cultural mistrust of the mental health system [14],  
the reluctance to admit mental health problems to oth-
ers [15, 16], and language barriers [16]. These barriers 
can deter would-be patients from seeking psychological 
help [14]. Each ethnic subgroup has distinct beliefs and 
opinions on mental health that affect its propensity to 
seek healthcare [17]. Further heterogeneity in the Asian 
subgroup shows that Southeast Asians have a  higher 
prevalence of psychiatric disorders (34.6%) than East 
Asians (22.5%) and South Asians (24.5%) [18].  Filipino 
Americans were found to seek mental health services at 
a  much lower rate than their other Asian counterparts 
[14]. Systemic barriers include a general lack of access to 
BH services. These barriers deserve a tailored approach 
to receiving care in order to address the mental health 
needs.

There are a few key reasons why AAs might not seek 
needed BH help. First, there is a  lack of awareness of 
and concurrent difficulty recognizing the need for help 
during a mental health crisis [10, 15]. Second, there are 
differences in cultural beliefs about health and helping. 
AAs are more likely to attribute MH issues to religious 
or other culturally-related beliefs which may lead to con-
flict, stigma, and shame, resulting in an unwillingness to 
disclose them to anyone [8, 15]. Third, and related, AAs 
are less likely to report MH issues to peers or medical 
providers and to seek care due to fear of being labeled 
crazy, or reliving a previous poor experience following 
such a report [10, 15]. Lastly, perceived discrimination 
and the model minority myth contribute to the decrease 
in mental health seeking [5, 8]. Only 17% of Asian Ame
ricans report any psychiatric disorder and only 9% seek 
help for any type of mental health services, compared 
with 18% for the general population nationwide [7].  

Other barriers include language, avoidance of pro-
viders of a  different ethnicity, perceived discrimina-
tion, and reluctance to remain in treatment. Limited 
English-speaking skills in AAs, including less exposure 
to services in their preferred language, set up a  barrier 
to seeking mental health help [10]. Some Vietnamese 
Americans prefer to seek spiritual help [19], or non-pro-
fessional help sources such as from family or friends [10]. 
This is unfortunate since young AA adults have higher 
rates of psychological distress than other groups [8]. Indi-
viduals with self-reported social stress and perceived dis-
crimination are more likely to have depressive disorder 
and not seek treatment, for either mental illness or for 
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substance use disorders [8]. Also, individuals who view 
their racial and ethnic minority group as less worthy are 
more likely to downgrade themselves accordingly, caus-
ing lower self-esteem in comparison to their peers [8, 20].

WAYS TO ADDRESS BEHAVIORAL HEALTH 
DISPARITY

Providing healthcare providers who speak the same 
language as their patients and an informal setting for 
them to meet can help alleviate mental health dispari-
ty. Vietnamese Americans who prefer non-professional 
help prefer education delivered in less formal, commu-
nity-based settings [19]. Available resources should be 
in AA’s native language to help them recognize their 
need for help and treatment [10].  Also, there should be 
more collaboration between formal service systems and 
community resources. A one-stop location would help. 
Moreover, mental health service agencies and providers 
should consider partnering with community organiza-
tions and faith-based communities [19].

Research shows that patients see their primary 
care providers for both physical and behavioral health 
needs. Therefore, BH care should be integrated in every 
healthcare system. An increasing number of gener-
al practitioners treat BH conditions but barriers such 
as language, access, insurance, and stigma conspire to 
discourage obtaining treatment [16]. Providers should 
know about the effects of stigma and shame in order to 
properly diagnose and help their AA patients. Providers 
must remember to dispel the model minority myth and 
the stigma and shame around mental illness [4, 21].

Given the heterogeneity in Asian subgroups, cultur-
al and linguistic concordance might not accommodate 
every patient. For example, a  person’s ethnic minority 
group influences whether he or she views a  problem 
as mental health related based on cultural norms [13]. 
Some cultures view their mental health problems as 
physical illnesses. Individuals from such an ethnic group 
will require a  provider who is culturally competent to 
explain their condition and need for mental health ser-
vices to them.

ADDRESSING PREFERENCE OF DIVERSE 
POPULATIONS
Research shows limited facets of diverse populations’ 

preferences are being addressed. Behavioral health ser-
vice delivery does not explain how minority patients 
prefer to be helped. Training providers to be culturally 
competent is a good start but the infrastructure that sup-
ports culturally competent providers must be improved 
[21]. Furthermore, the lack of cultural competency and 
implicit biases cause providers to underdiagnose this 
population with substance abuse disorders [21]. Also, 
AAs were perceived as having higher alcohol toler-
ance [9]. It is, therefore, imperative to train providers 
to remain as objective as possible. This is especially so 
where patient and provider are of different race or eth-
nicity, and for people with multiple chronic conditions 
and behavioral health comorbidities such as depression 
and anxiety, which lead to poor health outcomes [16, 22].

Effective provider-patient interaction requires some 
language understanding, familiarity with the patient’s 

Society barriers 
• Lack of insurance coverage
• �Availability of health services in minority 

neighborhoods
• Interpretation services
• Racial match of providers 

Society solutions 
• Expand Medicaid for all states
• �Increase community health centers
• �Full coverage for Interpretation services
• �Recruit and expand diversity of providers 

Intrapersonal barriers 
• Economic repercussions
• Embarrassment/shame
• Cultural beliefs
• �Belief that mental illness is caused  

by external factors 

Intrapersonal solutions 
• �Education on confidentiality of health 

information
• �Increased information on mental health 

illness
• �Awareness of mental health  

and de-stigmatization

Interpersonal barriers 
• �Language compatibility between patient 

and provider
• �Preconceived discrimination  

and prejudice 
• Cultural heterogeneity 

Health 
disparity

Interpersonal solutions 
• Cultural competency training for providers
• �Use of language technology and/or third 

party
• Continuity of care with PCP 

FIGURE 1. Factors contributing to health disparity
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cultural preferences, with unbiased and easy to under-
stand explanations [23, 24]. Cultural factors, such as 
the language around mental health, ethnic identity, and 
a  holistic approach to the mind and body predicts an 
increased use of mental health services in this patient 
population [24]. Help-seeking behaviors vary according 
to nativity, language proficiency, and cultural conflict 
[23]. Patients with higher English proficiency who were 
born in the USA are more likely to seek care [23]. Asian 
Americans are also more likely to consult family mem-
bers before making medical decisions, an important fac-
tor to consider when delivering care [11, 24].

The stigma associated with using mental health ser-
vices can be so great that patients will often turn to their 
close social network first, such as friends and family 
before seeking professional help [25]. The stigma is so 
pervasive that Asian Americans still do not seek medical 
help even when available [24, 25]. In a study regarding 
opinions of depression held by Asian Americans, 37.1% 
perceived it as a sign of weakness in addition to bringing 
shame to the family [17]. Family members were shown 
to actively discourage professional help-seeking to “save 
face” [23].

INSURANCE COVERAGE 
Even though more uninsured patients receive health 

coverage under the Affordable Care Act (ACA) in 2010, 
minorities remain less likely to be insured and contin-
ue to lack healthcare access. While the ACA allowed 
Medicaid and marketplace expansion in 2014, the Asian 
American uninsured rate remains higher than the rate 
for whites [26]. Even though the Medicaid waiver allows 
more insurance coverage for low-income recipients, par-
ticularly those in the rural areas, about 13 states lack the 
Medicaid waiver [27].  Minority groups, the uninsured, 
low-income, and people living in minority neighbor-
hoods tend to experience lower access to BH compared 
with the general population [28].  Even those with insur-
ance may encounter specific barriers to receiving care 
depending on insurance type. Those on state sponsored 
Medicaid see their insurance rejected by primary care 
offices more frequently than did those on employer 
sponsored coverage (10.93% vs. 3.31%) [29]. The access 
to specialist care gap is even more pronounced with 
21.62% of Medicaid-only insurance being rejected com-
pared to 7.87% of employer-sponsored coverage [29].

DIVERSIFYING AND EXPANDING BEHAVIORAL 
HEALTH WORKFORCE
Asian Americans are more likely to use primary care 

than specific mental health services [24]. The World 
Health Organization recognizes that integration of 
behavioral health into primary care will increase the use 
of health services and improve health outcomes [30]. 
Health outcomes improve with this integration: patients 
have a first point of contact with their primary care phy-

sician in addition to having lifetime relationships with 
their providers [31]. Integrating primary care with BH 
care allows patients to address their mental health and 
substance use issues with one visit [31].

Primary care provides continuity of care to patients 
for improved patient outcomes. Patients with men-
tal health disorders who visit their psychiatrist at least 
twice over six months live longer than their counterparts 
with lower rates of continuity of care [32]. Furthermore, 
patients with high continuity of care from their primary 
care provider (PCP) are significantly less likely to be hos-
pitalized and with lower health care costs [33]. These fac-
tors predict success for patients in reducing disparities 
and costs and relief for the strained healthcare system. 
With the increasing role of PCPs treating those with BH 
concerns, primary care is poised to integrate BH services 
with primary care [34].

CONCLUSIONS
Though AAs are the fastest growing ethnic minority 

group in the US, there is scant research in public health 
regarding barriers to behavioral health in relation to AA’ 
subgroups. Research is limited as there are over thirty 
ethnic groups classified as “Asian” and none is represen-
tative of the whole. Heterogeneity among AAs should 
be considered when diagnosing mental health illness 
and how to best increase their access to healthcare. For 
example, Vietnamese Americans are more underinsured 
compared to Filipino and Chinese Asian Americans, 
making it harder for them to seek care [35]. 

More Asian healthcare providers are needed in order 
to reduce individual and systemic barriers. Individual-
ized care with sensitivity and responsiveness to cultur-
al heterogeneity must be employed in order to address 
adequately the individual needs of each patient. Com-
munity clinics with culturally competent care are needed 
to make patients more comfortable seeking care. Since 
primary care providers see many types of patients, this 
highlights the need to provide behavioral health services 
in primary care.
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