
Work Requirements in Medicaid for People With Mental
Illnesses and Substance Use Disorders
Richard G. Frank, Ph.D., and Sherry A. Glied, Ph.D.

The U.S. Department of Health and Human Services (DHHS)
recently issued new guidelines on conditions that must be met
for states to implement work requirements in their Medicaid
programs. Ten states are in the process of seeking waivers so
that they can implement such work requirements, and Ken-
tucky already has an approved waiver. The current DHHS
position is a departure from prior practice. Under previous
administrations, both Republican and Democrat, such re-
quests were not approved because imposing work require-
ments was viewed as inconsistent with Medicaid’s goals of
expanding insurance coverage and access to care (1). Proponents
and opponents of work requirements disagree about the net
effects of such requirements on employment and the risks these
requirements pose to health care access for vulnerable groups.

Adults with mental or substance use disorders are an
important group to consider in evaluating the effects of work
requirements. Mental illnesses and substance use disorders
are prevalent among Medicaid recipients, affecting nearly
one-third of working-age adult beneficiaries, and they di-
rectly affect functioning in ways that compromise the ability
to work. About 36% of Medicaid-eligible low-income people
with any mental illness and 44% of those with a serious
mental illness do not work. Even under the waivers that are
being considered, some beneficiaries will not be required to
work to maintain eligibility. They will be exempted from
work requirements because they qualify for Medicaid on the
basis of a work disability under Social Security criteria.
However, only about half of Medicaid-eligible adults who
have a mental illness and do not work are classified as having
a disability according to these criteria (2). What will happen
to the others?

The DHHS guidance and various state applications for
waivers recognize that people who are “medically frail”
but do not meet the Social Security criteria should also be
exempted from work requirements. Unfortunately, because
of the nature of serious mental illness and substance use disor-
ders and the cognitive problems associated with those illnesses,
the “medically frail” exemption process will be challenging
to implement, both for states and for beneficiaries. This
means that work requirements will likely lead many people
with mental or substance use disorders to be removed from
Medicaid rolls. Moreover, taking Medicaid—and the care it

finances—away from people with these conditions is likely to
further reduce their participation in work.

States with waivers seeking to implement a medical
frailty exemption will need to establish a definition of frailty
that considers mental and substance use disorders. The dif-
ficulties of developing and implementing such a definition
are highlighted in studies of the application process for Social
Security disability benefits. Well-established and uniform
national standards have longbeenused for assessingpsychiatric
disability in determining eligibility for these benefits. De-
spite years of experience with the standard, however, there
is a great deal of inconsistency, and consequent error, in the
disability determination process across states. For example,
one study examined the experience of low-income women
who applied for Supplemental Security Income (SSI) bene-
fits but whose applications were rejected (3). Although they
appeared not to meet the disability criteria, these women
fared worse over time, in terms of housing stability, than
either those approved for SSI or similar women who did not
apply. They were just half as likely to work following the
determination as similar women who did not apply for SSI.

These difficulties of adjudication will be multiplied for
mental illnesses and substance use disorders. In part, that is
because these conditions are often comorbid with chronic
general medical conditions, making classification difficult;
18% to 25% of individuals with a psychiatric disorder have
co-occurring mental and substance use disorders, and over
20% of those with a mental illness also report their physical
health to be fair or poor. Another reason why adjudication
will be difficult is that the effects of mental illness on work
outcomes vary over time. Many people with mental illness
have intermittently recurring disabilities; their conditions
may be stable for some period with medication and appro-
priate treatment, but stability may be punctuated by exac-
erbations that can lead to deteriorations in functioning until
work is not possible. These realities will make an already
difficult adjudication process even more complex.

The complexity of adjudication, and the need to verify and
periodically reassess, will also add administrative burden for
states, providers, and beneficiaries, thereby increasing Med-
icaid’s administrative costs. On the state side, the adjudication
process will need to be implemented, and there will need to
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be an appeals process. Pro-
viders will need to attest to
medical frailty in order to
keep patients enrolled, and
this too will add adminis-
trative burden. The most consequential administrative bur-
dens, however, will fall on patients themselves.

The burden of establishing medical frailty related towork
requirements generally will fall on the recipient. In the case
of mental illness and substance use disorders, that means it
falls on a person who has a condition that, by definition,
interferes with cognition, executive function and mood,
and sometimes mood and drive. Decades of policy and
practice have been invested in encouraging—even compelling—
people with mental or substance use disorders to seek
out and maintain care because the conditions themselves
interfere with decision-making and care-seeking processes.
In fact, many people with a mental illness who are initially
rejected by the Social Security process do not appeal or
follow up simply because their conditions prevent them from
dealing with the paperwork and administrative processes.
Likewise, studies of access to care in the Veterans Health
Administration reveal that navigating the “system” poses
important obstacles to veterans with mental illnesses.
Scheduling and keeping appointments, explaining prob-
lems, obtaining transportation, and excessive wait times
can all result in reduced help seeking and treatment (4).
Many people impaired by mental or substance use disor-
ders will surely exit the Medicaid program because of in-
complete paperwork or for not reporting on changing
circumstances.

Making access to Medicaid and the treatment it finances
harder for people with mental or substance use disorders
will almost certainly make them less likely–not more likely–
to work. Randomized trials show that people who receive
evidence-based mental health treatments are better able
to succeed in the labor market (5) than those receiving

usual care. Similarly, the
results of the Oregon
health insurance experi-
ment showed that people
who were enrolled in Med-

icaid had substantially lower rates of depression and fewer
restricted-activity days (including for work). Access to treat-
ment, not denial of treatment, promotes labor market par-
ticipation for people with mental illnesses and substance use
disorders.

AUTHOR AND ARTICLE INFORMATION

Dr. Frank is with the Department of Health Care Policy, Harvard Medical
School, Boston. Dr. Glied is with the Wagner School of Public Service,
New York University, New York City. Send correspondence to Dr. Frank
(e-mail: frank@hcp.med.harvard.edu).

Dr. Frank’s work is supported by the Commonwealth Fund.

Dr. Glied reports being a board member of NeuroRx.

Accepted March 14, 2018; published online April 13, 2018.

Psychiatric Services 2018; 69:626–627; doi: 10.1176/appi.ps.201800126

REFERENCES
1. Musumeci M, Garfield R, Rudowitz R: Medicaid and Work Re-

quirements: New Guidance, State Waiver Details and Key Issues.
Issue Brief. Menlo Park, CA, Kaiser Family Foundation, Jan
2018

2. Han B, Gfroerer J, Kuramoto SJ, et al: Medicaid expansion under
the Affordable Care Act: potential changes in receipt of mental
health treatment among low-income nonelderly adults with serious
mental illness. American Journal of Public Health 105:1982–1989,
2015

3. Danziger S, Frank RG, Meara E: Mental illness, work, and income
support programs. American Journal of Psychiatry 166:398–404,
2009

4. Drapalski AL, Milford J, Goldberg RW, et al: Perceived barriers to
medical care and mental health care among veterans with serious
mental illness. Psychiatric Services 59:921–924, 2008

5. Timbie JW, Horvitz-Lennon M, Frank RG, et al: A meta-analysis of
labor supply effects of interventions for major depressive disorder.
Psychiatric Services 57:212–218, 2006

Editor’s Note: Viewpoint, a new feature in Psychiatric Services,
is invited commentary on a provocative topic.
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