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Many persons with psychotic
disorders lack health insur-
ance coverage at the time of

their first psychiatric hospitalization.
Previously we found that 44.6 percent
of 525 persons included in a county-
wide study lacked health insurance at
the time of their first admission, 14.9
percent had Medicaid or Medicare,

38.9 percent had private insurance, and
1.5 percent were insured by the De-
partment of Veterans Affairs (1). Data
were unavailable to examine whether
the participants maintained coverage
after the first admission. Self-report
data for persons with severe mental dis-
orders from the National Comorbidity
Survey, more than 80 percent of whom

had private or government insurance,
suggest that insurance coverage may in-
crease over time (2).

Given the alarmingly high propor-
tion of persons who do not have insur-
ance at the time of the first psychiatric
hospitalization and the importance of
health insurance coverage for obtain-
ing care, the study reported here ex-
amined changes in coverage during
the two years after first admission and
the relationship between the type of
insurance coverage and the extent of
care. We also examined reasons why
some persons lacked or lost insurance. 

Methods
Sample and procedure
Data were from the Suffolk County
Mental Health Project. The design of
the Suffolk County study has been de-
scribed elsewhere (3). Briefly, the
overall sample included 695 presumed
psychotic patients hospitalized in one
of the 12 psychiatric facilities in Suf-
folk County, New York, between Sep-
tember 1989 and December 1995. Re-
spondents were interviewed in person
six months and 24 months after their
hospitalization and by telephone at
three-month intervals in between.

Patients included in the study were
15 to 60 years of age. All were resi-
dents of Suffolk County. When they
were hospitalized, the patients all
showed clinical evidence of psychosis,
were taking neuroleptic medications,
or had a diagnosis from another facili-
ty indicating psychosis. Patients who
had a first psychiatric hospitalization
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ly to receive outpatient care. There was a linear relationship between
receiving more outpatient care and spending less time in the hospital
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more than six months before the cur-
rent admission were excluded, as were
those with moderate or severe mental
retardation and those who could not
speak English. 

The response rate for the initial in-
terview was 72 percent. Of the 695
persons interviewed at baseline, 11
died before the 24-month interview,
30 were dropped after the six-month
diagnostic review because they no
longer met inclusion criteria, 26 were
lost to follow-up, and 48 refused to be
interviewed. Thus a total of 580 per-
sons remained in the study for the full
24 months, which represents 88 per-
cent of eligible respondents. 

After written consent for the base-
line interview was obtained, written
permission was obtained from respon-
dents to review their medical records
and to interview the treating clinician
and significant others. 

Diagnosis and course
Consensus diagnoses were derived af-
ter the six-month interview using all
available clinical information and the
Structured Clinical Interview for
DSM-III-R (SCID) (4), which was ad-
ministered at baseline and at six and 24
months. Interrater reliability was in
the acceptable-to-excellent range (5).
Other sources of information were in-
terviews with clinicians and significant
others and hospital discharge sum-
maries. 

This analysis is based on the 443 re-
spondents for whom complete insur-
ance information was available at base-
line, six months, and 24 months. At six
months the diagnoses were schizo-
phrenia spectrum disorder, 168 per-
sons (38 percent); bipolar disorder
with psychotic features, 128 persons
(29 percent); major depressive disor-
der with psychotic features, 89 persons
(20 percent); and other nonorganic
psychoses, 58 persons (13 percent). 

Measures
Five demographic variables were ana-
lyzed: age, gender, race, marital status,
and household socioeconomic status.
Education was not included in this
analysis because many respondents
were young adults who had not fin-
ished their education. Household so-
cioeconomic status was rated by apply-
ing the Hollingshead 7-point occupa-

tional scale to the person who con-
tributed the most financially to the
household in which the respondent
lived at baseline. 

Service utilization data were extract-
ed from responses to the mental
health contact inventory developed for
the Suffolk County Mental Health
Project, which was completed at each
six-month interview. The inventory in-
cludes the number of contacts for
monthly inpatient, day hospital, and
outpatient care according to informa-
tion provided by respondents and
treatment records that are routinely
requested for all respondents. 

Insurance data
Six categories were considered for in-
surance status: staff model health
maintenance organization (HMO),
preferred-provider arrangement, fee-
for-service arrangement, Medicaid or
Medicare, Veterans Affairs (VA), and
no insurance. This information as well
as information about reasons for not
having insurance was obtained from
multiple sources, including admission
and discharge records, hospital billing
records, responses to a questionnaire
on insurance by the patient and a sig-
nificant other, employment history,
and interviewers’ narratives. 

The most informative data sources
for insurance type at baseline were
hospital admission and discharge
records. One hospital made billing
records available. Data were obtained
from hospital records for 438 persons.
For the remaining patients, we relied
on information provided by significant
others and the respondents them-
selves. Hospital data were compared
with the information obtained from in-
terviews with patients and significant
others. In the few cases in which in-
surance status remained unclear, pa-
tients’ records were further reviewed
for other information, such as employ-
ment history, that might help deter-
mine whether the person was insured
and, if so, what type of insurance it
was. Not all respondents were hospi-
talized during the 24-month follow-up
period. Thus the determination of in-
surance status was based more on the
reports of respondents and significant
others than on hospital records. The
interrater reliability of insurance cod-
ing was checked by having 50 random-

ly selected records recoded by a sec-
ond rater. Raters agreed on all but five
cases. 

Analysis
In a preliminary analysis of the data,
we found that only one respondent
was a member of a staff model HMO
and that two were insured by the VA.
For half of the persons with private in-
surance, it was difficult to determine
whether coverage was in a preferred-
provider or a fee-for-service arrange-
ment. The primary reason for the dif-
ficulty was that some insurers provid-
ed both types of coverage, and in many
cases the respondents themselves
were not sure of the type of arrange-
ment by which they were covered; in
other cases insurance information
came only from hospital records. Thus
HMO, preferred-provider arrange-
ments, and fee-for-service arrange-
ments were combined into the catego-
ry of private insurance. 

Four respondents had Medicare
only, and nine had both Medicare and
Medicaid. Respondents were there-
fore stratified into three groups: pri-
vate insurance, Medicaid or Medicare;
and no insurance. Two respondents
with VA coverage were dropped from
the analysis. 

Changes in insurance status were
mapped by contingency table analysis.
Reasons for not having insurance are
presented descriptively. 

To test the association between type
of insurance and extent of care, the av-
erage number of days of inpatient
care, day hospitalization, and outpa-
tient care for each six-month interval
were calculated and also summed to
create an index indicating the percent-
age of days with care. In addition, a bi-
nary variable was created indicating
whether or not the respondent re-
ceived any outpatient care.

To examine the extent to which care
varied by insurance type at six and 24
months, we used one-way analysis of
variance. We controlled for age, so-
cioeconomic status, gender, marital
status, race, and diagnosis. As in our
previous study (1), our preliminary
analysis found that these variables
were related to obtaining care. The as-
sociation between receiving outpatient
care and insurance status was exam-
ined with logistic regression, using the
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same control variables as in the one-
way analysis of variance. We also ex-
amined the correlations between out-
patient, inpatient, and day hospital
care. To test the hypothesis that ob-
taining more outpatient care would re-
sult in the use of less inpatient and day
hospital care, we included all three
variables in a multiple regression
equation in which we also included the
same control variables as in previous
analyses. 

Results
Insurance status over 24 months 
Table 1 presents data on insurance sta-
tus at baseline and at six and 24
months. The proportion of respon-
dents with no insurance decreased
from 42 percent at baseline to 21 per-
cent at 24 months. The proportion
with private insurance remained about
the same, 42 percent at baseline and
37 percent at 24 months. The propor-
tion covered by Medicaid or Medicare
increased, from 15 percent at baseline
to 42 percent at 24 months. 

Of the 188 persons with no insur-
ance at baseline, 65 (35 percent) had
no insurance at 24 months, 102 (54
percent) were covered by Medicaid or
Medicare, and 21 (11 percent) were
covered by private insurance. Of the
188 respondents with private insur-
ance at baseline, 73 percent had such
coverage 24 months later. Of the 67
persons with Medicaid or Medicare at
baseline, 88 percent had such cover-
age 24 months later. 

Reasons for not having insurance 
Ninety-two persons did not have in-
surance at the 24-month interview.
The reasons they gave could be
grouped into four categories. Fifty-
three persons (58 percent) held jobs
that did not provide insurance. Four-
teen (15 percent) were ineligible for
Medicaid or Medicare because of tech-
nicalities; for example, the amount of
financial aid some persons received
exceeded the Medicaid limits. Eleven
(12 percent) apparently were too ill to
apply for Medicaid or Medicare; for
example, one paranoid respondent
made frequent moves, and another
paranoid respondent had delusions
about the government that precluded
her from applying for Medicaid. A
third respondent with severe phobia

could not cope with contacting the
Department of Social Services. The
other 14 respondents had miscella-
neous reasons: nine were without in-
surance apparently by choice, and two
said they were about to start work and
would be getting insurance through
work. For three respondents no reason
could be determined. 

Males were more likely than fe-
males to have no insurance (odds ra-
tio=1.5, 95% confidence interval=1.01
to 2.5). No discernible differences
were found in age, gender, marital sta-
tus, or diagnosis in reasons for having
no insurance. 

Extent of care
Information on the extent and type of
care received under different insur-
ance arrangements is presented in
Table 2. During the first six-month in-
terval, the Medicaid-Medicare group
had the largest proportion of persons
receiving any type of care, and persons
in this group received the most days of
care. These differences were statisti-
cally significant. On average, persons
in the Medicaid-Medicare group had
some kind of care—inpatient, outpa-
tient, or day hospital—during almost a
third (31 percent) of the days during
the first six months. The number of
days of care for this group is about 12
percent higher than for the group with
private insurance and the group with
no insurance; persons with private in-
surance and with no insurance re-

ceived care on about 19 percent of the
days in the first six-month period. 

For the six months preceding the
24-month follow-up, all groups experi-
enced a substantial reduction in care.
The Medicaid-Medicare group re-
ceived the most care, and the group
with no insurance experienced the
greatest decline in care. 

At six months the private insurance
group had more outpatient care (7.8
percent of the days) than the Medic-
aid-Medicare group (6 percent) and
the group with no insurance (5.9 per-
cent). At 24 months the Medicaid-
Medicare group had slightly more out-
patient care than the other groups.

At six months outpatient care ac-
counted for 41 percent of care for the
private insurance group, compared
with 33 percent for the Medicaid-
Medicare group and 30 percent for
the group with no insurance. At 24
months the proportion of outpatient
care for the private insurance group
increased to 67 percent. The propor-
tion for the Medicaid-Medicare group
remained about the same at 37 per-
cent. The proportion increased for the
group with no insurance from 30 per-
cent to 51 percent. 

As Table 2 shows, the private insur-
ance group had the smallest propor-
tion of inpatient days of care, followed
by the group with no insurance. The
Medicaid-Medicare group received
the most day hospital care and the no
insurance group the least. 
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Insurance status six and 24 months after initial hospital admission of 443 persons
with psychotic disorders, as a function of status at baseline

Status at baseline

Private Medicaid-
insurance Medicare No insurance
(N=188, 42%) (N=67, 15%) (N=188, 42%)

Insurance status N % N % N %

At six months
Private (N=166; 37%) 155 82 2 3 9 5
Medicaid or Medicare 

(N=168, 38%) 18 10 63 94 87 46
No insurance (N=109, 24% 15 8 2 3 92 49

At 24 months
Private (N=163, 37%) 138 73 4 6 21 11
Medicaid or Medicare 

(N=188, 42%) 27 14 59 88 102 54
No insurance (N=92, 21%) 23 12 4 6 65 35



For the Medicaid-Medicare group,
we found a negative correlation be-
tween outpatient and inpatient care
(six months: r=–.35, p<.001, N=161; 24
months: r=–.21, p=.008, N=167) and
between outpatient care and day hos-
pital care (six months: r=–.38, p<.001,
N=161; 24 months: r=–.23, p=.003,
N=169). A similar trend was noted for
the other two insurance groups. No
significant correlations were found be-
tween day hospital and inpatient care. 

When inpatient care and day hospi-
tal care were used together in a multi-
ple regression equation predicting
outpatient care, we found that after
age, diagnosis, and gender were con-
trolled for, inpatient care and day hos-
pital care explained 26 percent of the
variance in outpatient care at six
months (R2=.26; day hospital: b=–.37,
t=5.43, df=159, p<.001; inpatient: b=
–.36; t=5.27, df=159, p<.001; N=161).
These two variables also explained
about 10 percent of the variance in
outpatient care at 24 months (R2=.09;
day hospital: b=–.23, t=3.08, df=167,
p=.002; inpatient, b=–.21; t=2.70, df=
167, p=.007; N=169). These results
suggest that outpatient care may re-
duce the need for inpatient care.

At six months more than 92 percent
of each group had obtained at least
some outpatient care. However, by 24
months the proportion of respondents

with no insurance who received outpa-
tient care decreased 35 percent—
from 92 percent to 57 percent. The
proportion of those with private insur-
ance receiving outpatient care fell 27.7
percent—from 98 percent to 70 per-
cent. However, the proportion of re-
spondents in the Medicaid-Medicare
group who received outpatient care at
24 months remained similar to the
proportion at six months—84 percent
and 93 percent, respectively. 

The odds of getting outpatient care
at either six months or 24 months were
significantly higher for those with pri-
vate insurance than for those with no
insurance (OR=1.8, CI=1.1 to 3.1;
N=109). The odds were also higher for
those in the Medicaid-Medicare group
than for those with no insurance
(OR=4.1, CI=2.3 to 7.4; N=152). 

Longitudinal perspective
We conducted a longitudinal analysis
of changes in the percentage of days
with care to complement the cross-
sectional analysis in Table 2. Persons
who had the same insurance coverage
at six and 24 months were compared
with those whose insurance arrange-
ment changed. Five major paths from
six months to 24 months were found.
In two of them the insurance arrange-
ment changed: 35 persons with no in-
surance changed to Medicaid-

Medicare, and 17 persons with private
insurance at six months had no insur-
ance at 24 months. In three of the
paths, there was no change in status.
At both six and 24 months, 140 per-
sons had private insurance, 144 per-
sons had Medicaid-Medicare, and 62
persons had no insurance. We exam-
ined the effect of gaining and losing
coverage compared with maintaining
the same coverage. For this analysis a
difference score was calculated for
each respondent for each type of care
for six- and 24-month intervals.

An analysis of covariance controlling
for levels of care at six months, age,
gender, diagnosis, and socioeconomic
status revealed no significant differ-
ences among the five groups described
above in total days of care at 24
months. For all groups, the number of
outpatient days of care decreased by
about 11 percent between six and 24
months. The adjusted mean differ-
ences for outpatient care showed a
trend toward significance (p=.09). For
persons who remained on Medicaid-
Medicare, the percentage of days per
month of outpatient care changed very
little, by .02 percent. For the other
groups, the percentage declined. For
those who changed from no insurance
to Medicaid-Medicare, the decrease
was 1.4 percent. For those who kept
private insurance, it was 2.4 percent.
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Adjusted mean percentages of days that 443 persons received three types of care during six- and 24-month follow-up periods
after a first hospitalization for a psychotic disorder, by insurance status1

Adjusted mean % of days and N of persons

Private Medicaid-
insurance Medicare No insurance

Type of care and
follow-up interval % N % N % N F df† p 

Outpatient 
Six months 7.8 160 6.0 161 5.9  105 8.49 2, 425 <.001
24 months 4.9 148 6.3 169 2.9 88 10.28 2, 403 <.001

Inpatient 
Six months 7.5 162 18.0 162 13.2 105 16.74 2, 428 <.001
24 months 0.4 150 5.0 170 2.6 89 5.30 2, 408 .005

Day hospital 
Six months 3.5 162 7.4 162 0.3 105 11.78 2, 428 <.001
24 months 2.3 150 5.9 172 0.2 88 7.44 2, 409 <.001

All types of care
Six months 19.0 160 31.4 161 19.4 105 13.79 2, 425 <.001
24 months 7.2 148 17.1 167 5.7 88 19.15 2, 402 <.001

1 The analysis adjusted for diagnosis, gender, race, age, and socioeconomic status.
† Values vary because of missing data. 



For those who were not insured at
both time points, the decrease was 4.2
percent, and for those who changed
from private insurance to no insur-
ance, it was 5.2 percent. 

For the five groups, the adjusted
mean differences for inpatient care
were significant (F=2.50, df=4, 355,
p=.04). The persons who shifted from
no insurance to Medicaid-Medicare
had the smallest decrease in inpatient
care, 10.3 percent. For those covered
by Medicaid-Medicare at both time
points, inpatient care fell 15 percent.
For those with private insurance at six
months and no insurance at 24
months, the decrease was 18 percent.
The decrease was 22 percent for those
not insured at both follow-ups. And for
those who maintained their private in-
surance over the 24 months, inpatient
care fell 22 percent. No significant dif-
ference in day hospital care was found
for the five groups. 

Discussion and conclusions
Of 443 persons who experienced a first
admission for a psychotic disorder, 20
percent appeared not to have health
insurance two years after the admis-
sion. In addition, some who had insur-
ance at the time of admission lost cov-
erage over the two-year period. The
results also suggest that having some
kind of insurance is associated with
more outpatient care.

Like many working Americans,
about 60 percent of the persons in this
study who had no insurance did not
have it because their jobs did not pro-
vide it. These individuals with severe
mental disorders were cut off from
needed services by virtue of trying to
work and improve their level of func-
tioning. This catch-22 situation works
against psychiatric patients. Also trou-
bling is that a large group without in-
surance were not able to obtain Med-
icaid or Medicare because of appar-
ently minor deviations from eligibility
criteria. It is also noteworthy that
about 10 percent of respondents were
apparently too ill to apply for help.
Ways should be found to help such
persons get needed Medicaid and
Medicare. Some states have appointed
an ombudsman to help persons obtain
coverage. The patients in this sample
were in the early course of psychotic
illness, and thus none of them had lost

coverage for having exceeded lifetime
limits. The issue of lifetime limits has
been of major concern and has led to
legislation for parity in limits between
mental and physical health coverage.

Our findings on insurance coverage
at six and 24 months are almost identi-
cal to those in the National Comorbid-
ity Survey, which indicated that more
than 80 percent of persons with severe
mental disorders had private or gov-
ernment insurance (2). Given the sub-
stantial differences in methods be-
tween the two studies, the similarity in
results is surprising and supports the
generalizability of the findings of the
Suffolk County study. 

As in other studies (6), we found
that persons with no insurance were
less likely to receive outpatient care.
Our previous analysis of the baseline
data from this cohort produced similar
findings (1). Like others (7), we found
that persons who received outpatient
care used less inpatient and day hospi-
tal care, suggesting that ambulatory
care for this vulnerable population
may have a protective effect. These
findings also suggest that easy access
to generous outpatient care might re-
duce the need for and use of costly
hospital care. These findings and oth-
ers like them provide important sup-
port for insurers’ allowing easy access
to generous outpatient care.  

The study had some limitations. The
analysis did not control for the type of
private insurance, such as preferred-
provider and fee-for-service arrange-
ments, and the type of coverage, which
is known to vary and which is often in-
adequate for mental health care (8,9).
These factors could have affected the
extent of care. Another limitation is
that some persons obtained insurance
to get care, whereas others may have
been in a treatment setting that helped
them apply for insurance, especially
Medicaid or Medicare. Thus the di-
rection of association between having
insurance and obtaining care may not
always be obvious. 

Future studies should examine in-
surance coverage of persons who have
other serious mental disorders and
who are not psychotic. In addition, al-
though we had follow-up data on 89
percent of eligible respondents, it is
possible that the insurance or care sit-
uation differed among the 11 percent

for whom data were missing. We will
continue to examine data on the insur-
ance status and treatment of this co-
hort through the 48-month follow-up
to examine changes in care that may
have occurred as Medicaid moves to a
managed care arrangement. �
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