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Introduction 

Despite the success of policy and legal advances aimed at ending discrimination and 

inequity, disparities in healthcare access, quality, and outcomes persist and are a growing 

focus of healthcare research and clinical reform initiatives (Williams, Wyatt 2015, Agency for 

Healthcare Research and Quality 2015, Braveman, P. 2006, Braveman, P. A., Cubbin, et al. 

2010). These disparities are defined as systematic, avoidable, and unjust inequities in health 

between groups of people based on characteristics like race, ethnicity, gender, sexual 

orientation status, or others. Health disparities are due to and expressed in many complex 

systemic and psychosocial inequities, including laws and policy, barriers to access, the types 

and complexity of medical issues, provider cultural competence and biases, stigma, and 

individual or community factors (Agency for Healthcare Research and Quality 2015, Centers 

for Disease Control 2013, National Institute on Minority Health and Health Disparities 2017, 

Williams, Priest et al. 2016, Penman-Aguilar, Talih et al. 2016).  Much of the literature on 

health disparity has focused on inequity in medical care and outcomes rather than behavioral 

healthcare. Documenting the nature and degree of disparities in behavioral health access, 

experience, and outcomes is a significant first step towards establishing greater behavioral 

health equity and the current paper's focus.   

While a complete review of health disparities is beyond the scope of this report, health 

disparities showing worse mental health outcomes for cultural, gender/sexual, and racial 

minority groups as compared to people in White cultural majority groups have been repeatedly 

documented by the U.S. Surgeon General Cultural Supplement  (Surgeon General 2001, the 

National Comorbidity Studies (Kessler, Wai et al. 2005, Kessler, McGonagle et al. 1994), and 

other researchers (e.g., (Eack, S., Newhill, C. 2012, Gift, Harder et al. 1985, Chinman, 



Rosenheck et al. 2000).  In addition, Black or African American and Hispanic or Latino people 

are less likely than people who are White to have access to mental health services, are more 

likely to receive a lower quality of care or receive care via Emergency Departments (E.D.s), 

and are less likely to receive care responsive to their cultures, languages, and other socio-

cultural factors that are known to influence health outcomes (Maura, Weisman de Mamani 

2017, Cai, Robst 2016, Evans, Berkman et al. 2016, Acevedo, Garnick et al. 2015, Hamilton, 

Heads et al. 2015, Lo, Cheng et al. 2014, Centers for Disease Control 2013, Snowden 2012). 

As a result, Blacks and Latinos are often less satisfied with the care they receive and are less 

likely to remain engaged in care (Maura, Weisman de Mamani 2017, Centers for Disease 

Control 2013, Sanchez, Ybarra et al. 2016, Snowden 2012).  

Some groups with relatively smaller populations are not yet well studied or understood, 

such as those who identify as LGBT+. A significant barrier in evaluating the presence of health 

disparities in sexual and gender minorities is that state agencies or healthcare providers 

seldom collect that information regarding sexual orientation and gender identity. This lack of 

data impairs the ability to evaluate, track and trend the presence of health disparities for sexual 

and gender minorities.  However, surveys and reports from the LGBT+ community (Veltman, 

Chaimowitz 2014) suggest that for sexual and gender minorities within the behavioral health 

service system, treatment remains inadequate and difficult to access (Shipherd, Green et al. 

2010) even while research has consistently documented higher rates of suicide, trauma, 

depression, and anxiety among adolescents and adults who identify as LGBT+ (Mays, 

Cochran 2001). 

In an effort to better understand nuances in health equity within Connecticut's 

behavioral health system, Beacon Health Options, the Administrative Services Organization 



responsible for administering Medicaid behavioral health benefits within Connecticut, United 

States, conducted multiple focus groups to explore how health care quality and perceived 

health care disparities were experienced by Hispanic, Black, and LGBT+ Medicaid members 

that have sought care for behavioral health needs.  The "minority" populations of focus in this 

paper are on specific racial, sexual/gender, or cultural groups in Connecticut beyond 

White/Caucasian sexual and cultural majority groups, and we have adopted the regional, self-

selected and common labels for those groups as Black (which includes people who identify or 

are racialized as African American, Africans or Afro-Caribbean), Hispanic (which includes 

people who identify as Latino) and LGBT+ (who identify as lesbian, gay, bisexual, transsexual, 

queer, nonbinary, intersexed, or questioning) for ease of language and description. However, 

we recognize that those groups are not monoliths, nor are those group labels the same across 

Connecticut, the United States or beyond.  As such, the intent of this study is to describe 

common themes and include the language of people who have self-identified membership 

within those groups with lived experience of behavioral health services, without making 

broader claims that all members within those groups are homogenous.  Participants were 

asked about their experience of receiving behavioral health care as a member of their minority 

group.   

Method 

This article analyzes data collected from two focus groups with young adult (18-24) 

Medicaid recipients (one for Blacks and one for Hispanics) and three focus groups with adult 

(18-64) Medicaid recipients (one for people who identified as Black, one for Hispanic, and one 

for those who identify as LGBT+. This study was conducted as part of a quality assurance 

process at Beacon Health Options for the Connecticut Department of Mental Health and 



Addiction Services. 

Participants  

Eight young adults participated in two focus group discussions (Black, Hispanic) and 26 

adults participated in the three separate adult group discussions (Black, Hispanic, and 

LGBT+). All were Medicaid members who had sought treatment and shared their experiences 

with accessing and utilizing behavioral health services. All participants in the adult groups were 

between the ages of 18 and 60 and all participants in the young adult groups were between 18 

and 24. 

These groups were chosen because of their high risk of receiving disparate behavioral 

health care due to social stigma and cultural differences. There are many other ethnic o r  

c u l t u r a l  groups in Connecticut, including people who identify as Asian, Hawaiian/Pacific 

Islander, American Indian/Alaskan Native, or multi-racial, but their relatively small numbers 

in Connecticut presented challenges in recruitment, given time and resources. This is not to 

imply that other minority populations do not experience disparity, but that in this first review of 

the topic of health equity by Beacon Health Options and the State of Connecticut, it was 

important to use limited resources where prior information had indicated the likelihood of a 

significant discrepancy. Given the resources and time available for this portion of the study, 

there was no ability to identify a representative sample of participants based on demographics 

or other factors. Although the sample cannot be said to be representative of these groups 

within the Medicaid Membership, the qualitative information obtained was extremely 

valuable. 

Procedures 

Participants were recruited via word of mouth and flyers, provided written informed 



consent and participated in five focus groups, which were designed and conducted by staff 

trained in focus group facilitation. Each participant also signed an audio/visual consent form to 

allow the facilitators to record audio and video of the focus groups for later analysis. A privacy 

release form was collected in case protected health information was collected in the taped 

video comments about their experiences with care. In addition, an opt-in or opt-out form 

allowed anyone that no longer wanted to participate at any point of the discussion to do so 

without forfeit of his or her compensation. Each person who participated in a focus group was 

paid $40.00. 

Before each focus group, staff distributed demographic surveys to record participants' 

self-reported age, gender, sexual orientation, race/ethnicity, education, and living situation (as 

a proxy variable to determine homelessness and socioeconomic status, and to further 

elucidate disparities experienced by participants). Participants were also asked a Yes/No 

question about identifying as transgender.   

Focus group questions asked participants about how their minority group status has 

affected their ability to obtain behavioral health services if at all, how important it is that their 

clinician had their same minority status, what aspects of their culture would they like their 

clinician to better understand, how their minority status impacts how therapy works for them, 

have they had negative experiences seeking care due to their minority status, three ways the 

behavioral healthcare system could be improved for people with their minority status, the 

attitude of people in their family and community towards receiving behavioral health care, their 

counselor's understanding of their experience of discrimination, and whether they had ever 

needed a translator and one had not been provided (Hispanic group only).  Participants in the 

LGBT+ focus group were also asked whether they have avoided behavioral health services 



because of fears of discrimination or misunderstanding of their sexuality/gender identity and 

how knowledgeable they feel their clinicians are about their sexual/gender identity. 

Data Analysis 

Interpretive Phenomenological Analysis (Smith, Osborn 2015, Smith 2017) was the 

primary methodology utilized during the analysis of the focus groups to determine how the 

participants made sense of the phenomenon of behavioral health care service utilization. The 

digital recording of each focus group was transcribed and then checked for accuracy by 

reviewing the transcript along with the digital recording. The digital recording of the Hispanic 

focus groups that included Spanish speaking participants were translated by an interpreter 

present during the discussion and was later transcribed into English. The focus of the analysis 

was to capture broad themes reflecting the meaning and experience of minority group 

members as they navigated the behavioral health service system.   The facilitators of each 

group met after each session for debriefing to discuss overall impressions, themes, and 

findings. In addition, after independently reviewing the transcripts and the facilitator notes, the 

senior author and the facilitators met to share the themes and highlights that they observed.  

Based on this discussion consensus was reached regarding the strongest and most common 

themes expressed by each group as well as commonalities across each group.    After 

independently reviewing the transcripts and the facilitator notes, the senior author and the 

facilitators met to share the themes and highlights that they observed.  Based on this 

discussion, consensus was reached regarding the strongest and most common themes 

expressed by each group as well as commonalities across each group.     

Results 

Young Adult Focus Groups 



Two focus groups were conducted with young-adults; one for individuals that self-

identified as Black and one for individuals that self-identified as Hispanic. Eight people 

participated.  All eight participants were in the 18-24-year old range, twice as many people 

were Hispanic as were Black, more females than male, and none who identified as 

transgender. All participants reported living in a house or apartment at the time of the focus 

group session. One participant reported receiving mental health disability benefits. All 

participants had some high school but none had graduated at the time of the focus group. 

Four themes emerged from analysis of the focus group transcripts: 1) The effect of a 

clinician having a similar background as the client; 2) Experiences of discrimination; 3) Seeing 

clients as individuals and person-centeredness; and 4) Cultural factors that clients face. 

Having a Clinician with a Similar Background 

Some of the health disparities literature has emphasized the importance of matching a 

therapy client with a clinician that shares race, ethnicity, gender, language skills, background 

or other characteristics deemed important to the client. Not all young adults felt that this was 

essential to benefiting from therapy. For example, one participant said, "I like to talk to 

someone old, because they're more experienced. I don't like to talk to [young] adults." 

However, most indicated that it was helpful to have a clinician to whom the young adult could 

relate. That alliance could be based on similar past experiences: "I feel like the only people 

who will help you are the people who went through similar things that you went through." 

Sometimes it was helpful for participants to know that their clinician comes from their own 

neighborhood: "Some people say, 'I know where you come from; I've been there. I grew up 

here; I get it.' That helps." 

Having a clinician from a background different from participants made engaging in 



therapy more difficult. Several participants stated they found it was difficult to feel safe enough 

with a White clinician to reveal more inner feelings: "…She doesn't understand my struggle, 

thank you. She couldn't relate to what I was talking about." One participant described why she 

switched clinicians:  

I have had an experience. I had to change my counselor because I didn't like how she 

was coming at me a little bit. We'll have discussions, but there's, I don't feel comfortable 

talking to her because she's not from the bracket I'm from. So, me explaining my 

personal business to her, she's not really understanding; she's just listening. And I 

wanted to talk to somebody who really understands, so I switched to a black woman. 

Some Hispanic participants expressed the belief that medications were prescribed to 

them as a result of clinicians not understanding them, and not being Hispanic themselves. 

Participants had the clear belief that clinicians who were similar ethnically and culturally to 

them would be less likely to label them or think of them as "crazy."  

Similarly, participants expressed concern that a clinician from a different culture/ 

ethnicity might be judgmental or use information revealed in therapy against them: "No, but I'm 

saying if you're White and you came from the White neighborhood over there, don't talk to me 

because... You don't understand… If you're revealing your feelings, and they're trying to use it 

against you, so I'm trying to avoid that." Another participant said, "… If you say to a White 

person, 'I'm angry and I do this,' sometimes they say, 'You what? You do what?' Like you are 

crazy or something." Another participant was concerned that if therapy was mandated and the 

clinician did not understand her, "I wouldn't do [therapy], because … you say something … you 

say the wrong thing, they [unclear] back, 'We're going to have to call services'." 

Several participants cautioned against assuming that the clinician must share the same 



background as the clients, saying that it was important to ask clients what they want and need: 

"We're not all the same." 

Discrimination  

Many young adult participants felt that they had been subjected to discrimination at 

some point in their interaction with the behavioral health service system. While such 

experience was common, participants also indicated that there were many times when they 

were treated fairly and that most Whites, who make up the majority of the behavioral health 

service providers, were not discriminatory. One young adult participant indicated that being 

Black did not affect her ability to receive services.   

Several participants talked about how they felt that reasonable responses to their 

adverse social situations resulted in them being labeled because "they're being judged too 

much." For example, after an initial behavioral health session, a participant reported that she 

never followed up with more appointments, because she felt labeled as "crazy": "What is it? 

You think Puerto Ricans are crazy or something?" They reported feeling as if they could not 

express their feelings without fear of the consequences: "I really feel like I want to kill this 

person. I don't want to, but I feel like it. How can I tell you that? But if I tell you that, you're 

going to check me into the hospital. That's not what I want." After being judged as non-

compliant, one participant said: "Yes, she told me straight up, 'I will take your cash assistance 

and your food stamps.' You can take my cash; I don't care about that. Don't take my food 

stamps." 

Several participants reported that White people were given preferential treatment, 

compared to persons of color, when applying for SSI: 

 If I'm a Puerto Rican seeking help, a White person comes [unclear] going to help. And 



she and I have the same problem, but the difference for me is that you need to come 

more times than her. She and I have the same problem, and she only comes in once a 

week, and they're making me come three times a week. That happened. 

Finally, it was suggested that talking about discrimination would be helpful as a component of 

psychotherapy. "Yes, that would be a perfect topic to talk about during one of the treatments or 

in counseling; because what if they're feeling really hurt inside, but they don't know how to 

come about the situation in their group of the counselor or anywhere." 

Being seen as an Individual 

Focus group participants often reported that they felt the behavioral health system was 

not responsive to their needs or person-centered. They believed that "standardized" 

treatments were not effective. One participant went to a treatment center and was 

automatically put in group therapy: "I don't care if I'm in a group or by myself, just don't guide 

me without knowing me." Other participants stated that mental health programs were not 

individualized to their needs. If the standard approach did not work for them, nothing else was 

offered: "I know they try to use the same techniques on everybody, and everybody has a 

different kind of angry. It might work on me, but not on her." Another participant said that she 

was compliant with her treatment, but unwilling to share with her clinician after being told she 

had to participate in an activity she didn't want to do: "No, I didn't express my feelings to them; 

I didn't talk to them at all. All I did was draw and whatever, and they see what you draw. I made 

sure I didn't draw whatever they expected me to draw, so I would be the smart one." Others 

felt they were not being heard or given enough feedback from their clinicians: "They want to 

keep talking, but they're all the same. They want you to keep talking, and I want to go after a 

month. [what would have helped is if] she would have talked to me." 



Several participants talked about needing a better understanding of their diagnoses and 

treatment options, especially when they felt the clinician didn't know them well: "That lady 

[said] 'your anxiety or whatever, we're going to diagnose'. You don't know me. I haven't even 

sat down and talked to you." Another participant felt "they should explain more when they 

diagnose you, because… sometimes they diagnose you with something, and you don't even 

feel like you have it." Even after getting a diagnosis, many participants felt it was not accurate 

or helpful: "Yes, I don't think I have any problems. [Laughter] I don't feel like I was all those 

things that they diagnosed me as. I was in their face, and who wouldn't want to act up and go 

home." 

Having better explanations of treatment were especially important when participants felt 

that the clinician saw them as "just a job." Thinking about her own experience with a past 

clinician she was not connected to, one participant said:  

It shouldn't be like that, because if they went to college to become mental health… I 

don't know what they call it. They're supposed to learn; that's what you went to school 

for. You're supposed to learn to help other people when they're mental health. It 

shouldn't be … Sometimes you feel like this person doesn't want to be in this job. 

Another participant said something similar: "I think they need, before they hire 

somebody, see if that's what they really want and that's the job for them. That their motive is to 

really help other people. Some people, they're there, but they're not helping anybody." 

Conversely, having a dedicated clinician was very valuable: "The feedback, you could tell 

when they give you feedback. You could just tell when somebody is really trying to help you 

and giving you advice and trying to work with you." 

Cultural Factors (attitudes towards treatment and language barriers) 



Some young adults indicated that cultural factors, including attitudes towards 

counseling, could be a barrier to seeking and accessing care or not feeling like their culture 

was understood. One Black young adult stated that people in the Black community do not like 

counseling because they feel like they cannot trust the "system" and felt they were judged 

unfairly for their histories: "Yes, they're going to be judgmental because the person's been 

locked up before or has a felony." Violence in the Black and Hispanic urban communities was 

cited as a significant issue that some felt is seldom discussed. When speaking of her 

grandmother one participant said, "She watched all her kids go. She was the last one standing; 

and on the day of his funeral, she died. She couldn't take it anymore. She really couldn't take 

it." Other participants agreed that there are sometimes missed opportunities to discuss such 

important issues and that there may be a lack of understanding about how important such 

issues are.   

Several Hispanic young adults indicated that the Hispanic culture undervalues 

psychotherapy ("My mom doesn't like it") and one said that if they knew she was going to 

therapy, her family would say, "Are you crazy?" Several participants indicated that more 

outreach and education to minority populations would help to break down some of these 

barriers while communicating that these communities of color are important and worth efforts 

to engage. 

Language, and the lack of counselors that speak Spanish or languages other than 

English was highlighted as a significant problem: "… if you can't find the words, sometimes … 

Because sometimes for me it's like that too; I have to say it half in Spanish." When Hispanic 

counselors speak Spanish this helps Hispanic clients feel understood:  

Say this is the first time I go to this clinician, and she is Hispanic, so I say, 'How do you 



do?' icebreakers, because you don't know each other… if they're Hispanic, they would 

start talking Spanish with you and make Spanish jokes, and you feel more comfortable 

because they use a Spanish icebreaker, so sometimes that helps for me. 

Even when health care providers speak Spanish, it is important for them to use a 

vocabulary that is understood by the participants. If they use a vocabulary beyond the client's 

understanding, then clients feel inferior and misunderstood. One participant spoke of not being 

able to understand her court proceedings because of assumptions on the part of the court 

about her ethnicity: "And that's a good example of some discrimination, because you're saying 

I don't understand it because you don't understand the big words, but they're assuming 

because you're Hispanic, that you don't understand English."   

Participants also felt that it was not right for them to be translating for other family 

members, as they did not always understand the technical terms and were put in an 

uncomfortable situation when they had to translate. Put simply, one participant said. "I hate 

translating for people." 

Adult Focus Groups 

Three focus groups were conducted with adult Connecticut Medicaid members that self- 

identified as Black, Hispanic or Lesbian/Gay/Bisexual/Transgender/Queer-

Questioning/Intersex (LGBT+) adults. There was an even representation of male and female 

participants, with one who identified as a transgender female. There was a total of five 

participants in the Black focus group, seven in the Hispanic focus group, and 15 in the LGBT+ 

focus group. All adult participants were between the ages of 18-60, with a high representation 

from the 45 and older age group. Most of the participants (88%) had either a high school 

diploma or higher education and more than half (65%) lived in a house or apartment. 

 



Four major themes emerged from the analysis of the adult focus group transcripts 

regarding some of the perceived underlying causes of health disparities for Black, Hispanic, 

and LGBT+ individuals: 1) language and cultural barriers for Spanish-speakers, 2) clinicians 

need to understand their culture and living situation; 3) experiences of discrimination, and 4) 

lack of resources.  

Language/Cultural Barriers  

Among the Hispanic focus group participants, the most prominent theme was the 

language barrier between people and their clinicians. Some of the participants felt that each 

agency should have a bilingual clinician on staff at all times, because translating for others is 

very difficult to do for loved ones: 

In her case [female participant], she's my girl. She doesn't speak English very good. 

She speaks fair, but the communication between her and the health person is not good. 

It's very hard. For her to explain to them what she is feeling, I'm the translator when we 

go to these places. I direct the translating. 

Some participants felt that in addition to the availability of Spanish speaking clinicians, it 

would be preferable to have clinicians who also shared their culture. Participants indicated that 

sometimes, when an interpreter is provided, the interpretation of what the client is saying is 

skewed and often misinterpreted. Many participants of the Hispanic group expressed 

frustration regarding language differences and difficulty communicating with their clinician. One 

explained: 

All of the English may be broken. They get their word across, but some people don't 

even want to listen to them because they don't want to go through listening to that 

person speaking English like that. They don't want to help you because you don't speak 



perfect English. 

Participants also felt that in addition to speaking the language, empathy and a true desire to 

understand them was most important. Members appreciated when clinical staff made a real 

effort to understand their sometimes-imperfect English. 

Cultural Understanding 

Throughout all three focus groups, there was a nearly universal opinion that whoever is 

providing care must have an understanding of the culture and/or environment in which the 

client was raised or was currently living. When clinicians did not have lived experience or come 

from a similar culture, many participants felt that:  

A lot of them are going by textbook stuff. It just teaches you from a book's point of view 

on African American people, which is not good; especially when you're dealing with me 

because I like to deal with somebody that's familiar with my situation. Not as much with 

my stress and struggles, but as much as my upbringing and they're from where I'm 

from, which is the projects. 

This was particularly upsetting when participants felt the clinician had misdiagnosed 

them or misunderstood their experiences. One Black participant said: "Technically, you can 

diagnose somebody from a textbook point of view, but deep down, you don't know if that 

person is from their own experience. That could be a totally different diagnosis that you give 

that person."   

Especially in the LGBT+ focus group, the importance of shared cultural understanding 

was stressed by many participants: "I think it's very important that my clinician is LGBT+ 

because I would think that we would have that in common and we can communicate, bond, in 

not only that but my health as well. If they're LGBT+ I think it would be a stronger bond 



between us. It's very important." Another said that having an LGBT+ clinician would be helpful 

because of shared experience: "There's a sense of understanding that goes along with it. It's 

just like one alcoholic talking to another alcoholic."   

While having an LGBT+ clinician was not essential to all participants, understanding the 

culture was the most crucial aspect: "Having to tell the tales and knowing that somebody is 

going to understand what I'm really feeling about it and not having them assume." Another 

LGBT+ participant agreed: "They don't necessarily have to be gay themselves, but then again, 

it would be beneficial for them to have talked to a gay person before they talk to me." One 

participant's feelings about her doctor's understanding was straightforward: "If you're going to 

be my healthcare provider then they need to know about me, so if we get a treatment that I 

need to get depending on no matter what it is, then they need to know me." 

Similarly, those in the Black and Hispanic focus groups spoke about their clinician's 

need to understand their cultures, even if they were not a part of them. One Hispanic 

participant said: "It's not that important to have a Hispanic clinician. It's just a matter of 

understanding. It doesn't matter what culture you're with as long as you understand the 

patient." Participants acknowledged that understanding the cultural/environmental elements 

that could lead to substance abuse is vital in aiding their recovery. One participant from the 

Hispanic focus group explained:  

Understand how you are going to deal with it. Do you know what I'm saying? At least 

have a little bit... Our culture drinks a lot. Do you know what I'm saying? Alcohol is the 

norm. Do you know what I mean? Really get specific. Help me not to drink when I'm 

around my family that's drinking. We drink for every occasion, whether it's the holidays, 

whether it's a Rosario for 90-day for mourning the dead. We drink to do burials and stuff 



like that. 

Most participants, regardless of their focus group, expressed a similar sentiment to that 

articulated by an LGBT+ participant: "If you're not with me, you're not on my page, thank you, 

but no thank you. And move it on somewhere else." 

Bias, prejudice, or discrimination  

Many participants from all three focus groups indicated that a lack of understanding is 

sometimes the result of clinician bias, prejudice, or discrimination. Participants in all three 

focus groups talked extensively about their discrimination experiences in their utilization of 

medical and behavioral healthcare services. Some spoke about widespread discrimination in 

the health care system, while others felt their race/ethnicity held them back from getting the 

care they needed in general. One Hispanic participant said:  

I see a lot of discrimination. It's like racism. The counselor was white. He treats good the 

white boy that he's treating. But the Puerto Ricans or the African American, they don't 

treat them the same way. Then the Puerto Rican counselor treats more Puerto Rican 

kids, but he says they've been treated more badly, but then he doesn't want to help 

them so much. There's discrimination there. A lot. 

A Black participant echoed this experience: "Everything everyone said, I can agree with. I try 

not to look at it as judging a person, but I might feel like I'm not going to get this done because 

I'm black…" 

A lesbian participant described how her experience had discouraged her from seeking 

behavioral health care:   

I often have to tell doctors no; I'm not depressed because I'm not in a relationship with a 

man, I'm not married, don't have kids. But that's always the assumption, no matter how 



sick I am, no matter how I'm presenting in terms of my actual physical illness, they 

always go to that place first. 'You're depressed because of your situation' which they 

have no idea what my situation is and they always get it wrong." 

Another LGBT+ participant told her story about a time when she felt discriminated against: 

Everyone has been wonderful to me when I've ever sought treatment, except one. That 

was a transgender surgeon, female… I evidently didn't fit her idea of what a transgender 

person should do. She didn't like my nails and she told me in no uncertain terms. That's 

the only problem I've ever had. She's a surgeon and I was interviewing her as much as 

she was interviewing me for my bottom surgery. She says, 'Of course those nails have 

got to go' and I try to make light of it, 'Doctor, please anything but my nails.' She goes, 

'They're nothing but germ traps.' I was stunned. I was like, 'You don't know who you're 

talking to.' [Laughter] These nails are not just germ traps and nobody has ever said 

such an insensitive remark to me. I had to tell them she would not be doing my surgery, 

and I had to find somebody else. 

One Black participant said that he felt he had experienced the most discrimination in 

healthcare from other people who were Black: "We are the ones that pretty much have the 

problem with looking out for our own." Another participant agreed: 

Regardless of what color or ethnicity they are, you're just dealing with a person first. 

Dealing with people in general, I find out instances where I really needed help within my 

own people of my color that almost put up a brick wall to make sure that I don't get what 

I want. 

Another described how painful it is to feel discriminated against by another member of your 

own community: 



I'd rather experience your (White) racism or the not knowing and understanding from a 

race other than our race versus our race. It hurts more. Do you understand what I'm 

trying to say? If I had a black clinician and he doesn't understand or he's exercising 

anything outside of what he is supposed to as far as what I'm dealing with in my life and 

I'm going to sit there and talk to you for hours breaking these things down, you're 

supposed to be able to relate right off the bat. Now, I'm going to say either he doesn't 

want to relate to it, and that's what's going to hurt even more because he already knows 

where we come from, or he doesn't know. 

Another participant echoed this sentiment: "Sometimes people can be in that particular culture, 

and they just don't get it." 

Regardless of the focus group, these experiences of discrimination can profoundly 

affect seeking help in the future. A participant of the LGBT+ focus group described the effect 

that these experiences had on her:  

You might be having problems, but because they treated you different because you 

were gay, now you're not seeking help. You're not going because of that. This is where 

the mental health people don't get the treatment that they need. That's why all kinds of 

things have happened because they're pushing people away from getting treated. 

That's what I think about it. 

Lack of Resources to support them  

Many participants stated that there is a shortage of resources available to support them 

and other members of their group. This was a particular topic of discussion in the LGBT+ 

group. Participants spoke about how several years ago, a pamphlet was distributed that listed 

health care providers who identified as LGBT+ or were LGBT+ friendly. However, the pamphlet 



is no longer available, and it is valuable for both adults and youth. One participant described 

what a difference it made to have that resource available: 

For me, I've been very fortunate. I also came out back in the day when they had guides 

that identified therapist who were gay friendly or self-identified as LGBT+. That was as 

great resource. We no longer have that. It's going to come back I hear, but for right now 

we don't have that. And I would like to see that feature added that we can call up. Again, 

it doesn't matter if the therapist identifies LGBT+, as long as they have experience 

working with our population. 

Without a resource like that, one described the attempt to find an LGBT+ clinician: "That's 

finding a needle in a haystack." Outreach to the LGBT+ community about available behavioral 

health support was also important, particularly with the identification of LGBT+ clinicians:   

Right, but that's why I think it's a resource thing that you should be able to know, and be 

able to check. Have the people answer the call be able to say, yes here's a lesbian blah, 

blah, blah. Then it's over and done. Then if you feel like it's appropriate to discuss it with 

your clinician then you do. If you don't, you just know that we both have the same 

whatever. 

Lack of resources was also discussed in the Hispanic focus group, particularly around 

language and translation. Many participants recounted experiences in which misunderstanding 

and lack of communication due to speaking different native languages or alternative 

understanding of colloquialisms hindered them from getting the proper care: "I think there 

should be a translator in each agency. Otherwise, we go there and they don't know our 

language and they will postpone your appointment and say you have to come back again 

because the person that really speaks Spanish is not available." Not understanding the 



language and having Spanish-language resources were significant barriers for one participant: 

"I don't know as far as the Latinos. I think that my experience is just the language barrier, the 

bilingual barrier and the understanding of the culture and the lack of information for resources." 

In discussing resources for their communities within all three focus groups, the dialog 

about community outreach and services became a channel for sharing the resources that 

some of the participants did use. Many participants expressed that they otherwise would not 

have been privy to that information, which reinforces the need for a more organized approach 

to developing resources and conducting outreach to each community to inform them about 

what is available. 

Discussion 
 

Many of the findings in these focus group data provide more in-depth insight into these 

communities' health disparities that have been previously documented and discussed. While 

the young adult and adult focus groups revealed some different themes, there also was 

significant overlap in their mental healthcare experiences based on race, ethnicity, and culture. 

Many participants had experiences of discrimination and inequity in the health care system that 

affected their willingness to seek and chances of receiving behavioral health services. This 

theme reflects a long history of bias and discrimination in health care based on race (Byrd 

1990, Delphin-Rittmon, M., Bellamy, C. D., Ridgway, P., Guy, K., Ortiz, J., Flanagan, E., & 

Davidson, L. 2013, Hollar 2001, Sabshin, Diesenhaus et al. 1970, Saha 2008), and more 

recently documented for sexual orientation (Holley, Tavassoli et al. 2016, Kidd, Veltman et al. 

2011) and mental health care. 

For most focus group participants, while it was often helpful to have a clinician with a 

similar racial or cultural background, cultural understanding and a willingness to learn were 



often more critical attributes to establishing a connection between clinician and client. Having a 

shared experience often allowed participants to feel more comfortable and vulnerable with their 

clinicians and less fearful about judgment or systemic repercussions.  Delphin et al., (2013) 

also found that participants reported numerous positive experiences with clinicians of similar 

backgrounds. Still, clinicians from dissimilar backgrounds could also be helpful if they showed 

professionalism and worked hard to help.  Findings from both studies are similar to previous 

results that ethnic matching alone does not translate into positive outcomes (Cabral 2011) and 

that ethnically dissimilar providers can be helpful if they implement multicultural care practices 

(American Psychological Association 2003).  One near-universal criticism was that therapy 

experiences were often not person-centered or individualized, with many participants 

expressing that they did not feel that their individual needs were recognized or respected.  

Participants reported this despite decades of federal policy calling for person-centered care 

(Crossing the Quality Chasm: A new health system for 21st century America. 2001). This need 

for person-centered care was particularly acute for Spanish-speaking participants who 

emphasized how crucial it is to have clinicians who speak Spanish and materials in Spanish 

available. In Delphin et al., (Delphin-Rittmon, M., Bellamy, C. D., Ridgway, P., Guy, K., Ortiz, 

J., Flanagan, E., & Davidson, L. 2013), Spanish-speaking participants similarly discussed how 

language barriers resulted in feelings of isolation, loneliness, depression, and anger. Access to 

healthcare services in one's language is also central to the current federal standards intended 

to reduce health disparities, the Culturally and Linguistically Appropriate Services (CLAS) 

standards.   

All of the focus groups illuminated the need for outreach to communities to engage 

people (Wilson, Yoshikawa 2007) and the need for population-specific resources for support, 



such as health care providers who were knowledgeable or helpful for people who identify as 

LGBT+.  Increasing community outreach has long been a tenet of providing culturally 

competent care (Chin, Walters et al. 2007).    

Participants also offered many recommendations, but there were five that appeared 

multiple times and are summarized below. One of the recommendations regarding addressing 

the high turnover of clinical staff was a general recommendation for improving care across the 

board but was not directly related to the health disparities they experienced due to their race, 

ethnicity or sexual orientation. 

 The Need for Community Outreach and Advocacy: Among all groups, this was the 

primary recommendation. Even if the resources are available, it is of no use if no one 

knows they are there. It is also the case that specific groups may be less aware of 

resources than others and that targeted outreach may reduce disparities in access. 

 Fixing High Turnover Rate of Clinicians: This was a cause of concern for all groups. 

Participants talked about how going from one clinician to the next discouraged them 

from seeking the help they needed. 

 Cultural Awareness and Training: Provide cultural training to clinicians so they 

understand their clients better. This would create more understanding between the 

patient and the clinician and build a relationship of trust.  

 Translation/Interpretation Services: For participants that spoke Spanish, this was the 

number one recommendation. Understanding your clinician at the most basic level is 

vital to gaining the care that is needed.  Although this point is often discussed in the 

literature, there remain a profound absence of interpretation and culturally appropriate 

translation services for non-English speakers within the service system. So it is worth 



continuing to reflect on the experience of non-English speakers to emphasize this point. 

 More Clinicians/Counselors with lived experience: This recommendation was mainly for 

those with substance use problems. Many participants believed that it was better to talk 

to someone who knows first-hand exactly what they are going through based on having 

lived with similar challenges. Participants may feel that lived experience with substance 

use provides a common ground for the relationship and increases the likelihood that the 

clinician will understand and relate to the member's situation and experience. 

In sum, participants in this study identified experiences of discrimination and alienation 

due to their minoritized group status while receiving healthcare services that have been 

documented previously and offered multiple helpful recommendations for how behavioral 

health services can better meet their needs.  Many of these recommendations are in line with 

federal standards, including the CLAS standards.  Now the task is for behavioral health 

systems need to understand and implement these recommendations. 
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