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Purchasers have expressed longstanding concerns about 
the availability and quality of mental health care, and 
these concerns have increased since the onset of the 
COVID-19 pandemic. 

According to data supplied by the American Psychiatric 
Association, employees with unresolved depression 
experience a 35% reduction in productivity, contributing 
to a loss to the U.S. economy of $210.5 billion a year in 
absenteeism, reduced productivity, and medical costs.1 
Even after taking other health risks – like smoking 
and obesity – into account, employees at high risk of 
depression had the highest health care costs during the 
three years after an initial health risk assessment.2,3 In 
both government and commercially insured populations, 
around 60% of healthcare spend is attributable to the 
roughly 23% of the population diagnosed with behavioral 
health conditions.4

The COVID-19 pandemic brought attention to the 
prevalence of depression and other behavioral health 
conditions as well as the disparities and inequities in 
health outcomes that exist for racial and ethnic groups. 
Most racial and ethnic groups overall have similar or lower 
incidence of mental health issues compared to whites,  
but they often bear a disproportionately high burden of 
disability resulting from mental health issues.5 As the 
initial identification and diagnosis of mental health needs 
often occurs in primary care, there are opportunities for 
more consistent screening, equitable care and subsequent 
diagnosis of mental health needs. By measuring individual’s 
experience in the primary care setting through the Patient 
Assessment Survey, the Purchaser Business Group on 
Health (PBGH) sought to better understand the current 
state of screening for mental health and access to mental 
health services in California.
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Introduction

Purchasers have expressed longstanding concerns about the availability and 
quality of mental health care, and these concerns have increased since the 
onset of the COVID-19 pandemic. Questions have been raised about access  
to care, physician attention to behavioral health issues, timeliness of care, 
and, ultimately, whether patients believe their needs are being addressed.6,7 
All of these concerns may be expressed to a greater or lesser degree by 
specific patient groups defined by language, race/ethnicity, insurance 
coverage, or educational background.8

This issue brief provides an overview of both the performance of specific 
behavioral health screening and referral services in primary care and 
recent changes in patients’ perceived quality of care. California physician 
groups have been collecting patient experience reports from a statewide 
standardized survey, called the Patient Assessment Survey (PAS), for many 
years. Recent surveys included supplemental questions about patients’ 
experience with behavioral health care during physician visits that 
occurred in the Fall of 2020 and Fall of 2021. PBGH conducted surveys of 
17,659 California primary care patients who received care in Q3 2020 and 
an additional 14,785 patients receiving care in Q3 2021 to understand their 
access to and receipt of mental health services. 

Background
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The PAS survey asks about  
several milestones in the typical 
care process. 

1.	 Did the provider ask about 
any mental health symptoms 
the person experienced? 
This report refers to this as 
“screening.” 

2.	 For those who were screened 
and felt they needed mental 
health care, did the provider 
recommend any mental health 
service, such as a referral to 
counseling or medication? 

3.	 For those who did have  
a recommended service,  
did they get the care they 
needed and did they get it  
in a timely way?
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Summary of Key Findings and Trends
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Key Findings 

California primary care practices have an important 
opportunity to improve depression and other mental 
health screening based on a statewide survey to 
understand patients’ access to and receipt of mental 
health services. Moreover, access and service delivery  
were rated lower by Asians or Asian Americans 
(henceforth termed “Asians”), Blacks and Native 
Americans and by non-English speaking patients. PBGH 
administered surveys to 17,659 California primary care 
patients who received care from August to October 2020 
and an additional 15,513 patients receiving care from 
August to October 2021 to understand their experience.

•	 Fewer than 44% of patients reported being screened 
for depression during a primary care visit. Among 
Medicaid enrollees, 49% reported being screened.

•	 Screening rates in primary care showed a small but 
significant increase from 2020 to 2021, moving from 
43.9% to 45.1% statewide (p=0.038). 

•	 Of those who felt they needed mental health care 
in 2020, and for whom their doctor recommended 
it, 77% were able to receive care and 73% said their 
care was available in a timely way. Both of these rates 
declined significantly by 2021 – to 73% able to receive 
care and 68% getting care in a timely way (p=0.000).

•	 For patients who felt they needed care but it was  
not recommended by their doctor, it was even  
harder to access care. Just slightly over one-third  
of patients who felt they needed care stated that  
they received care in a timely way, e.g., 37% in  
2020 and 35% in 2021.

•	 The rate of getting needed care for those reporting  
Fair or Poor mental health fell from 54% to 51% 
between 2020 and 2021. 

•	 The survey results indicate far lower mental health 
screening, referral, and service delivery results for 
Asians or Asian-Americans, particularly those not 
speaking English, with non-English speaking Asians 
19% less likely to be screened and 10% less likely to 
get needed care. 

•	 Blacks and Native Americans also reported 
significantly lower ability to access care, e.g., 
6.9% less likely in 2020 and 9.3% less likely in 2021.

•	 Across all racial and ethnic groups, the primary 
language spoken at home strongly influences the 
results with non-English speakers less likely to be 
screened for depression or obtain needed care. English 
speakers were 9% more likely to be screened for 
depression and 10% more likely to get mental health 
care in a timely way than non-English speakers.

Implications

The answers to these questions are important for several 
audiences. 

•	 Health care providers should use the data to identify 
gaps in screening and referral practices across the 
care continuum and consider more intentional 
follow-up to ensure that all patients are getting 
recommended care. 

•	 Purchasers and payers should examine these data 
to see if current payment and network policies are 
achieving desired results. 

•	 Policymakers need to understand whether people 
with mental health concerns are being identified, 
have access to appropriate providers, and are 
ultimately getting the care they need. In addition, 
they need to understand if these needs are more 
acute for specific, traditionally undeserved groups.
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There are many reports of increased mental health 
burden associated with the COVID-19 pandemic.9 The rate 
of self-reported depression and anxiety symptoms in the 
PAS survey increased slightly (but significantly) between 
2020 and 2021 – from 16.5% to 17.5% of respondents. The 
change in self-reported mental health burden may have 
been small during this period because the second survey 
window occurred after the general adoption of vaccines 
and the lessening of COVID-19 restrictions in late 2021.10

1.   Depression Screening

In California medical groups, screening for mental health 
concerns remains low: under 45% in primary care and 
about 20% in specialty care. Primary care providers 
were somewhat more likely to screen those who were 
experiencing lower mental health, screening about 52% 
of those self-rating their mental health as Fair or Poor 
compared to 43% of those self-rating as Excellent, Very 
Good or Good. Medicaid providers do slightly better 
– screening about 53% of their patients. The higher 
screening rates by Medicaid providers may be attributed 
to federal, annual reporting requirements for community 
health centers to screen for depression.,11,12 Note that 
higher screening rates have been reported from many 
primary care networks that have worked to increase these 
rates through focused quality improvement initiatives. 
UCSF primary care practices, for example, improved their 
screening rate up to 89% by 201913 and Cleveland Clinic 
reported a 69% rate in 2016.14

Screening rates in California primary care showed a 
small but statistically significant increase from 2020 to 
2021, moving from 43.9% to 45.1% statewide (p=0.038). 
Medicaid primary care providers showed an even greater 
improvement, going from 48.6% to 53.3% (p=0.011).  
(See Table 1.) Specialty practices did not show any gains  
in screening rates. Screening rates were about 10% lower 
in urgent care settings compared with routine primary  
care appointments.

43.9%

All Patients Medicaid Only People Reporting Fair 
or Poor Mental Health

45.1%
48.6%

53.3%
51.0% 53.3%

Table 1: Trends in Screening for Mental Health (2020-2021)

2020 2021

2.   Physician Referral Services

These data do not indicate the results of depression 
screening. Instead, we evaluated whether patients who 
believed they needed behavioral health care reported 
being screened and subsequently referred for care.15  
The rate of physician referral to mental health services  
for those who were screened (regardless of the outcome  
of the screening) declined slightly between 2020 and  
2021, from 38.1% to 37.6%

3.   Ability to Get Needed Care 

Of those who felt they needed mental health care in 2020, 
and for whom their doctor recommended it, 77% were 
able to receive care and 73% said their care was available 
in a timely way. Both of these rates declined significantly 
by 2021 – to 73% able to receive care and 68% getting care 
in a timely way (p=0.000). (See Table 2.)

Results
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Patients who said they needed care and also self-rated 
their mental health status as “Fair” or “Poor” had less 
success getting mental health care than those with higher 
self-rated mental health who also said they needed it. 
Only 51% of those rating their mental health as “Fair” or 
“Poor” successfully got mental health care compared to 
70% of those reporting “Good” to “Excellent” self-rated 
mental health. (See Table 2.)

Overall, these findings suggest less than optimal 
behavioral health care – screening rates below 50% 
and more than one-fourth of people with self-identified 
symptoms at a primary care visit not able to get care in 
a timely way. But California PCPs performed better at 
screening and recommending care for those patients 
who reported more serious mental health burden than 
for those with lesser need. Despite the better screening 
activity, providers failed to help many of these sicker 
patients actually receive needed mental health care.  
In the 2020 sample, for example, of the 12.5% who self-
reported “Fair” or “Poor” mental health, 51% said they 
were screened (versus 43% of those reporting better 
mental health), 40% said their doctor recommended  
care (versus 16% of those in better health), but only 53% 
said they received needed care (versus 58% of those in 
better health). 

By late 2021, those with fair or poor self-reported mental 
health experienced somewhat better rates of screening 
(per Table 1) and care recommendations, but their rate of 
actually getting care fell significantly. The rate screened 
went from 51% to 53%, the rate of getting a physician 
recommendation went from 40% to 42%, but the rate of 
getting needed care fell from 53% to 50%. (See Table 2.)

The data suggests that primary care doctors became more 
aware of addressing mental health needs by late 2021, but 
the barriers to actually getting mental health care for 
those in need did not diminish. It’s also worth contrasting 
these rates with the higher rates of getting care reported 
above. Note that for those who felt a need for care, had 
higher self-rated mental health and whose doctor 
recommended it, access was fairly good. But for those 
who reported poor or fair mental health, access was  
not good even with their PCP’s recommendation. In  
other words, the low 40% rate of recommended care for 
those in worse mental health translates to poor access  
to needed care. 

Related to this are the respondents who felt that they 
needed mental health care but care was not recommended 
by the doctor; for these respondents, it was harder to 
access care and the rate at which they were able to access 
care declined between 2020 and 2021. In 2020, 56% of 
those who said they needed care were “always” able to get 
it but just 37% saying they got it in a timely way. By 2021, 
only 51% were always able to get it and only 35% got it in  
a timely way. This decline in access between the two 
survey windows also occurred in terms of addressing 
unmet physical health needs; 65% of those reporting 
physical health symptoms were able to “always” get care 
in 2020 and this fell to 62% a year later.

38.1%

People Who 
“Needed Care”

People Reporting  
Fair or Poor  

Mental Health

People Who  
“Needed Care” 

and Who’s Doctor 
Recommended Care

37.6%

51.0% 50.0%

77.0% 73.0%

Table 2: Trend in Receiving Mental Health Services in a 
Timely Way (2020 - 2021)

2020 2021
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4.   Disparities in Screening, Referral, and Getting Needed Care

The survey data across both survey years reveal some care patterns that reflect disparities in access to needed care. 
Patients who said they felt they needed mental health care were more likely to be younger, female, college-educated and 
white. The average self-reported mental health score was correspondingly lower for those groups. For the most part, 
physician screening rates reflected this pattern, though providers were more likely to screen patients who were Hispanic 
or Black despite those groups reporting lower rates of self-identified need. (See Table 3.)

-0.34%

B
lack

Asian
-8.34%

2.42%

7.55%

-8.69%

-0.90%

6.66%

-0.04%
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N
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N
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O
lder

Low
er Education Level

Table 3: Disparities in Screening for Mental Health Concerns
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Of those who felt they needed care, respondents identifying 
themselves as Black, Native American or Asian were least 
likely to ultimately get mental health care. (See Table 4.) 

The survey results indicate far lower mental health 
screening, referral and service delivery results for Asians, 
particularly those not speaking English. Asians reported 
better mental health than the general population, but 

English-speaking Asian Americans were 8% less likely 
to be screened, and non-English speaking Asians were 
19% less likely to be screened. Similarly, of those who felt 
they needed care, Asians were about 10% less likely to 
get it. English-speaking Hispanics were able to get care at 
rates similar to the general population, but non-English 
speaking Hispanics were 3% less likely to get it and 9% 
less likely to get it in a timely way.

-6.92%

B
lack

Asian

-7.29%

0.89%

-9.27%
9.6%

H
ispanic

N
ative Am

erican

N
on-English Speaking

Table 4: Access to Mental Health Services in a Timely Way by Race/Ethnicity Compared to White English-Speakers
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The rate at which California physicians screen and 
provide follow-up recommendations for mental 
health needs remains low but showed signs of modest 
improvement between 2020 and 2021. Unfortunately,  
the small improvements in screening and referral are  
not matched by more frequent reports of successful 
receipt of mental health care.

Asians and non-English speakers of all backgrounds 
are significantly less likely to be screened, referred and 
ultimately receive needed mental health care. Blacks and 
Native Americans also reported significantly lower rates 
in their ability to access care. This survey does not shed 
light on the causes of poor access to care, beyond the low 
rate of physician screening and referral. But the fact that 
those in better mental health and English speakers are 
more likely to get needed care may suggest that broader 
community factors continue to limit access. Certainly, 
people with poorer mental health as well as those with 
limited English skills may have more difficulty navigating 
the health care system and therefore accessing needed 
health care services. 

The disparities in mental health care revealed by the survey are more strongly associated with the primary language 
spoken at home than with racial or ethnic group or educational attainment. English-speakers are consistently more likely 
to be screened, have care recommended and be able to get care. (See Table 5.)

Screened

47.0%
39.0%

Recommended 
for Care

20.0% 17.0%

Able to Get Care  
— Always

44.0%
32.0%

Able to Get Timely 
Care — Always

38.0%
31.0%

Table 5: Disparities in Mental Health Service Provision by Primary Language Spoken

English Speaking Non-English Speaking

Summary
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About the Purchaser Business Group  
on Health (PBGH) 
Purchaser Business Group on Health (PBGH) is a nonprofit coalition 
representing nearly 40 private employers and public entities across the U.S. 
that collectively spend $350 billion annually purchasing health care services  
for more than 21 million Americans and their families. PBGH has a 30-year 
track record of incubating new, disruptive operational programs in partnership 
with large employers and other health care purchasers. Our initiatives are 
designed to test innovative methods and scale successful approaches that  
lower health care costs and increase quality across the U.S. 
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