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In accordance with the Alcohol, Drug Abuse,
and Mental Health Administration Reorgani-
zation Act of 1992, the Substance Abuse and
Mental Health Services Administration defines
serious mental illness (SMI) among adults as
a mental disorder (excluding developmental
and substance use disorders) that results in
serious functional impairment that substan-
tially interferes with or limits 1 or more major
life activities.1---3 In 2012, among adults aged18
years or older in the United States, approxi-
mately 4.1% (9.6 million) had SMI.1 Among
these adults with SMI, 62.9% received mental
health treatment in 2012.1 Adults with un-
treated SMI are at increased risk for diminished
quality of life, co-occurring substance use dis-
orders and medical conditions, hospitalization,
involvement with criminal justice, shortened
life expectancy, and suicide.4---7

SMI is also associated with poverty.8,9 Adults
with SMI are often uninsured or enrolled in
Medicaid.1,8 If they are uninsured, they may
receive treatment through state and local gov-
ernment funding and the Community Mental
Health Services Block Grant. Medicaid, which
covers the remaining poor with SMI, is the largest
source of financing for mental health treatment.3

Among adults with SMI who did not receive
mental health treatment, but perceived a need
for treatment in 2012, 70.7% reported that they
could not afford the cost.10 The Patient Pro-
tection and Affordable Care Act (ACA) of 2010,11

which gives states the option of extending Med-
icaid coverage to uninsured adults younger than
65 years (nonelderly adults) whose family in-
come is below138% of the federal poverty level
defined by the US Department of Health and
Human Services12 (“low-income”), is expected
to cover eligible low-income uninsured noneld-
erly adults with Medicaid.

Using the Kessler-6 (K6) distress scale1 and
2-item Patient Health Questionnaire, 1 study
reported that approximately 0.9 million adult
Medicaid enrollees with serious psychological
distress or depression would also use mental
health services under the ACA’s Medicaid
expansion.13 However, that study has 3 major
limitations. First, the 2 measures neither di-
rectly assessed the presence of a diagnosable
mental disorder based on the criteria specified
in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV) nor
captured functional impairment.14,15 Second,
it controlled for census region and metropoli-
tan statistical area, but did not consider the

differences in Medicaid benefit packages across
states that may influence Medicaid enrollment
rates under the ACA’s Medicaid expansion.16

Third, that study did not adjust for the acces-
sibility of mental health treatment at the county
level and might overestimate the ACA impact.
For example, 80% of US counties in 2008
were designated as Mental Health Professional
Shortage Areas, and more than one third of
counties did not have outpatient mental health
facilities that accepted Medicaid.17

Importantly, 27 states (and the District of
Columbia) are currently expanding Medicaid un-
der the ACA.18 The potential changes for receipt
of mental health treatment, once low-income
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uninsured adults with SMI are enrolled in
Medicaid under the ACA, are unknown in
these 28 states. Little is known about the
potential changes in receipt of mental health
treatment in the United States as a whole, if all
of the states eventually move forward with
Medicaid expansion. Understanding these
changes will help inform planning and imple-
mentation efforts for the Medicaid expansion
under the ACA and better meet mental health
treatment needs among new Medicaid enroll-
ees with SMI.

We examined differences in the receipt of
mental health treatment between low-income
uninsured nonelderly adults with SMI and their
Medicaid counterparts in these 28 states and in
United States as a whole, while adjusting for
their sociodemographic factors, health status,
perceived unmet need for mental health treat-
ment, severity of mental illness, differences in
Medicaid benefit packages across states, and
accessibility of mental health treatment at the
county level. We used the SMI definition
according to the 1992 Alcohol, Drug, and
Mental Health Administration Reorganization
Act. This definition was used for distributing
the Community Mental Health Services Block
Grant and as one of the conditions determining
Medicaid eligibility across states. Because SMI
is often undiagnosed and untreated among
low-income adults, we did not rely on existing
mental health diagnoses that are conditional on
health insurance or health care utilization.8,13,19

Using state and nationally representative sur-
vey data that assess SMI in the 28 states and the
United States as a whole, we tested the following
hypotheses: (1) in the 28 states (currently
expanding Medicaid), the model-adjusted prev-
alence (MAP) of receiving mental health treat-
ment in the past year among Medicaid-only
enrollees with SMI was significantly greater than
their uninsured counterparts; and (2) in the
United States (if all states eventually move for-
ward with Medicaid expansion), the MAP of
receiving mental health treatment in the past
year among Medicaid-only enrollees with SMI
was significantly higher than their uninsured
counterparts.

METHODS

The only existing data source meeting all of
our study criteria was the National Survey on

Drug Use and Health (NSDUH). We first
examined data from 3200 sampled persons
ages 18 to 64 years who participated in the
2008 to 2013 NSDUH, who had family in-
come less than 138% of federal poverty level
(based on family income, size, composition [e.g.,
number of children], and respondent’s age),1,20

who met the criteria for having SMI in the
past year, and who were either uninsured
(n =1400) or covered by Medicaid-only
(n =1800) at the time of survey interview.

NSDUH is conducted by the Substance
Abuse and Mental Health Services Adminis-
tration and provides nationally and state rep-
resentative data on SMI among the civilian,
noninstitutionalized population aged 18 years
or older. Persons without a household address
(e.g., homeless persons not in a shelter), active
duty military personnel, and residents of in-
stitutional group quarters (e.g., hospitals, nurs-
ing homes, or prisons) are excluded from the
survey.1,20 However, NSDUH covers homeless
persons who lived in shelters at the time of
survey interview and includes adults who were
institutionalized sometime during the past year
and were discharged from the institution at the
time of survey interview. The Substance Abuse
and Mental Health Services Administration
requires that any description of overall sample
sizes based on the restricted-use data files has
to be rounded to the nearest 100 to minimize
potential disclosure risk.

Because we examined potential changes in
seeking mental health treatment because of
switching from being uninsured to Medicaid
under the ACA, and because issues related to
continuous insurance coverage were common
among the uninsured and unstably insured,21

we excluded certain respondents from the bi-
variate and multivariable analyses to reduce
potential biases (Figure 1). If respondents
reported having no health insurance at the time
of survey interview and reported that it had
been more than 1 year since they last had any
kind of health insurance, they were considered
as “full-year uninsured.” If respondents
reported having Medicaid-only at the survey
interview and reported having continuous in-
surance coverage over the past12 months, they
were considered as having “full-year Medicaid-
only” coverage. We limited our sample to
those who were either full-year uninsured
(n=1000) or full-year covered by Medicaid-only

(n =1000) for the analyses at the national level.
For similar analyses related to the 28 states, we
limited our sample to those who were either
full-year uninsured (n = 500) or were full-year
covered by Medicaid-only (n = 700).

To control for the impact of accessibility of
mental health treatment on mental health
treatment seeking, we used Federal Informa-
tion Processing Standard state and county
codes and linked the 2008 to 2013 NSDUH to
the 2010 National Mental Health Services
Survey data at the aggregated county level and
linked to the 2011 Area Health Resources
Files at the county level. The 2010 National
Mental Health Services Survey is the most
recent data set available on all known US
public and private facilities providing mental
health treatment to persons with mental ill-
ness.22 The 2011 Area Health Resources Files
are the most recent files with earlier years of
data, including health workforce data for every
US county.23

Measures

Serious mental illness. NSDUH defines SMI
among adults aged 18 years or older as
currently or at any time in the past year having
had a mental disorder (excluding develop-
mental disorders and substance use disorders)
of sufficient duration to meet diagnostic criteria
specified within the DSM-IV,24 that resulted in
serious functional impairment substantially in-
terfering with or limiting 1 or more major life
activities. This SMI definition is consistent with
the Alcohol, Drug Abuse, and Mental Health
Administration Reorganization Act of 1992.

To generate estimates of SMI in the United
States, the Substance Abuse and Mental Health
Services Administration and the National In-
stitute of Mental Health implemented the
Mental Health Surveillance Study. In the Men-
tal Health Surveillance Study, 5700 NSDUH
sampled adults participated in a follow-up
telephone interview by a trained mental health
clinician using the Structured Clinical Interview
forDSM-IV-TRAxis I Disorders. Using the data
collected by the Mental Health Surveillance
Study, a model was developed to predict SMI
based on questions on psychological distress
(past-year K6 scale), impairment (truncated
version of the World Health Organization
Disability Assessment Schedule), serious sui-
cidal ideation, major depressive episode, and
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age.14,15 Then using this prediction model,
past-year SMI status (yes/no) and the predicted
probability of having SMI (a continuous score)
were determined for each respondent in the
NSDUH adult samples. We used the binary
SMI variable to identify those with SMI and the
continuous SMI variable to control for the
severity of mental illness.

Data from the Mental Health Surveillance
Study showed that this SMI prediction model
had a sensitivity of 0.51 and a specificity of
0.98 in predicting SMI. Compared with the K6,
which predicted SMI in an earlier study,25 this

SMI model showed a higher sensitivity value
and a similar specificity value, reduced the
differences between clinical sample estimates
and the model-based estimate, and improved
the face validity (by including the functional
impairment variable).26

Receipt of mental health treatment. NSDUH
asked all adult respondents to report the re-
ceipt of outpatient or inpatient mental health
treatment or receipt of prescription medication
for mental health problems in the past year.
Sociodemographic characteristics. We exam-

ined age, gender, race/ethnicity, education

status, marital status, employment status, met-
ropolitan statistical area, and region. Because
Medicaid benefit packages vary considerably
across states, we also assessed “state” in our
analyses to control for variations across states.
States currently expanding Medicaid. We cre-

ated a variable indicating whether the state where
the respondent resides was expanding Medicaid
(yes/no). States coded “yes” included Arizona,
Arkansas, California, Colorado, Connecticut,
Delaware, District of Columbia, Hawaii, Illinois,
Iowa, Kentucky, Maryland, Massachusetts, Mich-
igan, Minnesota, Nevada, New Jersey, New
Hampshire, New Mexico, New York, North Da-
kota, Ohio, Oregon, Pennsylvania, Rhode Island,
Vermont, Washington, and West Virginia.18

Health status.NSDUH asked adult respondents
if they were told by doctors or other health
professionals that they had hypertension, heart
disease, diabetes, stroke, asthma, and HIV/AIDS
during their lifetime. NSDUH captured a respon-
dent’s self-rated health and the number of past
12-month emergency room visits (for any rea-
son). NSDUH assessed whether respondents had
past 12-month substance use disorders (alcohol
use disorders only, illicit drug use disorders, both
alcohol use and illicit drug use disorders, or
none) according to the DSM-IV criteria.24

Unmet need for mental health treatment.
NSDUH asked all respondents whether they
perceived unmet needs for mental health
treatment any time in the 12 months before the
survey interview (yes/no).
Variables from the National Mental Health

Services Survey as potential covariates. Similar to
a study17 that examined the number of out-
patient mental health facilities that accept
Medicaid in the county per 10 000 Medicaid
enrollees, we assessed the number of facilities
that accepted Medicaid per 10000 county
Medicaid enrollees and per 10000 county
residents for the following measures: the num-
ber of facilities that received the Community
Mental Health Services Block Grant, the number
of facilities that received state mental health
agency funds, the number of facilities that re-
ceived local government funds, the number of
facilities that had designated programs for adults
with SMI, and the number of facilities that
offered cognitive or behavioral therapy.
Variables from the Area Health Resources Files

as potential covariates. We examined the follow-
ing measures per 10000 county residents: the

(n = 500) Low income nonelderly adults with SMI who had Medicaid-
only at the time of survey interview reported that they had other
types of health insurance sometime during the past year, but
NSDUH did not collect the exact types of insurance and the exact
timing when they had other types of health insurance and when
they received mental health treatment in the past year

(n = 400) Low-income nonelderly adults with SMI who were
uninsured at the time of survey interview reported that they had
health insurance sometime during the past year, but NSDUH did
not collect the type of health insurance and the exact timing when
they were insured and when they received mental health
treatment in the past year

When comparing the differences in sociodemographic factors, health status, and mental health
treatment rates in the past year between the uninsured and adults covered by Medicaid-only, we
limited our sample to those who were either full-year uninsured (n = 1000) or full-year covered by
Medicaid-only (n = 1000) for the analyses at the national level.   

3200 sampled persons aged 18–64 y who participated in the 2008–2013 NSDUH, had family income
under 138% of federal poverty level, met the criteria for having SMI in the past year, and were
either uninsured (n = 1400) or covered by Medicaid-only (n = 1800) at the time of survey interview

(n = 300) Low-income nonelderly adults with SMI who had Medicaid-
only at the time of survey interview reported that they did not have
health insurance sometime during the past year, but NSDUH did
not collect the exact timing when they were uninsured and when
they received mental health treatment during the past year

Note. NSDUH = National Survey on Drug Use and Health; SMI = serious mental illness. Federal poverty level is defined by the

US Department of Health and Human Services.12

FIGURE 1—Flowchart showing the number of individuals excluded through each of the

criteria and providing the corresponding rationale.
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number of persons at or under the federal
poverty level, the number of federal-qualified
health centers, the number of community mental
health centers, the number of licensed psycholo-
gists, the number of office-based psychiatrists,
the number of hospital-based psychiatrists, the
number of general hospitals with psychiatry care,
and the number of psychiatric hospitals.

Data Analysis

First, we used the Wald F test to compare
differences in sociodemographic characteris-
tics, health status, and unadjusted prevalence of
receiving mental health treatment between
uninsured low-income adults with SMI who
were potentially eligible for Medicaid under the
ACA and their Medicaid counterparts in the 28
states and in the United States as a whole.
Statistical significance in each point difference
was assessed at P< .05 using a 2-tailed test.
The Bonferroni correction was applied in the
multiple bivariate comparisons.

Second, we applied multivariable logistic
regression modeling to assess the MAP and
prevalence difference (predicted marginal pro-
portions, using PREDMARG and PRED_EFF
statements in SUDAAN27,28) in receiving
mental health treatment (yes/no) between
low-income uninsured nonelderly adults with
SMI and their Medicaid counterparts in the 28
states and the United States. After controlling
for potential confounding factors, the differ-
ence in model-adjusted predicted marginal
proportions provided an estimated change in
probability of receiving mental health treatment
because of the change in health insurance status,
from being full-year uninsured to full-year en-
rolling in Medicaid-only. We tested potential
interaction effects, particularly the interaction
effect between state and insurance status
(Medicaid-only or uninsured), and found no
significant interactions on any outcomes. Using
the variance inflation factors, multicollinearity
was assessed during multivariable modeling and
was not identified in the final multivariable
models. All of our analyses used SUDAAN
software27 to account for the complex sample
design and sampling weights of the NSDUH.

RESULTS

Table 1 shows that in the United States,
compared with their Medicaid counterparts,

TABLE 1—Demographic Characteristics and Health Status Among US Adults With Serious

Mental Illness Who Were Uninsured or Covered by Medicaid-Only: National Survey on Drug

Use and Health, 2008–2013

Demographic Characteristics and Health Status

Full-Year

Uninsured (n = 1000),

Weighted % (SE)

Full-Year Medicaid-

Only (n = 1000),

Weighted % (SE) P for Point Difference

Age, y

18–25 15.5 (1.16) 12.7 (0.97) .057

26–49 63.5 (2.47) 65.4 (2.64) .601

50–64 21.0 (2.52) 21.9 (2.63) .795

Gender: male 42.7 (2.38) 24.2 (2.34) < .001a

Race/ethnicity

Non-Hispanic White 62.4 (2.50) 60.3 (2.58) .562

Non-Hispanic Black 13.4 (1.72) 19.6 (2.16) .027

Non-Hispanic Asian 1.7 (0.62) 1.1 (0.45) .414

Non-Hispanic multiple races 1.2 (0.36) 2.2 (0.51) .125

Non-Hispanic other 1.1 (0.34) 2.0 (0.50) .153

Hispanic 20.2 (2.19) 14.8 (1.88) .068

Education

< high school 31.0 (2.13) 35.4 (2.55) .189

High school graduate 35.2 (2.30) 35.4 (2.42) .94

Some college 27.9 (2.23) 25.6 (2.34) .495

College graduate 6.0 (1.02) 3.6 (0.82) .07

Employment status

Full-time 20.1 (1.79) 7.7 (1.19) < .001a

Part-time 17.8 (1.87) 12.3 (1.66) .026

Disabled for work 21.1 (2.12) 52.3 (2.42) < .001a

Unemployed 23.1 (2.16) 13.6 (1.81) .008

Other 17.8 (1.86) 14.1 (1.44) .116

Marital status: married (yes/no) 25.8 (2.27) 21.81 (2.29) .209

Metropolitan statistical area: yes 77.5 (2.11) 78.5 (1.84) .7

Region

Northeast 4.6 (0.88) 22.4 (2.01) < .001a

Midwest 20.1 (1.77) 24.9 (2.21) .084

South 52.4 (2.39) 30.4 (2.44) < .001a

West 22.9 (2.18) 22.2 (2.40) .83

Self-rated health

Excellent 8.0 (1.31) 3.9 (0.78) .007

Very good 16.0 (1.65) 15.7 (1.75) .891

Good 31.4 (2.25) 25.2 (2.04) .042

Fair/poor 44.6 (2.42) 55.3 (2.40) .002

Medical conditions

Hypertension 25.2 (2.39) 27.7 (2.19) .438

Heart disease 4.2 (1.08) 5.9 (1.21) .26

Stroke 2.5 (0.90) 1.9 (0.64) .611

Diabetes 9.3 (1.59) 12.5 (1.66) .164

Asthma 18.8 (2.00) 26.6 (2.20) .008

HIV/AIDS 0.2 (0.15) 0.7 (0.30) .18

Any of the above medical conditions 42.9 (2.56) 50.0 (2.47) .047

‡ 3 of the above medical conditions 3.2 (0.98) 5.5 (1.26) .108

Continued
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low-income uninsured nonelderly adults with
SMI were more likely to be men, employed full-
time, and reside in the South, but were less
likely to be disabled for work and reside in the
Northeast. Compared with their uninsured
counterparts, Medicaid adults with SMI were
more likely to have more than 2 emergency
room visits in the past year. The uninsured
were more likely to have zero emergency room

visits in the past year than their Medicaid
counterparts. The results for the 28 states were
similar to the national findings.

Unadjusted Prevalence of Receiving

Mental Health Treatment

Table 2 shows that in the 28 states, 46.8%
of low-income uninsured nonelderly adults
with SMI received mental health treatment in

the past year, whereas 76.0% of low-income
nonelderly adults with SMI who were enrolled
in Medicaid-only received mental health treat-
ment in the past year. In the United States,
among low-income uninsured nonelderly
adults with SMI, 46.5% received mental health
treatment in the past year. By contrast, among
low-income nonelderly adults with SMI who
were enrolled in Medicaid-only, 74.8% re-
ceived mental health treatment in the past year.

Model-Adjusted Prevalence of Receiving

Mental Health Treatment

Table 3 shows that in the 28 states, the MAP
of receiving mental health treatment among
full-year Medicaid-only enrollees with SMI in
the past year (MAP=71.3%) was 30.1% higher
(P< .001) than their uninsured counterparts
(MAP=54.8%). The MAP of receiving outpa-
tient mental health treatment among Medicaid
enrollees with SMI (MAP=47.4%) was 39.8%
greater (P< .01) than their uninsured counter-
parts (MAP=33.9%). The MAP of receiving
inpatient mental health treatment among Medic-
aid enrollees with SMI did not significantly differ
from their uninsured counterparts. The MAP of
receiving psychotropic medications among Med-
icaid enrollees with SMI (MAP=63.9%) was
33.1% higher (P= .001) than their uninsured
counterparts (MAP=48.0%).

Table 4 shows that in the United States,
the MAP of receiving mental health treat-
ment among full-year Medicaid-only enroll-
ees with SMI in the past year (MAP = 70.4%)
was 35.9% higher (P < .001) than their un-
insured counterparts (MAP = 51.8%). The
MAP of receiving outpatient mental health
treatment among Medicaid enrollees with
SMI (MAP = 45.4%) was 52.3% higher
(P< .001) than their uninsured counterparts
(MAP = 29.8%). The MAP of receiving in-
patient mental health treatment among Medic-
aid enrollees with SMI did not significantly differ
from their uninsured counterparts. The MAP of
receiving psychotropic medications among
Medicaid enrollees with SMI (MAP=65.3%)
was 39.5% higher (P= .001) than their unin-
sured counterparts (MAP=46.8%).

DISCUSSION

To our knowledge, ours is the first study that
examined differences in the prevalence of

TABLE 1—Continued

Past-year emergency room visits for any treatment

0 45.7 (2.36) 30.3 (2.31) < .001a

1 20.9 (1.96) 20.8 (2.13) .968

2 13.7 (1.54) 16.4 (1.69) .244

‡ 3 17.7 (1.79) 30.1 (2.25) < .001a

Substance use disorders

None 67.5 (2.17) 75.0 (2.04) .01

Illicit drug use disorders only 6.6 (1.03) 8.5 (1.34) .273

Alcohol use disorders only 16.6 (1.73) 10.1 (1.28) .003

Both illicit drug and alcohol use disorders 9.3 (1.57) 6.4 (1.13) .123

Note. Substance Abuse and Mental Health Services Administration (SAMHSA) requires that any description of overall sample
sizes based on the restricted-use data files has to be rounded to the nearest 100, which intends to minimize potential
disclosure risk.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, NSDUH, 2008–2013.
aStatistically significant even after the Bonferroni correction.

TABLE 2—Unadjusted Prevalence of Receiving Mental Health Treatment in the Past Year

Among US Adults Aged 18–64 Years Who Had Serious Mental Illness and Were Either

Uninsured or Covered by Medicaid-Only: National Survey on Drug Use and Health,

2008–2013

Unadjusted Past-Year Mental Health Treatment Rates

Full-Year Uninsured,

Weighted % (SE)

Full-Year Medicaid-

Only, Weighted % (SE)

P for Point

Difference

In the 28 statesa,b

Receipt of mental health treatment 46.8 (3.47) 76.0 (2.39) < .001

Receipt of outpatient mental health treatment 27.3 (3.16) 52.4 (2.91) < .001

Receipt of inpatient mental health treatment 7.0 (1.90) 16.6 (2.51) .002

Receipt of prescription medication for mental health problems 39.4 (3.44) 69.2 (2.71) < .001

In the United Statesa,c

Receipt of mental health treatment 46.5 (2.39) 74.8 (1.96) < .001

Receipt of outpatient mental health treatment 26.0 (2.15) 50.0 (2.52) < .001

Receipt of inpatient mental health treatment 6.6 (1.22) 14.9 (1.87) < .001

Receipt of prescription medication for mental health problems 41.6 (2.38) 69.7 (2.15) < .001

Source: Substance Abuse and Mental Health Services Administration (SAMHSA), Center for Behavioral Health Statistics and
Quality, NSDUH, 2008–2013.
aSAMHSA requires that any description of overall sample sizes based on the restricted-use data files has to be rounded to the
nearest 100, which intends to minimize potential disclosure risk.
bThe sample size was n = 500 for the full-year uninsured and n = 700 for those with full-year Medicaid-only.
cThe sample size was n = 1000 for the full-year uninsured and n = 1000 for those with full-year Medicaid-only.

RESEARCH AND PRACTICE

1986 | Affordable Care Act | Peer Reviewed | Han et al. American Journal of Public Health | October 2015, Vol 105, No. 10



receiving mental health treatment between
low-income uninsured nonelderly adults with
SMI who are eligible for Medicaid under the
ACA and their existing Medicaid counterparts.
Using state and nationally representative sur-
vey data, we assessed these differences in the
28 states currently expanding Medicaid and in
the United States as a whole, if all states
eventually move forward with Medicaid ex-
pansion. Importantly, because the SMI predic-
tion model based on the NSDUH data had
a high value of specificity (0.98), the large
majority of the included cases met the SMI
criteria.

Our results showed evidence that supported
the 2 hypotheses that we proposed in this
study. Under the ACA, Medicaid expansion
efforts might significantly increase the preva-
lence of receiving mental health treatment
among new Medicaid enrollees with SMI in
the 28 states that are currently expanding
Medicaid. Also, if all states eventually move
forward with Medicaid expansion, the expan-
sion efforts might also significantly increase the
prevalence of receiving mental health treatment
among this population in the United States.

It was critical to control for the differences
in Medicaid benefit packages across states,

accessibility of mental health treatment, and
other potential confounding factors when we
assessed the impact of Medicaid expansion
efforts under the ACA. For example, we
showed that the unadjusted prevalence of re-
ceiving mental health treatment in the past year
was 62.4% higher among low-income non-
elderly adults with SMI who were enrolled
in Medicaid than among their uninsured
counterparts in the 28 states. However, after
adjusting for potential confounding factors, our
results revealed that the prevalence of receiv-
ing mental health treatment among low-income
uninsured nonelderly adults with SMI might

TABLE 3—Model-Adjusted Prevalence of Receiving Mental Health Treatment in the Past Year Among US Adults Aged 18–64 Years in the 28

States Who Had Serious Mental Illness and Were Either Uninsured or Covered by Medicaid-Only: National Survey on Drug Use and Health,

2008–2013

Outcome Variables

Model-Adjusted Prevalence Model-Adjusted Prevalence Difference

(Full-Year Medicaid-only – Full-Year Uninsured),

Predicted Marginal % (95% CI)

Full-Year Medicaid-Only,

Predicted Marginal % (95% CI)

Full-Year Uninsured,

Predicted Marginal % (95% CI)

Receipt of mental health treatment 71.3** (65.74, 76.29) 54.8** (48.16, 61.33) 16.5** (8.07, 24.93)

Receipt of outpatient mental health treatment 47.4** (41.71, 53.26) 33.9** (27.49, 40.99) 13.5* (4.68, 22.32)

Receipt of inpatient mental health treatment 14.4** (10.58, 19.33) 9.9** (6.28, 15.32) 4.5 (0.00, 10.38)

Receipt of prescription medication for mental health problems 63.9** (57.90, 69.54) 48.0** (41.29, 54.73) 15.9** (6.88, 24.92)

Note. CI = confidence interval. Substance Abuse and Mental Health Services Administration (SAMHSA) requires that any description of overall sample sizes based on the restricted-use data files has
to be rounded to the nearest 100, which intends to minimize potential disclosure risk. Covariates in each of the 4 final multivariable models were age, gender, race/ethnicity, education,
employment status, region, self-rated health, the number of emergency room visits, substance use disorders, severity of mental illness, perceived unmet need for mental health treatment, state
variations (27 individual states and DC), and accessibility of mental health treatment per 10 000 county residents (the number of community mental health centers, the number of licensed
psychologists, the number of office-based psychiatrists, and the number of psychiatric hospitals).
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2008–2013.
*P < .01; **P £ .001.

TABLE 4—Model-Adjusted Prevalence of Receiving Mental Health Treatment in the Past Year Among US Adults Aged 18–64 Years Who Had

Serious Mental Illness and Were Either Uninsured or Covered by Medicaid-Only: National Survey on Drug Use and Health, 2008–2013

Outcome Variables

Model-Adjusted Prevalence Model-Adjusted Prevalence Difference

(Full-Year Medicaid-Only – Full-Year Uninsured),

Predicted Marginal % (95% CI)

Full-Year Medicaid-Only,

Predicted Marginal % (95% CI)

Full-Year Uninsured,

Predicted Marginal % (95% CI)

Receipt of mental health treatment 70.4** (65.67, 74.70) 51.8** (46.98, 56.65) 18.6** (11.74, 25.46)

Receipt of outpatient mental health treatment 45.4** (40.62, 50.35) 29.8** (25.34, 34.81) 15.6** (8.94, 22.26)

Receipt of inpatient mental health treatment 16.0** (12.95, 19.67) 13.3** (10.05, 17.27) 2.7 (0.00, 8.09)

Receipt of prescription medication for mental health problems 65.3** (60.32, 69.92) 46.8** (42.06, 51.64) 18.5** (11.64, 25.36)

Note. CI = confidence interval. Substance Abuse and Mental Health Services Administration (SAMHSA) requires that any description of overall sample sizes based on the restricted-use data files has
to be rounded to the nearest 100, which intends to minimize potential disclosure risk. Covariates in each of the 4 final multivariable models were age, gender, race/ethnicity, education,
employment status, region, self-rated health, the number of emergency room visits, substance use disorders, severity of mental illness, perceived unmet need for mental health treatment, state
variations (50 individual states and DC), and accessibility of mental health treatment per 10 000 county residents (the number of community mental health centers, the number of licensed
psychologists, the number of office-based psychiatrists, and the number of psychiatric hospitals).
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2008–2013.
**P £ .001.
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increase 30.1% in the 28 states that are
currently expanding Medicaid.

The 28 states are sharing the costs with the
federal government through the ACA’s Medic-
aid expansion to improve the Medicaid mental
health treatment infrastructure. Our multivari-
able results revealed that, compared with being
uninsured, the impact of being enrolled in
Medicaid on receipt of mental health treatment
would be similar between the 28 states and
the rest of the states that are not currently
expanding Medicaid. Therefore, the rest of the
states might gain similar prevalence of receiv-
ing mental health treatment if they eventually
expand their Medicaid programs under the
ACA. However, they might be reluctant to
expand Medicaid because of the potential cost
sharing that may occur later on.29,30

Limitations

Our study had several imitations. First, the
ACA excludes undocumented aliens from en-
rolling in Medicaid. NSDUH collected the status
of being born in the United States, but did not
collect the status of lawful resident aliens or
lawful permanent residents. We repeated the
multivariable analyses only among low-income
nonelderly adults who had past-year SMI and
were born in the United States, and we had
similar results. Second, NSDUH did not
sample adults who were living in institutions
at the time of the survey interview. There-
fore, our results could only be generalized to
community-dwelling adults. Third, our analyses
did not adjust for all demand---supply issues
related to mental health service utilization. For
example, because of unavailable county-level
data, we did not consider serious situations
such as staff shortages and long waiting lines
for mental health patients among mental health
facilities accepting Medicaid.17,31,32 We also
could not control for Medicaid acceptance
rates of private therapists or physicians pro-
viding mental health treatment because of
unavailable county-level data. At least 2
studies suggested that low Medicaid accep-
tance rates of psychiatrists might pose a bar-
rier to mental health treatment access.33,34

Policies need to be implemented to ensure that
the increased demand stemming from the
Medicaid expansion under the ACA will not
exacerbate the demand---supply gaps in mental
health treatment.

Low-income uninsured nonelderly adults
with SMI who are eligible for Medicaid face
additional barriers to Medicaid enrollment and
mental health treatment. One study revealed
that populations with higher perceived treat-
ment need and better awareness of coverage
options are more likely to enroll in Medicaid.35

Among low-income uninsured adults with SMI
in the 28 states, 31.5% neither received mental
health treatment nor perceived unmet treat-
ment need in the past year (additional analysis,
data not shown). They were less likely to seek
and receive mental health treatment even if
they were enrolled in Medicaid. Therefore,
programs with effective outreach and screening
for SMI are particularly needed by low-income
uninsured adults who do not perceive unmet
need for mental health treatment. These pro-
grams often require additional resources and
might have potential budgetary implications on
state and federal governments.

Conclusions

In summary, our results might still over-
estimate the increases in receipt of mental
health treatment under the ACA’s Medicaid
expansion. However, these timely results might
help inform planning and implementation efforts
for the Medicaid expansion under the ACA to
meet mental health treatment needs among low-
income adults with SMI. More studies are needed
to examine detailed demand---supply gaps in
mental health treatment and mental health
treatment patterns among low-income noneld-
erly adults with SMI in Medicaid expansion
states and in the rest of the states over time. j
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