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I treat mental illness every day, yet I cannot
find mental health treatment when I need it

Marcela Almeida

Harvard Medical School, Boston, Massachusetts 02115, USA and Cambridge Health Alliance, Cambridge, MA 02139,
USA

At the end of a long work day, I checked my messages, my eyes dazzling in excitement at one
of them in particular. ‘I’m ready. Can you find me a psychiatrist’? An old friend had been con-
templating getting mental health treatment for quite some time, but along the way, there were
stigma, cultural misperceptions, and hope that his symptoms would resolve on their own.
I received his request with exhilaration and relief, knowing how much it would benefit him
and his family. I work as a psychiatrist for a large and prestigious organization in the
Boston area and was certain that in no time my friend would be connected with a great clin-
ician and would soon feel a lot better. That certainty quickly became astonishment at the sad
realization that his reluctance to get help was not the most significant obstacle: help simply was
not available.

The old adage ‘Help Is a Phone Call Away’ does not apply to psychiatric care. In this case,
help was countless emails, text messages and phone calls away – first to close friends, then
not-so-close friends, colleagues, acquaintances and then random people recommended by
all of the above. From ridiculously long waitlists to practices not taking new patients, or clin-
icians who had to cut back their hours to accommodate their increased childcare responsibil-
ities due to the pandemic, my friend remained untreated and I, perplexed.

Having worked with underserved populations most of my adult life, I was well aware of the
scarcity of resources and limitations of access to healthcare. I knew that, frequently, one’s zip
code is a more important health determinant than one’s genetic code. From my upbringing
in Latin America, I knew, for example, that about three-quarters of people with serious mental
illness in less-developed countries do not receive treatment (Demyttenaere et al., 2004). I vividly
remember patients’ reports that they had to cut their pills in half so that they would last until
their next visit with the doctor, only to decompensate in the interim. Sadly, I also lived through
similar statistics and experiences while practising psychiatry on the South Side of Chicago.

Never would I have imagined, however, that this highly educated, wealthy, well-connected,
white man would face any barriers in Boston, Massachusetts, a medical oasis with some of the
best hospitals and doctors in the world and a ridiculous abundance of medical schools and
training programs. Intrigued, I proceeded to investigate the reasons behind it. In this particular
situation, we faced an unfortunate combination of clinicians who were instantly overloaded by
the growing demand for psychiatric care incurred from the pandemic and doctors who had to
reduce their clinical hours in order to accommodate eldercare or childcare needs after the clo-
sures of schools and daycare centres, all superimposed to the underlying chronic shortage of
psychiatrists and some other network regulations that dictate where one may receive specia-
lised care based on the location of their primary care provider.

According to Mental Health America, the nation’s leading community-based advocate for
those living with mental illness, more than half of adults with a mental illness receives no treat-
ment, a number that has merely improved in the past decade (https://www.mhanational.org/).
States are ranked based on a complex algorithm that includes access to insurance and treat-
ment, special education and workforce availability. Ironically, in their current edition,
Massachusetts ranks first, meaning it has the highest rates of access to care and availability
of mental health providers nationwide. Mental health workforce ranged from 180:1 in
Massachusetts to 1100:1 in Alabama. Prevalence of untreated adults with mental illness ranged
from 41.4% in Massachusetts to 66.0% in Nevada.

The global impact of mental illness has been well-studied. We now know that mental illness
constitutes an estimated 7.4% of the world’s measurable burden of disease (Becker and
Kleinman, 2013). It causes more economic burden, for example, than each of four other
major categories of noncommunicable disease: diabetes, cardiovascular diseases, chronic
respiratory diseases and cancer (Bloom et al., 2011; Chen et al., 2018). Major depression
alone represents the second leading cause of years lost to disability (Becker and Kleinman,
2013) and is expected to be the largest contributor by 2030 (WHO, 2004; Franklin et al., 2019).

Nevertheless, resources remain scarce and difficult to access, and the financial allocation for
mental health care continues to shrink. The United States Department of Health and Human
Services’ fiscal year 2020 Budget Request for substance abuse and mental health is $5.68 bil-
lion, a decrease of $65 million from last year. The budget request for next year is $5.74 billion,
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a decrease of $142 million from this year (Department of Health
and Human Services, 2020). The situation is worse in low-income
countries, some dispensing a meagre 0.5% of the total health bud-
get to mental health (Hock et al., 2012).

Approximately 20% of adults struggle with mental illness
annually in the USA, the equivalent to 43.4 million Americans.
Suicidal ideation and suicide rates are increasing. Between 2001
and 2017, the total suicide rate increased by 31% from 10.7 to
14.0 per 100 000. In 2017 alone, it claimed the lives of 47 000 peo-
ple. Suicide was the second leading cause of death among indivi-
duals between the ages of 10 and 34 (Center for Disease Control
and Prevention, 2018) and more than half of suicidal patients do
not receive mental health services.

Among the youth, the numbers are equally alarming. Between
13% and 20% of children in the USA have a mental, emotional or
behavioural disorder each year and, while the prevalence con-
tinues to rise, access to treatment remains challenging, particu-
larly among Blacks, Hispanics and children raised by a single
parent. Between the ages of 12 and 17, the prevalence of a
major depressive episode within the past year increased from
8.66% to 13%, 60% of whom did not receive any mental health
treatment, even in states with the greatest access. That is more
than two million youth with a major mental illness who do not
receive psychiatric treatment.

Currently, only about one-quarter of the nation’s mental
health provider needs are met. Barriers to mental health treatment
include:

• Lack of insurance, limited coverage or insufficient finances to
cover costs including copays, uncovered treatment types or
when providers do not take insurance (Mojtabai, 2005).
In the USA, financial barriers to mental health treatment
have increased over the past decade. Despite The Mental
Health Parity and Addiction Equity law, enacted a decade ago
and promising equal coverage of mental health and substance
use services, there is still a significant number of people with
private insurance that does not cover psychiatric conditions.
The proportion of youth with private insurance that does not
cover mental or emotional difficulties nearly doubled, from
4.6% in 2012 to 8.1% in 2017 (Piscopo et al., 2016).

• Shortfall in psychiatrists and an overall undersized mental
health workforce: The Health Resources and Services
Administration (HRSA) projects a substantial shortage of men-
tal health and substance use treatment providers to meet the
demand in 2030, which translates into high burnout rates
among clinicians and long waits for necessary treatment. The
nation needs just over 7000 more mental health clinicians to
fill the provider shortage. In Alabama, for example, there is
one mental health provider per 1260 people (Mental Health
America, 2020)

• Lack of available treatment types (inpatient treatment, individ-
ual therapy, intensive community services): Nearly half of
Americans have had to or know someone who has had to
drive more than an hour roundtrip to seek treatment.
Telehealth has remained vastly underused as an option for
treating mental health issues, with only 7% reporting ever
using it. In Massachusetts, there are approximately 100 patients
waiting for a psychiatric bed on a typical day. On average,
patients with physical health issues waited 4.2 h for a bed,
while mental health patients waited 16.5 h. To be transferred
to another facility, physical health patients had an average
wait of 3.9 h, while mental health patients had to wait for

about 21.5 h. These wait times are longer if you are uninsured
or on Medicaid (Pearlmutter et al., 2017; Mental Health
America, 2020).

• Disconnect between primary care systems and behavioural
health systems. Approximately one-third of Americans did
not get psychiatric help due to not knowing where to get ser-
vices. Among immigrants, the numbers are scarier.
Immigrants receive mental health treatment at much lower
rates compared to American born persons, despite equal or,
more likely, greater needs. One study of Asian and Latino immi-
grants found that only 6% of immigrants had ever received
mental health care, making them 40% less likely than
US-born participants to access services (Lee and Matejkowski,
2012; Derr, 2016). Many turn to family, religious leaders and
friends first, delaying treatment with mental health profes-
sionals or physicians.

The COVID-19 pandemic made the demand for psychiatric
services even higher. Unpredictability and uncertainty, lockdown
and social isolation, financial stress, loneliness, inactivity,
increased use of alcohol and other drugs, and limited access to
basic services, all contribute to the onset or worsening of mental
health issues (Pfefferbaum and North, 2020), but also urged the
development of creative solutions to alleviate people’s suffering
(Patel and Saxena, 2014; Saloner et al., 2018). As a consequence,
many rules governing remote treatment had to be instantly
relaxed. Medications can now be prescribed over the phone and
psychotherapy sessions and groups can be held virtually, even
when patient and clinician are in different states. Hopefully, this
crisis du jour will serve to reaffirm the serious impact of mental
illness in numerous segments of society and to expose the chronic
limitations to access care. The implementation and expansion of
life-saving treatment options may hopefully persist after the pan-
demic, a welcomed and much-awaited silver lining.

Acknowledgments. The author would like to acknowledge Dr. Jacob Venter,
MD, MBA, a fierce advocate for the expansion of mental health access in
Massachusetts.
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