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Shorter duration of untreated
psychosis is associated with bet-
ter response to treatment (1,2),

and specialized early intervention
programs have been shown to im-
prove both severity of illness and
quality of life (3–5). Together, these
findings suggest that increasing indi-
viduals’ use of services early in the
course of illness may be one key to al-
tering the course of illness.

One modifiable barrier to treat-
ment is lack of health insurance. Be-

ing uninsured predicts delayed help
seeking following onset of psychosis
(6) as well as less use of community
mental health treatment and greater
likelihood of using only crisis or
emergency services (7). In the Suf-
folk County (New York) Mental
Health Project, 44% of patients with
a first admission for psychosis were
uninsured (8). These patients were
less likely to have received prior out-
patient treatment and were more
likely to be hospitalized involuntarily

than those with either public or pri-
vate insurance.

Health insurance status is not sta-
ble over time. Of the Suffolk County
patients who initially had private in-
surance (between 1989 and 1995),
12% had become uninsured and 14%
had become publicly insured by two-
year follow-up (9). At least one-
fourth, therefore, were at risk of ex-
periencing discontinuities in care or
disruption of treatment relationships.
Similarly, 6% of those who initially
had had public insurance had become
uninsured by the two-year follow-up.
These results, however, do not indi-
cate how many people were unin-
sured at some point during those two
years and, therefore, likely underesti-
mate the frequency of discontinuities
in insurance coverage.

Patterns of insurance coverage also
likely vary between states, based on
differences in regulation of the pri-
vate market and in public assistance.
Two public health insurance pro-
grams specific to Connecticut are
Healthcare for Uninsured Kids and
Youth (HUSKY) and State Adminis-
tered General Assistance (SAGA)
programs.

HUSKY is Connecticut’s two-part
health insurance program for low-in-
come children and caregivers. HUSKY
A consists of Medicaid coverage for
children and adult caregivers in fami-
lies with income up to 185% of the
federal poverty level (FPL). HUSKY
B, funded in part by the State Chil-
dren’s Health Insurance Program
(SCHIP), provides subsidized cover-
age for children whose families’ in-
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Objective: Discontinuities in health insurance coverage may make it dif-
ficult for individuals early in psychosis to receive the services that are
critical in determining long-term outcome. This study reports on the
rates and continuity of insurance coverage among a cohort of early-psy-
chosis patients enrolled in Specialized Treatment Early in Psychosis
(STEP) at the Connecticut Mental Health Center. Methods: Insurance
status at baseline, six months, and 12 months was collected from 82 par-
ticipants from a combination of self-reports, clinical chart review, clini-
cian reports, and a database maintained by the state Department of So-
cial Services. Results: A total of 34 participants did not know whether
they had health insurance or did not appear for follow-up assessments
at six and 12 months. Among the remaining 48 participants, at baseline
18 had private insurance, 13 had public insurance, and 16 had no in-
surance. By the 12-month assessment, 13 (72%) privately insured and
five (38%) publicly insured participants had lost coverage; less than one-
third of the 48 participants (N=14) maintained continuous coverage.
Conclusions: Specialty services for individuals experiencing early psy-
chosis should address the difficulty of maintaining health insurance cov-
erage during a period of illness in which continuity of care is critical to
recovery. (Psychiatric Services 62:878–881, 2011)



come is between 185% and 300% of
FPL. Families earning more than
300% of FPL may also buy into the
program but are not eligible for sub-
sidy (10).

During the study period, SAGA
consisted of both a cash assistance
program and a medical assistance
program and was entirely state fund-
ed. The medical assistance program
filled an important gap in the medical
safety net by covering adults with very
low income who were ineligible for
Medicaid and Medicare because they
did not have children, were not dis-
abled, and were younger than 65.
SAGA also acted as a temporary
source of insurance for people await-
ing determination of their eligibility
for Medicaid or Medicare (11). In
June 2010, Connecticut transferred
SAGA beneficiaries to Medicaid for
Low Income Adults, under new
guidelines in the federal health care
reform act, but continued to restrict
eligibility to individuals with incomes
of less than 56% to 68% of FPL (12).

In this study, we explored the ab-
sence or discontinuity of health insur-
ance coverage among patients being
treated early in a first episode of psy-
chosis in Connecticut.

Methods
Data for this study came from Spe-
cialized Treatment Early in Psychosis
(STEP), a program funded by the Na-
tional Institutes of Health in which
patients with early psychosis are ran-
domly assigned either to a specialized
early psychosis treatment program at
the Connecticut Mental Health Cen-
ter, to a general psychiatric team at
the same center, or to other tradition-
al sources of treatment in the com-
munity (13). A total of 82 participants
enrolled in STEP between April 2006
and December 2009. The study de-
sign was approved by Yale Universi-
ty’s Human Investigations Commit-
tee, and participants gave written in-
formed consent to participate in di-
rect research assessments and for the
researchers to obtain collateral infor-
mation from current or former
providers and state databases.

Participants’ self-reported insur-
ance information was collected at six-
month intervals with an adapted ver-
sion of the Service Use and Resources

Form (SURF) (14) used in the
CATIE (Clinical Antipsychotic Trials
of Intervention Effectiveness) study
(15). The original form, which al-
lowed for coding only of private in-
surance, Medicare, and Medicaid,
was expanded to include SAGA and
HUSKY. Insurance data were also
collected retrospectively from partic-
ipants’ clinical charts, from discus-
sions with their clinicians, and from a
Department of Social Services data-
base of enrollment in public insur-
ance during the previous year.

To handle missing data at either
six months or 12 months in the time
trends analysis, we assumed that
participants with insurance had
maintained the same coverage un-
less they were found to have become
uninsured.

Results
Insurance data were available at
baseline and at six-month or 12-
month follow-up or both for 48 of
the 82 STEP participants (59%). A
total of 14 participants (17%) did not
know whether they had insurance,
and 20 participants (24%) missed
both their six- and 12-month follow-
up assessments. The 48 participants
had a mean±SD age of 22.2±4.8
years; 43 (90%) were male, and five
(10%) were female. A total of 22
(46%) were African American, 18
(38%) were Caucasian, and eight
(17%) were Hispanic. Diagnoses
consisted of schizophrenia (N=15),
schizophreniform disorder (N=11),
schizoaffective disorder (N=9), psy-
chotic disorder not otherwise speci-
fied (N=6), bipolar disorder (N=6),
and delusional disorder (N=1).

Two-thirds of the 48 participants
(N=31) had insurance at baseline, 18
with private insurance and 13 with
public insurance. However, fewer
than one-third (N=14) maintained
continuous insurance coverage
throughout the first year of follow-up
(Figure 1). Thirteen of the 18 partici-
pants (72%) with private insurance at
baseline lost it during the first year of
follow-up, and only three of them
successfully transitioned to public in-
surance coverage. Of the 13 partici-
pants with public insurance at base-
line, five (38%) had become unin-
sured at six or 12 months—two who

had been enrolled in HUSKY A or B,
two in Medicare, and one in SAGA.
Participants’ clinicians attributed this
loss of public insurance primarily to
aging out of eligibility or failing to re-
new enrollment.

Nine participants (19%) were in-
carcerated during the first year of fol-
low-up. Five had private insurance at
baseline, and all of them had lost it by
six- or 12-month follow-up. The only
incarcerated participant with public
insurance coverage at baseline had
maintained it through the 12-month
follow-up. Loss of insurance was not
found to correlate with sex, race, or
age.

Discussion
The main finding of this study is a
striking discontinuity of health insur-
ance coverage, both public and pri-
vate, early in the course of psychotic
illness. Although 67% of the partici-
pants for whom longitudinal data
were available had insurance at base-
line, just 29% at most enjoyed unin-
terrupted insurance coverage during
the first year of follow-up.

Moreover the actual frequency of
uninterrupted coverage may have
been even lower than the data sug-
gest. By assessing insurance status at
discrete time points, we may have
missed gaps in coverage between as-
sessments. In addition, participants
were presumed to have maintained
insurance coverage unless loss of cov-
erage was clearly documented, even
if follow-up data were incomplete.

This study did not systematically
examine why participants lost insur-
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ance, but a variety of causes likely
contributed. Participants may have
lost employer- or school-based pri-
vate insurance if they or their parents
lost a job, if they withdrew or gradu-
ated from college, or if they aged out
of their families’ health plans. Those
enrolled in HUSKY would have aged
out of the program when they
reached 19 years of age. Those on
SAGA could easily have become inel-
igible by getting a job, given the very
low monthly income limits of $506 to
$611, depending on the region of the
state (16).

Incarceration may have been an-
other factor related to loss of insur-
ance. All five privately insured partic-
ipants who were incarcerated during
the study period lost their insurance.
Many states, including Connecticut,
terminate Medicaid benefits upon in-
carceration (17). However, in Wash-
ington and Florida, states whose poli-
cies require termination of Medicaid
upon incarceration, 97% of people
with severe mental illness enrolled in
Medicaid upon incarceration were
still enrolled upon release, suggesting
low enforcement of the policy (17).
Even though our sample was too
small to draw definitive conclusions,
incarceration does not explain the loss
of public health insurance experi-
enced by five participants; none of
them had been incarcerated over the
course of the follow-up period.

National health care reform will
likely help to address some, but not
all, of the problems (18). People with
early psychosis can be expected to
have greater access to the private
market because insurers will be pro-
hibited from refusing people with
preexisting conditions, children will
be allowed to remain on their parents’
insurance until age 26, and a wider
range of businesses will be required
to provide their employees with
health benefits. Already national
health care reform allows states to ex-
tend Medicaid eligibility to all people
earning less than 133% of FPL. How-
ever, although the state of Connecti-
cut has indeed transferred SAGA en-
rollees to Medicaid for Low Income
Adults, it has continued to impose ex-
tremely low income limits of 56% to
68% of FPL (12). Many of the major
reforms, moreover, will not take ef-

fect until 2014 (19), and it is unclear if
they will help address the prolonged
interruption of insurance coverage
that accompanies job loss.

If, as our findings suggest, a sub-
stantial number of people with pri-
vate insurance become uninsured or
publicly insured early in the course of
psychotic illness, community mental
health centers (CMHCs) should view
these privately insured people as po-
tential future clients. Through offer-
ing assertive clinical care and case
management services, CMHCs may
be able to decrease two factors that
appear to play a prominent role in
loss of private insurance in this popu-
lation—the loss of employment and
the loss of housing when a family de-
cides it can no longer bear the burden
of housing and caring for a family
member whose symptoms are un-
managed.

There is no simple relationship be-
tween category of insurance coverage
(public or private) and quality of care
received. Nevertheless, changes in
coverage early in the course of a psy-
chotic illness may disrupt treatment
relationships for those who have en-
gaged with services, at a time when
care could be particularly transforma-
tive for their long-term prognosis
(20). Proactive and early engagement
by CMHCs could help minimize dis-
ruptions in the care of those who lose
private insurance.

The generalizability of this analysis
is limited by the small size of our sam-
ple compared with the incidence of
early psychosis that could be expect-
ed in Connecticut during this period.
Also, patients who agreed to enroll in
STEP may not be representative of all
people with first-episode psychosis in
the state. Indeed, males and African
Americans clearly appeared to be
overrepresented in our sample,
though loss of insurance was found
not to correlate in this sample with
sex, race, or age. We attempted to ad-
dress this limitation by conducting a
follow-up study using two databases
containing billing records from all of
the acute care hospitals in Connecti-
cut, but both prohibit access to pa-
tient-level data, making it impossible
to track insurance trajectories over
time.

We recognize several limitations.

Beyond starting with a relatively
small pool of participants, the sample
was further whittled because 41% of
participants either did not know
whether they had insurance or
missed both the six- and 12-month
follow-up assessments. Participants
lost to follow up, however, may have
been even less likely to have had con-
tinuous insurance coverage. In sup-
port of this hypothesis, the 31 partic-
ipants who came for the 12-month
assessments were more likely to be
insured if they also had attended the
six-month assessment, a finding that
approached statistical significance.
Therefore, we believe that if any-
thing, attrition bias may conceal even
greater loss of insurance.

The results from this analysis vali-
date the approach taken by the Con-
necticut Mental Health Center,
which since opening the STEP pro-
gram in 2006, randomly assigns half
its patients in early psychosis with pri-
vate insurance to receive free public-
sector care (13). The goal is to deter-
mine whether this proactive model of
care, delivered within the resources
of a public mental health center, is
more cost-effective than usual care in
the community. Among other policy
goals, the program will explore how
partnerships between institutions in
the public and private sectors may be
used to improve the continuity of care
during this critical clinical period.

Conclusions
This study is one of the first to track
changes in insurance status early in
the course of psychotic illness. Loss of
both private and public insurance oc-
curred frequently among these par-
ticipants. In fact, 71% of participants
lacked continuous insurance cover-
age during their first year of follow-
up. Efforts to provide services to indi-
viduals early in a psychotic episode
must address the reality that health
insurance coverage in this population
may be interrupted at a critical junc-
ture in treatment.
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