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The foundation for most mental
health services is the relation-
ship between the clinician pro-

viding services and the patient receiv-
ing services (1). There is an a priori
theory that for black patients this re-

lationship is less than optimal, mirror-
ing the racial tensions in society and
contributing to inferior treatment
outcomes for black patients com-
pared with white patients (2–7). This
is based on an implicit assumption

that black patients differ from white
clinicians in their life experiences,
which create subtle and complex per-
sonal constructions of racial identity
that diverge significantly from those
constructed by white clinicians (2–6).

Two clinician factors are frequently
posited to either produce or amelio-
rate outcome differences for black
patients: clinicians’ level of multicul-
tural counseling competency (MCC)
and their race (3,8–10). In a content
analysis covering 20 years of MCC re-
search, Worthington and colleagues
(11) found some evidence that such
competence improves clinicians’
skills with patients from nonwhite
racial-ethnic and cultural minority
groups. Two significant weaknesses
can be found in these studies. First,
70% of the studies were descriptive
field surveys. Second, 80% of the
studies relied on “pseudo-patients,”
leaving some question about the im-
pact of MCC in naturalistic settings
(11,12). Shin and colleagues (13) con-
ducted a meta-analysis of research on
racial matching and found that
matched and unmatched clinician-
patient dyads were similar in service
retention and total number of ses-
sions. In general, matching appears to
be a weak approach to addressing dis-
parities in mental health services, but
no research has examined the impact
of matching on patients’ symptoms
and functioning over time.

Levels of clinician burnout and ed-
ucation have been shown to affect
treatment outcomes (14–16). For this
study we hypothesized that these fac-
tors also influence outcome differ-
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Objectives: Data are limited on how clinicians contribute to outcome
differences between black patients and white patients. Because the cli-
nician-patient relationship is the foundation of mental health services,
understanding clinicians’ role in outcome differences may help identify
evidence-based interventions that decrease disparities and capitalize on
positive differences. Symptoms and functioning in a sample of black and
white adults receiving outpatient services were examined to determine
the effects of their primary clinician on those patterns. Methods: The
study included 551 patients (25% black) with serious mental illness and
62 mental health professionals (21% black) identified as the patients’
primary clinician. Treatment outcomes were measured at baseline and
two follow-ups (two and four months) with the Behavior and Symptom
Identification Scale, a measure of symptoms and functioning. Data were
analyzed with hierarchical linear modeling. Clinicians’ levels of multi-
cultural competence, burnout, and education were analyzed. Results:
Clinicians moderated the relationship between patient race and out-
come differences. There was significant variability among clinicians: ap-
proximately 20% had black patients whose outcomes were worse than
those of their white patients, and 40% had black patients with better
outcomes than their white patients. The only clinician factor predicting
these differences was clinician’s general experiences and relationships
with people from racial-ethnic and cultural groups other than their
own. Conclusions: The occurrence of outcome differences varied across
clinicians, with some clinicians magnifying outcome differences be-
tween black and white patients and others minimizing them. Factors
other than clinicians’ race, multicultural competence, education, and
burnout may contribute to outcome differences between black and
white patients. (Psychiatric Services 62:525–531, 2011)



ences—higher levels of burnout by
decreasing the overall functioning of
clinicians and thereby affecting out-
comes negatively for black patients,
who may require an extra effort to en-
sure the appropriate provision of
services, and higher levels of educa-
tion through greater exposure to
MCC via classroom and continuing
education experiences (17). The few
studies that have examined clinician
factors that may affect treatment out-
comes for black patients have neg-
lected to answer the following basic
questions that are addressed in this
study. Are clinicians empirically
linked to the occurrence of outcome
differences between black and white
patients? Does a clinician’s race and
levels of burnout, education, and
MCC have an impact on the occur-
rence of outcome differences? What
proportion of clinicians produce out-
come differences between black and
white patients?

Methods
Participants were drawn from 13
community mental health centers
(CMHCs) (18–21) located in the Up-
per Mississippi River Basin (UMRB).
The southern region of the UMRB,
comprising southern Illinois, western
Kentucky, eastern Missouri, and
northern Arkansas, has one of the high-
est concentrations of rural blacks out-
side the deep South (22). The UMRB
provides a unique opportunity to
study racial differences in a predomi-
nantly rural context. The CMHCs are
located in micropolitan statistical ar-
eas (micro areas) or core-based statis-
tical areas (CBSA). Micro areas con-
tain at least one urban center of be-
tween 10,000 and 50,000 people as
well as “adjacent outlying counties”
that are socially and economically in-
tegrated with the urban center
through commuting (23). The CBSA
is a more expansive category, contain-
ing a metropolitan statistical area and
one or more adjacent micro areas that
are integrated by close proximity.

Data were collected between 2007
and 2009. CMHC staff introduced in-
terested patients to a research team
member located on site who provided
an overview of the study. After con-
sent was obtained, baseline data were
collected and arrangements were

made for follow-up data collection.
Up to two follow-ups were conducted
at two-month intervals. Clinicians
were invited to participate via mail
and one group meeting held at each
CMHC. All patients were in treat-
ment at the time of the baseline
measure. (There was no random or
purposeful nonrandom assignment of
patients to clinicians.) All methods
were approved by the University of
Illinois at Urbana–Champaign Insti-
tutional Review Board.

Instruments
Clinicians. Clinicians completed
three standardized instruments: the
Universal Orientation Scale (UOS),
Multicultural Counseling Inventory
(MCI), and Maslach Burnout Inven-
tory (MBI). The 20-item UOS (24)
and the 43-item MCI (25) both cap-
ture aspects of MCC. The UOS was
developed to measure nonprejudice
and has moderate positive correla-
tions with measures of empathy and
adequate test-retest and internal con-
sistency reliability coefficients (24).
The MCI is used in a wide body of
MCC research and consistently
demonstrates adequate psychometric
properties (25,26). The four MCI
subscales measure multicultural skills,
awareness, relationships, and knowl-
edge. The MBI is a widely used meas-
ure of burnout that has been normed
on mental health workers (27). It has
three subscales: emotional exhaus-
tion, depersonalization, and personal
accomplishment. Clinicians’ race
and ethnicity and other demographic
variables, such as gender and educa-
tion, were self-reported.

Patients. Treatment outcomes were
measured with the Behavior and
Symptom Identification Scale (BASIS-
24), a self-report instrument that meas-
ures difficulty in several major symp-
tom and functional domains (28–30). It
is used across the diagnostic spectrum
in outpatient settings to measure the
outcome of interventions over time. It
has been normed with black and white
patients (28–30). Respondents are
asked to indicate the degree of difficul-
ty they have experienced during the
past week. Patients’ race and ethnicity
were self-reported, along with gender,
marital status, education, and employ-
ment status.

Administrative data
Patients’ diagnosis, utilization of
medication, number of months in
service at the CMHC at the time of
baseline measure, receipt of psy-
chosocial rehabilitation services, and
hours of service received during the
90 days before the final follow-up
measure were gathered from admin-
istrative data. Patients were provided
with a variety of service packages tai-
lored to their needs, which may have
included individual counseling, group
therapy, psychosocial rehabilitation,
or medication. The possible range of
services available to any patient was
similar across CMHCs. A variety of
therapeutic models shaped these
services; the most common modali-
ties were cognitive-behavioral thera-
py and insight-oriented psychothera-
py. Each patient’s primary clinician
was identified by use of administra-
tive records.

Statistical analysis
The analysis was similar to analyses
utilized in the therapist effects litera-
ture (31–36) and was conducted with
HLM software, version 6.06 (37).
Full maximum likelihood estimation
was used, which permits model com-
parison tests of nonnested models
(38). The model contained three lev-
els: repeated measures of the BASIS-
24 at level 1, patient demographic
and service variables at level 2, and
clinician variables at level 3. Concep-
tually, level 1 represents treatment
outcomes measured over time for
each patient. At level 2, each patient
is described by his or her baseline
score (intercept), treatment out-
comes (slope), and demographic and
service predictors. Level 3 represents
the influence of clinicians on out-
come differences between white and
black clients.

Results
Clinicians
Table 1 presents data on clinician
characteristics. Sixty-two clinicians
who were treating at least one white
and one black patient in the study
were included in the analysis. The
median number of patient partici-
pants per clinician was eight (mean±
SD=8.89±5.24). The median num-
ber of black patient participants per
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clinician was two (mean±SD=2.26±
2.06). Clinicians provided thera-
peutic sessions, coordinated care,
made referrals, and monitored pa-
tient progress.

Patients
Table 2 presents data on patient char-
acteristics. Of the 551 patients in the
study, most relied on Medicaid and
had received CMHC services for sev-
eral years. A total of 340 patients
(62%) completed the baseline inter-
view and the two follow-up inter-
views. During the study, nine patients
(one black) declined to continue par-
ticipation. Black and white patients
differed on a number of characteris-
tics, including hours of services re-
ceived during the study period; black
patients received more service hours
than white patients. Differences in
demographic characteristics and serv-
ice hours between black and white
patients were included as controls in
the final model.

Model comparisons
An unconditional growth curve mod-
el was fit to the data in the first step of
the model-building process (Table 3,
model 1). [Additional data from this
analysis are presented in supplemen-
tal Tables 6 and 7 in an online appen-
dix to this article at ps.psychiatryon-
line.org.] This model included no
predictors of treatment outcomes
other than time; however, it did con-
trol for the clustering of observations
within patients as well as the cluster-
ing of patients within clinicians
(38–40). Each subsequent model was
compared with the unconditional
model to determine which provided
the better fit. This was accomplished
using a chi square test of the deviance
statistics with degrees of freedom
equal to the difference in the number
of parameters estimated (38). The
variance component associated with
treatment outcomes (Table 3) de-
notes how well each model fit the
data, with higher numbers indicating
greater amounts of random (unex-
plained) variance between the ob-
served and predicted treatment out-
comes (38). Subsequent models
sought to further reduce the unex-
plained variance through the inclu-
sion of patient and clinician variables.

The second model represents the
effect of patient-level variables on
treatment outcomes (Table 3). [Ta-
bles 8 and 9 in the appendix at psy-
chyatryonline.org present additional
data.] Although this model controlled
for the clustering of patients within
clinicians, no clinician predictors
were included (37,38). Compared
with the unconditional model, model
2 explained an additional 27% of vari-
ability in treatment outcomes (40).
The deviance statistics showed that
model 2 also fit significantly better
than model 1 (χ2=19.61, df=8, one-
tailed p<.01).

Model 3, the final model, included
all of the patient-level predictors
identified in model 2 plus the clini-
cian-level predictors (Tables 4 and 5).
Compared with the unconditional
model (model 1), the final model ex-
plained an additional 37% of variabil-
ity in treatment outcomes and provid-

ed a significantly better fit to the data
(χ2=29.67, df=21, one-tailed p<.05).
Model 3 did not fit the data signifi-
cantly better than model 2.

Model specification
All patient-level variables (Table 2)
were tested for inclusion in the final
model. Months in service and receipt
of psychosocial rehabilitation services
were excluded because of multi-
collinearity with hours of service. Lev-
el of education, marital status, and liv-
ing situation were excluded because
they were not essential to the stability
of the model and were not significant-
ly associated with outcomes (41).

Of all the patient-level variables
tested, only the effect of race signifi-
cantly varied across clinicians; there-
fore, it was the only predictor treated
as a random effect (39). Subsequent
model building was dedicated to de-
scribing the random effect of race.
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Characteristics of 62 primary mental health clinicians of 551 patients, by race of
clinician

White (N=49) Black (N=13) Total (N=62)

Characteristic N % N % N %

Age (M±SD) 44.74±12.32 45.00±8.92 44.79±11.62
White patients (M±SD)a 7.37±5.32 3.85±3.08 6.63±5.12
Black patients (M±SD) 2.24±1.87 2.31±2.78 2.26±2.06
Femaleb 33 67 13 100 46 74
Graduate degree 33 67 5 39 38 61
Scored in extreme category of 
the Maslach Burnout Inventory 
subscalesc

Depersonalization 7 14 1 8 8 13
Emotional exhaustion 25 51 5 39 30 48
Personal accomplishment 26 53 5 39 31 50

Multicultural Counseling Inven-
tory subscale (M±SD score)

Skillsd 19.10±1.81 19.31±4.42 19.15±2.53
Awarenesse 24.65±4.43 25.69±3.92 24.87±4.32
Relationshipf 22.86±2.41 22.23±2.77 21.94±2.47
Knowledgef 22.78±2.94 22.54±5.13 22.73±3.47

Universal Orientation Scale
(M±SD score)b,g 3.53±.43 3.25±.40 3.47±.44

a p<.01 (two-tailed)
b p<.05 (two-tailed)
c Respondents with scores in the highest category of depersonalization and emotional exhaustion

and in the lowest category of personal accomplishment (indicating burnout)
d Possible scores range from 7 to 28, with higher scores indicating a stronger skill set in conducting

multicultural counseling.
e Possible scores range from 9 to 36, with higher scores indicating greater awareness of multicul-

tural issues.
f Possible scores range from 8 to 32, with higher scores indicating greater numbers of multicultur-

al relationships and interactions or greater knowledge about multicultural counseling issues and
practices.

g Possible scores range from 0 to 20, with higher scores indicating higher levels of nonprejudice.



Level 1 model (repeated measures)
Time was coded to represent the
measurement occasion (baseline=1,
first follow-up=2, and second follow-
up=3). The log-time model was se-
lected because it provided a better fit
than a linear model of time. The log
transformation was necessary to meet
the linearity assumption and merely
changed the scale of the time variable
(38) without altering other properties
of the model.

Level 2 model (patient level)
Predictors of treatment outcomes at
the patient level included a diagnosis
of schizophrenia, male gender, use of
psychotropic medications, being
black, working in a paid or volunteer
capacity, having public insurance,
age, and the square root of hours of
services (42). The original variable for
service hours in the prior 90 days was
highly skewed. Most of these predic-
tors were coded and interpreted as
dummy variables reflecting the pres-
ence or absence of that predictor;
however, both age and root-hours of
treatment were centered on the
grand mean. For centered variables,
each increment in a positive direction
meant that the patient was one year
older or received one root-hour more
service than the “mean patient”
across the entire sample.

The average patient BASIS-24
score at baseline was estimated at
1.49 (Table 4). The average treat-
ment outcome was –.003, which did
not differ significantly from zero.
The average treatment outcome rep-
resented the expected change over
time for a patient with values of 0 on
all dummy variables and who was of
average age and received an average
amount of services. Patient-level pa-
rameters represent increments or
decrements to the average treatment
outcomes.

On average, the effect of patient
race was not statistically significant;
however, this effect was moderated
by clinicians, with substantial variabil-
ity among clinicians in the size and di-
rection of the effect. The random ef-
fect of race had an acceptable relia-
bility (Table 5). This finding answered
the first research question by indicat-
ing that outcome differences did exist
between white and black patients and
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Characteristics of 551 patients receiving outpatient mental health services at 13
community mental health centers (CMHCs), by race of patient

White (N=411) Black (N=140) Total (N=551)

Characteristic N % N % N %

Age (M±SD) 43.46±10.49 42.31±10.06 43.17±10.38
Services received in 90 days 

before final follow-up measure 
(M±SD hours)a 30.64±73.32 83.21±124.32 43.99±91.86

Services received in 90 days before
final follow-up measure (M±SD 
square root of hours)a 3.53±4.27 6.55±6.38 4.30±5.06

Duration of treatment at the CMHC
at baseline (M±SD months) 48.39±50.14 75.34±73.03 55.24±57.97

Received psychosocial rehabilita-
tion during the study perioda 136 33 70 50 204 37

Took psychotropic medication 
during the study period 243 59 81 58 324 59

Diagnosisa

Schizophrenia 95 23 68 49 163 30
Bipolar disorder 91 22 10 7 101 18
Depression 167 41 40 29 207 38
Other 58 14 22 16 80 15

Female 273 66 87 62 360 65
High school diploma or GED 307 75 106 76 413 75
Employed (paid or volunteer, full-

or part-time) 118 29 51 36 169 31
Not marrieda 110 26 72 51 182 33
Lives independently 328 80 110 79 438 80
Receives Medicaid or Medicarea 299 73 117 84 416 76
BASIS-24 subscale score at 
baseline (M±SD)b 1.53±.71 1.49±.78 1.52±.73

Depression 1.78±.97 1.61±1.05 1.74±.99
Interpersonal relationshipsc 1.60±.89 1.80±1.01 1.65±.93
Self-harm .47±.78 .47±.75 .47±.77
Emotional stability 1.98±1.03 1.83±1.19 1.94±1.07
Psychosisa 1.03±.96 1.31±1.11 1.10±1.00
Substance abusea .51±.79 .90±1.00 .61±.86

a p<.01 (two-tailed)
b Behavior and Symptom Identification Scale. Possible subscale scores range from 0 to 4, with high-

er scores indicating increased difficulties with symptoms or functioning.
c p<.05 (two-tailed)

TTaabbllee  33

Information on the fit of three models to predict treatment outcomes of black
and white patients receiving outpatient mental health services

Variance Proportional
component reduction Number of

Model (r1)
a in varianceb Deviance parameters

Model 1: unconditional modelc .42 — 2,219.45 9
Model 2: patient-level predictors 

onlyd .30 .27 2,199.84 17
Model 3: patient- and clinician-level 

predictorse .26 .37 2,189.78 30

a Represents the variability between patients in their rate of change over time
b Proportion of variance in rate of change over time (r1) that is “explained” by the current model

compared with the unconditional model (37)
c Data for model 1 are presented in Tables 6 and 7 in an online appendix to this article at ps.psychi

atryonline.org.
d Data for model 2 are presented in Tables 8 and 9 in the online appendix at ps.psychiatryonline.org.
e Data for model 3 are presented in Tables 4 and 5 in this article.



that those differences were linked to
clinicians.

Level 3 model (clinician level)
To answer the second research ques-
tion, clinicians’ level of education,
MCC, and burnout as well as their
race and gender were included at lev-
el 3 to determine whether these vari-
ables explained the observed differ-
ence between white and black pa-
tients’ outcomes. MCI and UOS
scores (MCC) were centered at the
grand mean such that each unit in-
crease or decrease in the parameter
indicated a clinician’s deviation above
or below the mean among all clini-
cians. MBI (burnout) subscale scores
were dummy coded, with 1 indicating
a score that signified clinician
burnout (27). Other dummy variables
included male gender, having a grad-
uate degree, and whether the thera-
pist was black.

The only variable that significantly
predicted differences in treatment
outcomes was the relationship sub-
scale of the MCI. Higher scores on
that subscale predicted slightly but sig-
nificantly decreased differences in
treatment outcomes (–.094; Table 4),
although substantial variability among
clinicians remained unexplained.

To answer the third research ques-
tion concerning the degree of variabili-
ty in outcome differences across clini-
cians, we used the residuals from level
3 to calculate the predicted treatment
outcomes for a hypothetical white pa-
tient and black patient. Both patients
were in the reference category (coded

as 0) or at the grand mean for all pre-
dictors (other than patient race). For
each clinician, the difference between
the predicted treatment outcomes for
white and black patients was calculat-
ed. Negative values indicated that

black patients’ outcomes were worse
than those of white patients (moderate
disparities, –.25 to –.50 points on the
BASIS-24 5-point scale; substantial
disparities, –.51 or fewer points). Val-
ues near zero indicated the absence of
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Fixed-effects model predicting change in outcomes over time for black and
white patients receiving outpatient mental health services

Fixed effect Coefficient SE df t ratio

Patient-level intercept: average 
baseline BASIS–24 score 1.492 .045 61 33.304∗∗

Patient-level slope 
Average treatment outcome: 

BASIS-24 scorea –.003 .124 542 –.022
Patient age .011 .005 542 2.088∗

Psychotropic medication .067 .123 542 .543
Male patient –.025 .123 542 –.202
Work (paid or volunteer) –.206 .141 542 –1.465
Schizophrenia .086 .157 542 .548
Received Medicaid or Medicare –.234 .137 542 –1.710
Black patient

Average racial difference –.253 .498 48 –.507
Male clinician –.047 .339 48 –.138
Clinician age –.022 .017 48 –1.262
Maslach Burnout Inventory

Emotional exhaustion –.368 .350 48 –1.053
Depersonalization .377 .528 48 .715
Personal accomplishment .203 .246 48 .826

Multicultural Counseling Inventory
Skills –.074 .48 48 –1.558
Awareness .044 .030 48 1.436
Relationship –.094 .043 48 –2.168∗

Knowledge .024 .042 48 .581
Universal Orientation Scale .144 .392 48 .368
Clinician graduate degree .224 .372 48 .603
Clinician race (minority group) .081 .371 48 .219
Number of patients .014 .026 48 .551

Root-hours of service .029 .010 542 2.933∗∗

a BASIS-24, Behavior and Symptom Identification Scale.
∗p<.05 (two-tailed)

∗∗p<.01 (two-tailed)

TTaabbllee  55

Random-effects model predicting change in outcomes over time for black and white patients receiving outpatient mental
health services

Random effect Variance df χ2a Reliability

Level 1: within patients: residual error .120
Level 2: patients within clinicians (N=551)

Variability in baseline BASIS-24 scoreb .348 315 1,351.4∗ .758
Variability in treatment outcomes .262 307 421.5∗ .180

Level 3: between clinicians (N=62)
Variability in mean clinician baseline BASIS-24 score .063 50 121.6∗ .532
Variability in mean clinician treatment outcomesc — — — —
Variability in racial differences .166 37 66.9∗ .189

a The estimated variance components are based on all the data, but the associated chi square statistics are based only on clinicians (N=52) and patients
(N=366) with sufficient data for computation.

b BASIS-24: Behavior and Symptom Identification Scale
c This parameter was not included in the model because of insufficient reliability.
∗p<.01 (two-tailed)



differences between black and white
patients (–.24 to .24 points), and posi-
tive values indicated outcome differ-
ences that favored black patients (mod-
erate differences, .25 to .50 points; sub-
stantial differences, .51 or more
points). The categories denote a differ-
ence of less than 5% in outcomes be-
tween black and white patients was
considered clinically insignificant, be-
tween 5% and 10% moderately clini-
cally significant, and more than 10%
highly clinically significant.

Among the 62 clinicians, seven
(11%) produced substantial outcome
disparities for their black patients
(between –.59 and -1.02 points on the
BASIS-24 5-point scale), five (8%)
produced moderate outcome dispari-
ties for their black patients (between
–.26 and –.46 points), 26 (42%) had
no or virtually no outcome differ-
ences between black and white pa-
tients (between –.24 and .24 points),
nine (15%) produced moderately bet-
ter outcomes for their black patients
(between .31 and .43 points), and 15
(24%) produced substantially better
outcomes for their black patients (be-
tween .82 and 1.34 points) (data not
shown).

Discussion
This study found that treatment out-
comes for black and white patients
varied depending on the clinician
providing the services. Within this
sample of black and white clinicians
providing services to both black and
white patients, approximately 20%
had black patients with worse treat-
ment outcomes than their white pa-
tients, and 40% had black patients
with better outcomes than their white
patients. For the other 40% of these
clinicians few or no differences in
outcomes between black and white
patients were found. The assumption
that black patients treated by white
clinicians receive less than optimal
care does not reflect accurately this
continuum of outcomes. This as-
sumption oversimplifies the complex
relationships between patients and
clinicians and may hinder the devel-
opment of evidence-based practices
that decrease outcome disparities.

Of the clinician factors tested, only
a single dimension of MCC (multicul-
tural counseling competency) pre-

dicted outcome differences among
black and white patients—the degree
of positive experiences and relation-
ships a clinician has with people from
racial and ethnic groups other than
his or her own. Outcome differences
did not appear to be readily influ-
enced by clinicians’ self-reported
race, education, or job burnout or
their MCC skills, knowledge, or em-
pathy, as we had hypothesized. Sub-
stantial evidence indicates that racial
bias is shaped by past experiences and
influences behavior in ways beyond
an individual’s conscious awareness
(43). Prejudices as well as positive
feelings by whites and blacks about
each other are therefore connected to
unconscious perceptions of race and
ethnicity (44). Our findings support
this line of reasoning and suggest that
the traditional approach to reducing
disparities in mental health servic-
es—that is, having all clinicians par-
ticipate in multicultural competency
training—may be less than effective
at decreasing the racial bias of the cli-
nicians associated with outcome dis-
parities.

The most significant limitation of
the study was the naturalistic set-
ting. Considerable disagreement ex-
ists regarding the effects that natu-
ralistic settings may have on out-
comes. To examine clinicians’ role in
producing outcomes, naturalistic
settings may be preferable because
controlled settings purposely mini-
mize clinician differences, such as
those related to patient race (11).
Some argue that naturalistic settings
introduce serious confounds created
by the lack of random assignment of
patients to clinicians and the re-
searchers’ lack of control over treat-
ment regimens (31,33). In our study,
the lack of random assignment
meant that the distribution of black
patients was uneven; some clinicians
saw only one or two black patients.
Clinicians whose black and white
patients had different outcomes
could have been seeing only one or
two black patients, which leaves
some question as to whether the ob-
served differences were related to
patients’ race. The race parameter
had ample reliability and was statis-
tically significant (Table 5), indicat-
ing that the relationship between

clinicians and patient race was not
an anomaly.

Our lack of control over treatment
regimens meant that black patients re-
ceived significantly more hours of
services than white patients. The
hours of services received did not vary
systematically by clinician. Any differ-
ences in hours of services received by
black patients were therefore not
moderated by clinician factors and are
irrelevant to the moderating role clini-
cians played in the outcome differ-
ences associated with patient race.

How variations in the services re-
ceived and the number of black pa-
tients treated by a clinician are relat-
ed to outcome differences warrants
further study. However, insufficient
knowledge of these relationships
should not prevent further study of
clinician functioning in settings such
as CMHCs, where naturally occur-
ring variations in services and patient
mix are likely. In general, more inves-
tigation is needed on the implications
of naturalistic settings and the role of
modeling for validity (31,33).

Conclusions
Outcome differences experienced by
black and white adults with serious
mental illness who were receiving
mental health services from CMHC
clinicians did not consist exclusively
of disparities in which black patients
had worse outcomes than white pa-
tients. Instead, a continuum of differ-
ences was observed, from outcomes
favoring white patients to those favor-
ing black patients. Clinicians’ role in
outcome differences and the reasons
for that role should be reexamined.
Levels of education, burnout, and
MCC and clinicians’ race appear less
important than general experiences
and relationships with people from
other racial and ethnic groups. Per-
haps factors embedded in community
dynamics or organizational function-
ing also play a role, along with experi-
ences and relationships, in shaping
clinicians’ ability to work effectively
with black and white patients (10,45).
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