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Objective: This study estimated
the rates of health insurance cov-
erage in the U.S. civilian noninsti-
tutionalized population with
schizophrenia and assessed wheth-
er basic access to health care var-
ied across health insurance cate-
gories. Methods: Data from the
Medical Expenditures Panel Sur-
vey collected between 2002 and
2006 were used. Results: The
sample contained 328 records
representing 493,006 noninstitu-
tionalized civilian persons with
schizophrenia. Eighty-seven per-
cent had Medicaid or Medicare,
8% received care through the
Veterans Health Administration,
and 15% had private insurance
for at least one day during the
year. About 7% were uninsured
all of the year. The uninsured
tended to be male (92%), non-
white (54%), and unmarried
(97%), and 30% of the uninsured
had not had a medical checkup in
more than five years. Conclu-

sions: Almost all U.S. adults with
schizophrenia were found to re-
ceive government health insur-
ance, yet a measurable minority
remained uninsured. These na-
tional estimates highlight oppor-
tunities for improving health
service delivery for this vulnera-
ble population. (Psychiatric Ser-
vices 61:830–834, 2010)

Schizophrenia is a chronic illness
with a significant economic im-

pact to the U.S. health care system. In
2002 excess direct health care costs
for persons with schizophrenia in the
United States were estimated to be
$22.7 billion (1). Health insurance is
especially important for persons with
schizophrenia because they not only
require comprehensive health servic-
es to treat their psychiatric symptoms
over the life course, but they also are
at greater risk of a number of general
medical diseases and premature
death.

Despite these considerations, health
insurance coverage is not well charac-
terized for this population. Previous
studies have relied on persons who
were institutionalized or regularly us-
ing psychiatric clinic–based health
services (2), data from the Depart-
ment of Veterans Affairs (VA) (3), or
Medicaid or Medicare claims data
(4). Because much of the literature
focuses on one health care insurer at
a time, comparison of health services
across insurance systems is limited.

On the basis of these considera-
tions, the objective of this study was
to estimate the rates of insurance
coverage among the civilian nonin-

stitutionalized population with
schizophrenia in the Unites States
and to assess whether basic access to
health care varied across health in-
surance categories. This information
is essential to help guide decision
makers as they allocate resources for
health services for this vulnerable
population.

Methods
We conducted an analysis of data
from the Medical Expenditure Panel
Survey (MEPS) Household Compo-
nent, made publicly available by the
Agency for Healthcare Research and
Quality (AHRQ). The Household
Component of the MEPS is a nation-
ally representative household survey
of the U.S. civilian noninstitutional-
ized population. The survey collects
data from a subsample of the U.S.
National Health Interview Survey
and uses a stratified and clustered
random sample with weights that
produce nationally representative es-
timates for health insurance cover-
age, as well as other health-related
demographic and socioeconomic
variables (5). Households are inter-
viewed five times over a two-year pe-
riod. At various interviews, respon-
dents are asked questions about in-
surance status as of December 31 of
each year, in addition to questions re-
lating to health care services. Individ-
ual respondents are issued both a
household number and an individual
number within their household,
which when combined provide an in-
dividual-level identifier.

Persons were included in the ana-
lytic sample if they were older than
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17 years and were identified as hav-
ing schizophrenia by respondent re-
port. We pooled years 2002 through
2006 to enhance our ability to ana-
lyze the subgroup of people with
schizophrenia. To properly account
for the MEPS survey design when
making estimates for this small sub-
group, we extracted records from all
respondents and constructed a flag
to identify which respondents were
in the analytic sample. Although
only persons with an ICD-9 code of
295 made up our study sample, all
observations were kept in the analyt-
ic file to maintain the survey struc-
ture and create the appropriate
standard errors (6). In accordance
with MEPS guidelines for pooling
years of data, we factored the
weights by five, the number of years
in our data set (7). With this adjust-
ment to the sampling weights, the
estimates of totals (and their stan-
dard errors) and proportions reflect
the new multiyear period.

The primary variable of interest
was type of health insurance cover-
age. This was examined in two ways.
First, we displayed proportions with
various types of health insurance us-
ing summary variables that indicat-
ed whether the person reported

health insurance coverage for at
least one day during the year. We
then created an indicator to capture
persons who received care from the
Veterans Health Administration if
the VA paid any amount during the
year. These variables were not mu-
tually exclusive, so comparisons
along person characteristics could
not be performed. We also present
categories of health insurance for
the MEPS general population as a
point of reference.

Second, a summary insurance cov-
erage indicator consisting of the mu-
tually exclusive categories of any pri-
vate insurance any time during the
year, only public insurance, and
uninsured all of the year was used to
compare sociodemographic and ac-
cess-to-care variables by insurance
type. The private category consisted
of general private insurance, TRI-
CARE, employer or union group,
self-employed, nongroup coverage,
other group coverage, coverage
through an unknown private catego-
ry, and coverage from a policyholder
living outside the reporting unit. The
public category included Medicare,
Medicaid, and other public hospital
or physician coverage.

Nationally weighted proportions of

health insurance coverage for persons
with schizophrenia and for the U.S.
general population were estimated.
We also determined whether type of
health insurance was related to differ-
ences in demographic characteristics
and access to care in this population
with chi square tests. SAS-Callable
SUDAAN was used for all analyses to
account for the complex sampling de-
sign of the MEPS.

The study protocol was reviewed by
the Johns Hopkins School of Medi-
cine Institutional Review Board,
which deemed this study exempt be-
cause data were publicly available and
deidentified.

Results
The analytic sample contained 328
records representing 493,006 U.S.
noninstitutionalized, civilian adults
per year with schizophrenia. Sixty-
seven percent reported they had
Medicaid, 46% had Medicare, 87%
had either Medicaid or Medicare,
26% had both Medicaid and Medi-
care, 8% received care from the Vet-
erans Health Administration, 6% had
other public insurance or TRICARE,
and 15% reported having private in-
surance for at least one day during a
given year (Figure 1). About 7% were
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Health insurance among U.S. noninstitutionalized civilian adults with schizophrenia and persons in the U.S. general 
populationa
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a Data were from the Medical Expenditure Panel Survey—Household Component, 2002–2006. Percentages were weighted to represent the population
of the United States. Data reflect persons who reported the type of insurance for at least one day during a year or being uninsured for all of a year.

b Veterans Health Administration category denotes health care paid for by the Department of Veterans Affairs.



uninsured all of the year. In the U.S.
general population, the analytic sam-
ple included 117,532 records repre-
senting 220,280,457 adults per year.
Twenty-six percent of the general
population reported having Medicare

or Medicaid, 71% reported having
private insurance, and 14% reported
being uninsured throughout the year.

Type of insurance coverage was ex-
amined across demographic and ac-
cess-to-care variables among persons

with schizophrenia. Persons with
schizophrenia who were uninsured
tended to be male (92%), nonwhite
(54%), and unmarried (97%) (Table
1). Those with private insurance had
a higher employment rate (42%)
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Characteristics of adults with schizophrenia, by health insurance coveragea

Total Any private Public only Uninsured
(unweighted (unweighted (unweighted (unweighted
N=328; N=42; N=267; N=19;
weighted weighted weighted weighted

Variable N=493,006) N=85,632) N=373,788) N=33,585) χ2 df p

Age
18–39 33.6 28.5 32.4 60.9
40–64 59.4 69.9 58.8 39.1
≥65 6.9 1.6 8.8 <.1 2.00 4 .09

Sex
Male 59.1 58.3 56.3 91.5
Female 40.9 41.7 43.7 8.5 3.33 2 .04

Race or ethnicity
White 62.3 70.1 61.9 46.4
Nonwhiteb 37.7 29.9 38.1 53.6 .85 2 .43

Education
Less than high school 30.1 11.7 34.5 27.3
High school 58.5 73.2 54.5 65.8
More than high school 11.4 15.1 11 6.9 1.49 4 .20

Marital status
Never married 58.0 39.9 60.9 71.8
Married 13.0 37.9 8.2 3.5
Widowed, separated,

or divorced 29.0 22.2 30.9 24.7 2.00 4 .09
Ever employed during the year

Yes 20.4 42.1 14.8 29.4
No 79.6 57.9 85.2 70.6 2.29 2 .10

Ever served in the armed forces
Yes 6.3 15.4 3.6 8.8
No 93.7 84.6 96.4 91.2 .66 2 .52

Metropolitan statistical area
Rural 20.1 5.9 23.2 20.3
Urban 79.9 94.1 76.8 79.7 2.90 2 .06

Region
Northeast 19.1 8.6 21.5 19.0
Midwest 27.9 26.4 30.5 3.1
South 33.5 35.0 31.0 57.5
West 19.5 30.0 17.0 20.4 2.26 6 .04

Have usual source of care
Yes 88.3 84.8 90.2 76.2
No 11.7 15.2 9.8 23.8 .59 2 .55

Made appointment for routine
medical care during the year

Yes 86.4 90.1 85.2 89.7
No 13.6 9.9 14.8 10.3 .48 2 .62

Time since last medical checkup
≤1 year 75.9 63.0 81.5 48.7
1–5 years 11.8 28.7 6.9 21.8
>5 years or never 12.3 8.3 11.7 29.5 2.06 4 .09

Frequency of dental
checkups per year

≥2 19.2 18.1 20.5 8.4
1 23.3 34.4 19.3 39.8
<1 57.5 47.5 60.3 51.9 1.76 4 .14

a Data were from the Medical Expenditure Panel Survey—Household Component, 2002–2006. Percentages were weighted to represent the population
of the United States.

b Nonwhite includes black, Hispanic, Asian, and other.



than those with public insurance
(15%) or the uninsured (29%). Ac-
cess to care also tended to be re-
duced among persons without insur-
ance in terms of having a usual
source of care and time since last
medical checkup. Thirty percent of
persons who were uninsured report-
ed that more than five years had
elapsed since their last medical
checkup, about three times the rate
of those with health insurance.

Discussion
This study investigated the rates and
types of health insurance coverage
among adults in a civilian, noninstitu-
tionalized U.S. population-based sam-
ple who reported having schizophre-
nia. We documented the high preva-
lence of public insurance among
those with schizophrenia, with almost
90% having either Medicare or Med-
icaid. Although there was a lower rate
of uninsurance (7%) compared with
the general population (14%), almost
all persons with schizophrenia should
be eligible for public insurance.

Uninsured persons with schizo-
phrenia tended to be men who had
never married or who were widowed,
separated, or divorced, representing a
population of persons with a serious
illness who are likely to be socially
isolated. Lack of insurance was mar-
ginally associated with not having a
recent medical checkup (p=.09). Be-
cause recent medical checkups are
associated with higher completion of
prevention recommendations, lack of
insurance may affect medical out-
comes for this group.

A previous study by Yanos and col-
leagues (8) examined the association
of insurance status with demographic
characteristics and service use in a
group of 539 persons with schizo-
phrenia spectrum disorders from a
statewide behavioral health care sys-
tem (8). The investigators found a
20% rate of unisurance, which was
substantially higher than our findings.
They also found that uninsurance was
associated with younger age, Latino
ethnicity, and male sex. However, the
sample in Yanos and colleagues’ study
was not a household survey; rather it
captured those who had presented for
services, so it included people who
may have been homeless or institu-

tionalized and who may be more like-
ly to be uninsured.

Stable and comprehensive health
insurance coverage is particularly
important for persons with schizo-
phrenia, because they require long-
term health services to treat this
chronic illness. In addition to im-
proving the quality of life in schizo-
phrenia, effective treatment reduces
the burden to caregivers, reduces
health care costs, and improves over-
all physical health (9). In contrast,
persons with schizophrenia who do
not take antipsychotic medications
as recommended have increased
hospitalizations, use of emergency
psychiatric services, violence, victim-
ization, and substance abuse and re-
duced mental functioning, all of
which increase costs (10). Health in-
surance for persons with schizophre-
nia also pays for ongoing psychother-
apy and engagement in rehabilita-
tion or assertive community treat-
ment programs, which are recom-
mended by the Schizophrenia Pa-
tient Outcomes Research Team
(PORT) guidelines (11). A recent ex-
amination of Florida Medicaid
claims records from 1996 to 2001 for
persons with schizophrenia found
that only 18% of acute treatment and
7% of maintenance treatment met
all PORT quality standards (12). The
investigators found that although
there was a greater likelihood of re-
ceiving an antipsychotic over time,
there was also a lower likelihood of
mental health visit continuity.

There were several limitations re-
garding our sample of persons with
schizophrenia. Although it is a popu-
lation-based survey weighted to the
national population, the MEPS is not
intended to estimate prevalence of
medical conditions; rather it is de-
signed to provide estimates of insur-
ance and health service access and
utilization (13). Although the esti-
mated prevalence of schizophrenia is
between .5% and 1.1%, the MEPS
estimate was lower (14). Because it is
a household survey, it likely does not
capture persons with schizophrenia
living in supported arrangements,
such as group homes, or institutional
settings, such as prisons. It may also
underrepresent undocumented im-
migrants and persons who are home-

less, groups that are more likely to be
uninsured (15). It is also possible
that schizophrenia was underreport-
ed because one respondent provides
information for the entire household
and the medical condition enumera-
tion comes from an open-ended
question. In addition, persons with
schizophrenia who do not go to a
medical provider would not have
that data imputed. Finally, even after
several years of MEPS data were
combined, the sample of persons
with schizophrenia may have been
too small to detect significant differ-
ences between health insurance type
and demographic variables and ac-
cess to care.

Conclusions
We used a national survey to esti-
mate health insurance coverage
among noninstitutionalized adults
with schizophrenia. Almost all U.S.
adults with schizophrenia are eligi-
ble for government health insur-
ance, but a nonnegligible minority
were uninsured. This is an especial-
ly vulnerable population because
they not only have an increased risk
of many physical diseases, but they
also are in need of lifelong psychi-
atric care. These health insurance
estimates highlight opportunities
for improving health service deliv-
ery for this vulnerable population,
particularly because almost all of
those with health insurance were
covered by government adminis-
tered programs. However, the high
proportion of persons with schizo-
phrenia covered by public insurance
programs suggests that future provi-
sion of universal coverage for this
diagnostic group would not have a
strong effect on overall costs. Fu-
ture directions for research may in-
clude determining the risk factors
for uninsurance among persons with
schizophrenia and finding opportu-
nities for improving care for the vast
majority who are receiving public
insurance.
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