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Abstract

Little is known about how take-up of private health insurance coverage differs between those
with and without mental disorders. This study seeks to fill this gap by using data from the 2004–
2008 Medical Expenditure Panel Survey to examine differences in offers and take-up of employer-
sponsored insurance (ESI) among adults aged 27–54. Little evidence that mental disorders are
associated with take-up of offers of ESI coverage was found. This suggests that take-up rates in the
Affordable Care Act (ACA) marketplaces by those with and without mental disorders may be
similar. The ACA is especially important to Americans with mental disorders, many of whom lack
access to ESI coverage to pay for mental health treatment either through their own job or through
a spouse’s job.

Introduction

The Affordable Care Act (ACA) has the potential to substantially increase insurance coverage
for the large number of Americans with severe mental disorders. Garfield et al. estimated that
approximately 3.7 million Americans with severe mental disorders, including depression,
ultimately could gain coverage under the ACA—2.0 million under the Medicaid expansion
provisions if fully implemented and 1.7 million under the private insurance provisions.1 The ACA
coverage provisions are especially important to people with mental disorders because they have
lower incomes on average, greater health needs, and are more likely to be uninsured, in large part
because of more limited access to private employer-sponsored insurance (ESI) coverage compared
to Americans without mental disorders.1–3 This lack of coverage contributes to substantial unmet
needs among people with mental disorders.3–7

The potential for the ACA to help people with mental disorders depends on the extent to which
they take advantage of the ACA coverage expansions. However, little is known about how take-up
of insurance differs in the general population between those with and without mental disorders.
The much higher expected expenditures on both mental health and nonmental health services
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would suggest higher take-up rates among those with mental disorders (in other words, adverse
selection).2 On the other hand, those with mental disorders may have greater difficulty navigating
complex public program rules or face other barriers in private health insurance markets.

This study seeks to study access to and take-up of pre-ACA private health insurance options and
assess their implications for the ACA marketplaces, one of the two major ACA coverage
expansions. Past experience under Medicaid expansions and other changes in Medicaid eligibility
may provide some guide to take-up under the ACA Medicaid expansions but is the subject of a
separate study. Ideally, one would like to analyze the differential take-up of coverage by those with
and without mental health problems in close analogs to the ACA marketplaces. However, data to
directly analyze the ACA marketplaces will not be available for some time. Unfortunately, there is
also insufficient data (primarily due to insufficient sample available for Massachusetts in national
surveys) to fully study differential take-up of coverage available through the Massachusetts
Connector, a precursor to the ACA. The historical market for individually purchased insured plans
is likely a poor guide to take-up in the ACA marketplaces, and it is difficult to develop and observe
meaningful measures of offers in the individual market. Instead, this study seeks to better
understand take-up of private health insurance coverage for those with and without mental
disorders in the market for private ESI coverage, the primary source of insurance for the prime
working age population.

Specifically, this study used data from the 2004–2008 MEPS to examine differences in offers
and take-up of ESI coverage among adults aged 27–54 by mental health status. Older adults were
excluded because retirement decisions (both for workers and their spouses) are increasingly tied to
health and health insurance coverage—those who continue to work are a selected group that may
not generalize to other adults. Younger adults also do not generalize well to other adults because
they are still completing schooling and sorting themselves into career paths. Moreover, younger
adults differ from prime age working adults through ACA provisions that went into effect in 2010
expanding access to private insurance coverage as dependents on their parent’s policies up to the
age of 26. Thus, the focus here is on adults of prime-working age—separate analyses of young
adults and older workers are beyond the scope of this study, but of policy interest. Probit regression
models were used to examine key correlates of take-up of employer offers of insurance coverage,
including educational background, race/ethnicity, family composition, geography, physical health
status, and most importantly, mental health status. It is important to emphasize that these analyses
are descriptive in nature and direct causal inferences cannot be made.

Data and Methods

Data

The data were drawn from the 2004–2008 Medical Expenditure Panel Survey (MEPS), a large
nationally representative household survey conducted annually in the USA since 1996 by the
Agency for Healthcare Research and Quality. The MEPS contains a rich array of information on
each household member’s health care use and expenditures, health insurance coverage,
employment and income, health status and health conditions, and other sociodemographic
characteristics. The MEPS is widely used to model the demand for insurance and health care
and to plan and evaluate health policy reforms and changes.

The MEPS utilizes an overlapping panel design to represent the civilian noninstitutionalized
population in each calendar year. Households are interviewed in-person for five rounds covering two
full calendar years. The average recall period for these five rounds is approximately 5 months.
Generally, one person responds for all members of the household. In-person interviews are
supplemented with an adult self-administered health questionnaire (MEPS Adult SAQ) asked of every
adult to assess health status and experiences of care that might not be captured reliably by proxy.
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Because the main measures of mental disorder were drawn from the adult SAQ and because it is
administered during rounds 2/4 of each year (round 2 for the new panel and round 4 for the old
panel comprising each MEPS calendar year), the contemporaneous round 2/4 versions of all other
variables including employment and health insurance status were used.

Mental health status

Two well-validated measures of mental health status contained in the MEPS Adult SAQ were
used to identify the population likely to have a mental disorder: the two-item Patient Health
Questionnaire (PHQ-2) depression screener and the K6 scale of nonspecific serious psychological
distress. The PHQ-2 asks BOver the last 2 weeks, how often have you been bothered by any of the
following problems?^ Bfeeling down, depressed, or hopeless,^ and Blittle interest or pleasure in
doing things.^ Responses ranged from Bnot at all^ (0) to Bnearly every day^ (3). A score of 3 or
higher indicates the need for more comprehensive depression screening. The PHQ-2 is a sensitive
(93%) and specific (75%) indicator for any depressive disorder.8 The K6 scale is predictive of
severe mental illness, defined as any individual with a DSM-IV diagnosis and severe impairment,
with a score of 13 suggested as a cut-point.9 A person was considered to have a probable mental
disorder if he or she scored greater than 2 on the PHQ-2 depression symptom checklist (indicating
probable depressive disorder) or scored 13 or greater on the K6 scale.

Sample

Several restrictions on the 2004–2008 MEPS sample were imposed. First, the population of
interest was limited to those between the ages of 27 and 54. Younger adults were excluded because
they are still completing schooling and sorting themselves into career paths. Those younger adults
in the labor force are a select group that might not generalize to other adults. The ACA also greatly
expanded the coverage options of adults up to the age of 26 as dependents on their parent’s health
insurance policies. This provision complicates the inferences that may be drawn from the
experiences of pre-ACA young adults to post-ACA young adults. Older adults aged 55 and older
were excluded because those that continue working are increasingly a selected group in terms of
their health and health insurance coverage choices that might not generalize to other adults. Like
young adults, the experience of older workers is certainly important from a policy perspective but
beyond the scope of the present analyses. Children were also excluded here because of the lack of
indicators for mental disorder contained in the MEPS.

Second, the analysis was limited to those persons with family incomes above the 138% of
modified adjusted gross income threshold (133% of poverty + 5% automatic disregard) believing
this population to be the most relevant to potential take-up of private insurance in the health
insurance exchanges. Adults who either did not complete the Adult SAQ (1760 observations for
women and 1785 for men) or did not complete both the PHQ2 and K6 scales contained on the
SAQ (219 observations for women and 191 for men) were further excluded. The MEPS sample
weight specific to the Adult SAQ were used to account for SAQ nonresponse.

Because the epidemiology of mental disorders differs greatly between men and women (for
example, women have much higher rates of depression) as do labor market decisions, all analyses
were stratified by sex. Final sample sizes used in the analyses were 19,760 observations for women
and 18,657 observations for men.

Outcomes

The three key outcome variables were, respectively, employment at the time of the round 2/4
interview, an offer of health insurance coverage from a person’s current main job, and whether the
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person accepted the offer of insurance (that is, take-up) from the current main job. Following
Cooper and Schone, a measure of whether a person had access to ESI coverage either from their
own job or their spouse’s current main job was also used.10 Similarly, a measure of family level
take-up of insurance if either or both spouses took up the offer of health insurance coverage was
used.

Covariates

In addition to the indicator for probable mental disorder, several other indicators for health and
mental health status that might factor into individual and family decisions about employment and
health insurance choices were included. The first is derived from the standard one-item perceived
health status question asked in each of the five rounds of MEPS. Respondents are asked relative to
persons their age, whether each member of the household is in excellent, very good, good, fair, or
poor health. Poor and fair responses were combined into a single binary indicator (ever poor or fair
vs good/very good/excellent). A mental health analog of the perceived physical health status item
was also included. Perceived mental status captures aspects of an individual’s perceptions of need
for treatment and thus may drive choices about employment and insurance.11 Finally, a simple
count of a set of 11 chronic conditions that are ascertained in each MEPS panel was included.
Respondents were asked if the doctor ever told the person they had diabetes, arthritis, asthma,
emphysema, stroke, high blood pressure, high cholesterol, coronary heart disease, heart attack
(myocardial infarction), angina, and other heart disease.

A number of sociodemographic characteristics expected to be related to employment and health
insurance choices were included. The standard representation of race/ethnicity dividing the
population into mutually exclusive groups was included as follows: non-Hispanic whites (the
omitted group), Hispanic ethnicity, non-Hispanic blacks, and others including those of Asian and
mixed race ancestry. Education was represented by a series of binary indicators corresponding to
degrees obtained: less than high school diploma (omitted), high school diploma or equivalent,
some college, bachelors, and advanced degree (masters, MD, JD, PhD). Indicators for each of the
four Census Regions in the USA (Northeast, Midwest, South, and West) and whether the person
resided in a Census Bureau defined Metropolitan Statistical Area, a measure of whether the person
lives in an urban or rural area, were also included.

Marriage is clearly a key pathway by which individuals may obtain employer-sponsored health
insurance coverage through their spouses. In some analyses, analyses were stratified by single
versus married to better account for this key pathway. Counts of the number of household members
between the ages of 0–5, 6–17, 18–64, and 65 and older, which may factor into labor market
decisions and choices about health insurance coverage, were also included.

Analyses

A series of bivariate descriptive analyses were first performed separately for men and women
comparing those with and without mental disorders along a number of sociodemographic, health
insurance coverage, and employment characteristics. Next, employment, offer rates (conditional on
employment), and take-up rates (conditional on offers) were examined. Using a logarithmic
decomposition method, the relative contributions of each (employment, offer, and take-up) to
overall ESI coverage rates was obtained. Again, these descriptive means of employment, offers,
and take-up rates are stratified by those with and without mental disorders and by sex. These were
further stratified by marital status and, among married adults, whether a spouse had offers of health
insurance coverage.

Descriptive probit equations on the main outcome of interest, the probability an individual takes
up an employer offer of health insurance coverage, were then estimated separately for men and
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women. These regressions were estimated on the full sample of men and women, respectively,
aged 27–54 with offers of employment-related coverage. Adults who were self-employed or
reported an establishment size of 1 were excluded because of concerns that individuals were
Boffering^ themselves insurance, thus carrying a different meaning than for others (in addition to
some measurement issues). The regressions included the following individual characteristics: age,
race/ethnicity, education, marital status and household composition, MSA status (urban/rural),
Census region, trend, perceived poor/fair physical health, chronic conditions, and the key indicator
of probable mental disorder. To those individual characteristics, a comparable set of physical and
mental health measures if a spouse was present and indicators for whether any child or adolescent
in the family had poor or fair mental or physical health were added. In both cases, it is expected
that a person will be more likely to take up coverage if there is a family member in poor physical or
mental health. Whether a spouse had an offer of coverage, which likely would reduce the need to
take up one’s own offer, was also included for married men and women.

The central concern with this study’s approach analyzing take-up is selection. Individuals may
seek out and take-up offers of health insurance coverage either for themselves if they are in poor
mental health, or on behalf of a family member. On the other hand, persons with mental disorders
may be less able to work or employers may seek to screen out job applicants with mental disorders
because of concerns about productivity and high medical costs. Attempts to correct for selection by
jointly estimating a Heckman selection model with the first probit equation describing the
probability an individual receives an offer of coverage and the second probit equation describing
the probability an individual takes up an offer were unsuccessful. It is well known that, while
technically identified, Heckman selection models are unreliable in the absence of first-stage
exclusion restrictions. From a conceptual standpoint, it is nearly impossible to find suitable
individual or family-level characteristics that are strongly related to whether an individual has an
offer of coverage but not take-up. A number of potential area and market-level exclusion
restrictions (for example, state-level offer rates and premiums by firm size and industry) were
considered, but these performed poorly in predicting individual offers after controlling for
individual and family characteristics. Thus, the strategy remains to rely on observable individual
characteristics and family characteristics, such as the measures of mental health status, to control
for selection in the take-up regressions recognizing that selection on unobservable characteristics
may still be present.

Related to this concern about selection is the treatment of some potentially useful explanatory
characteristics related to the take-up of employers’ offers of insurance coverage. Generosity of
coverage and out-of-pocket premiums are key inputs into individual and family decisions about
accepting employer’s offers of insurance. While generosity of coverage and out-of-pocket
premiums are not directly observed in the data, proxies such as industry and occupation, firm
size (2–24, 25–99,100–499, 500 plus), whether the person belongs to a union or not, and wages
could be included in the descriptive models. The main results do not change when these proxies
(which are strongly correlated with take-up) were included. Ultimately, following standard practice,
these potentially endogenous (to employment choices and generosity) proxies were excluded. One
could argue that spousal offers of coverage should also be dropped because of similar concerns that
it is endogenous to joint decision-making about insurance plan and employment choices. However,
dropping this variable drastically alters the magnitude of the marital status effect—in effect, marital
status soaks up the effect of spousal offers of coverage, if omitted, in addition to its direct effect of
marital status on the likelihood of take-up—without changing the main results. Because of these
concerns, separate models for single and married men and women were also estimated. The main
conclusions did not change in these separate models and thus are omitted here for the sake of
parsimony.

Finally, four measures of attitudes and preferences toward insurance and health care available in
the MEPS Adult SAQ were considered but ultimately excluded: BI’m healthy enough that I really
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don’t need health insurance,^ BHealth insurance is not worth the money it costs,^ BI’m more likely
to take risks than the average person,^ and BI can overcome illness without help from a medically
trained person.^ These might be correlated with individual choices about taking up offers of health
insurance coverage, but these are also potentially endogenous. For example, a person’s perceptions
about whether Bhealth insurance is not worth the money it costs^ may be endogenous to their
choices about employment and thus generosity and out-of-pockets costs under their employer’s
offers. Again, the main conclusions were not sensitive to whether or not these attitudinal items
were included.

All analyses were performed using the Stata 12.1/MP4 statistical package. Taylor series
linearization methods were used to correct all standard errors and statistical tests for the stratified
and clustered design of the MEPS. This method also corrects for the correlation across individuals
and families.12

Results

Bivariate analyses

Table 1 shows means of socioeconomic characteristics of adults aged 27–54 stratified by sex and
whether the person had a probable mental disorder. Educational attainment is substantially lower
for those with a mental disorder among both men and women. For example, 16% of women
without a mental disorder had a graduate degree compared to 7% with a degree. Family income too
was substantially lower for both men and women with mental disorders. Women and, especially,
men with mental disorders were less likely to be married, reducing the likelihood that they obtained
insurance through their spouse’s employer. Mental disorders were also strongly correlated with
physical health problems. For example, men and women with a mental disorder were four times
more likely to report that they were in fair or poor physical health. Together, these
sociodemographic characteristics suggest greater need for health care and health insurance but
fewer resources to obtain them among those with mental disorders.

Table 2 describes pre-ACA insurance coverage in the MEPS sample, again stratified by sex and
likely presence of a mental disorder. Both women and men with mental disorders were less likely
to be insured than their healthier counterparts. For example, 18% of men without a disorder lacked
insurance compared to 27% with a mental disorder. Men and especially women with mental
disorders rely more on public insurance sources (Medicare, Medicaid, and other state programs) for
their coverage. For example, only 4% of women without a disorder had public coverage compared
to 12% with a disorder. Rates of private coverage were correspondingly lower in populations with
mental disorders—about 12 percentage points less in both men and women. For all groups covered
by private plans, employer or union plans were the primary source of insurance coverage. Access
to and take-up of these employment-related sources of coverage was the focus of the remaining
analyses.

As seen in Table 3, both women (12 percentage points less) and men (14 percentage points less)
with mental disorders were substantially less likely to be working than their healthier counterparts.
This is consistent with the prior literature demonstrating negative labor market effects of mental
disorders.13–20 For the full sample, offer rates were slightly lower among women with disorders (72
compared to 75% without disorder, p=0.097) and men with mental disorders (72 vs 76%, p=0.02).
In contrast, there were no statistically significant differences in take-up rates between those with
and without mental disorders in either men or women. Decomposing the overall differences in ESI
coverage between those with and without a disorder, lower employment rates among those with
mental illnesses explained 82% of the differences in women and 66% in men (not shown).
Differences in offer rates explained most of the remaining differences in employment-related
coverage while differences in take-up rates explain little.
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Table 3 also stratifies adults 27–54 by their marital status to further examine variations in
employment, offer, and take-up rates. Among single adult women, the same basic pattern as the
sample as a whole was seen, with the exception that take-up rates were marginally different
between those with and without a mental disorder (89 vs 92%, p=0.062). Among married adults
aged 27–54, again, differences in employment explained most of the differences in actual private
insurance coverage. Take-up rates were the same overall for married women with and without a

Table 1
Means of sociodemographic characteristics, adults aged 27–54, 2004–2008 pooled

Age 40.959 0.096 41.812 0.266 0.002 40.746 0.106 41.557 0.318 0.012
Age squared 17.418 0.077 18.086 0.218 0.003 17.236 0.085 17.901 0.260 0.012
Hispanic 0.111 0.005 0.144 0.010 0.001 0.136 0.006 0.121 0.012 0.173
Black 0.109 0.005 0.109 0.009 0.987 0.099 0.004 0.133 0.012 0.003
Other 0.067 0.003 0.063 0.007 0.631 0.059 0.003 0.062 0.010 0.747
White 0.713 0.007 0.683 0.015 0.043 0.706 0.008 0.684 0.018 0.196
No HS diploma 0.074 0.003 0.127 0.009 G0.001 0.114 0.004 0.179 0.013 G0.001
HS diploma 0.257 0.005 0.367 0.017 G0.001 0.307 0.006 0.351 0.017 0.015
Some college 0.261 0.005 0.276 0.016 0.375 0.232 0.005 0.224 0.016 0.614
Bachelors degree 0.249 0.006 0.160 0.013 G0.001 0.222 0.006 0.142 0.014 G0.001
Graduate degree 0.158 0.005 0.069 0.009 G0.001 0.125 0.004 0.104 0.013 G0.001
Married 0.718 0.006 0.671 0.016 0.004 0.669 0.006 0.577 0.019 G0.001
# hh member 0–5 0.303 0.006 0.221 0.016 G0.001 0.302 0.007 0.194 0.019 G0.001
# hh member 6–17 0.696 0.012 0.673 0.030 0.478 0.614 0.011 0.497 0.029 G0.001
# hh member

18–64
2.058 0.010 2.056 0.028 0.933 2.021 0.010 1.920 0.030 0.001

# hh member 65
plus

0.040 0.002 0.050 0.007 0.209 0.045 0.003 0.070 0.011 0.023

MSA 0.854 0.009 0.830 0.013 0.033 0.852 0.008 0.849 0.016 0.799
Northeast 0.188 0.008 0.158 0.013 0.012 0.184 0.008 0.190 0.018 0.725
Midwest 0.228 0.011 0.230 0.017 0.899 0.230 0.010 0.203 0.016 0.103
South 0.354 0.013 0.383 0.018 0.091 0.348 0.013 0.375 0.019 0.167
West 0.230 0.013 0.229 0.023 0.905 0.239 0.013 0.233 0.018 0.911
Trend (1–5) 3.002 0.021 3.036 0.050 0.494 3.002 0.021 3.005 0.056 0.959
Log family income 10.710 0.008 10.406 0.024 G0.001 10.696 0.008 10.439 0.024 G0.001
Chronic conditions

(0–11)
0.497 0.009 1.015 0.043 G0.001 0.472 0.009 0.827 0.042 G0.001

Poor/fair physical
health

0.104 0.003 0.409 0.016 G0.001 0.097 0.003 0.377 0.017 G0.001

Poor/fair mental
health

0.046 0.002 0.390 0.016 G0.001 0.042 0.002 0.334 0.017 G0.001

Observations 18,134 1626 17,528 1129

Source: Author’s calculations from 2004–2008 Medical Expenditure Panel Survey
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mental disorder (66%) while they were marginally different (p=0.096) for married men with (79%)
and without a mental disorder (83%). Not surprisingly, take-up rates varied considerably by
whether a spouse also had an offer of employment-related coverage. For example, for men without
a mental disorder, 75% accepted their own employer’s offer when their spouse also accepted an

Table 2
Insurance coverage, adults aged 27–54, 2004–2008 pooled

Insured 0.867 0.004 0.802 0.014 G0.001 0.817 0.005 0.729 0.016 G0.001
Private 0.836 0.004 0.717 0.015 G0.001 0.795 0.005 0.671 0.018 G0.001
Employment-related 0.799 0.005 0.697 0.015 G0.001 0.759 0.005 0.644 0.018 G0.001

Public 0.042 0.002 0.122 0.011 G0.001 0.029 0.002 0.083 0.011 G0.001
Uninsured 0.133 0.004 0.198 0.014 G0.001 0.183 0.005 0.271 0.016 G0.001

Source: Author’s calculations from 2004–2008 Medical Expenditure Panel Survey

Table 3
Employment, offers, and take-up, adults aged 27–54, 2004–2008 pooled

Full Sample
Employed 0.830 0.004 0.709 0.014 G0.001 0.960 0.002 0.819 0.016 G0.001
Offered (conditional) 0.752 0.005 0.721 0.018 0.097 0.763 0.005 0.723 0.017 0.019
Take-up (conditional) 0.756 0.007 0.762 0.019 0.778 0.846 0.005 0.823 0.018 0.202

Single Adults 27-54
Employed 0.953 0.003 0.862 0.017 G0.001 0.947 0.004 0.829 0.021 G0.001
Offered (conditional) 0.823 0.008 0.792 0.028 0.313 0.731 0.009 0.685 0.028 0.110
Take-up (conditional) 0.921 0.006 0.889 0.017 0.062 0.884 0.007 0.870 0.024 0.589

Married Adults 27-54
Employed 0.781 0.005 0.634 0.019 G0.001 0.967 0.002 0.812 0.020 G0.001
Offer (conditional) 0.718 0.007 0.673 0.022 0.051 0.778 0.006 0.751 0.019 0.171
Take-up (conditional) 0.666 0.009 0.662 0.029 0.893 0.829 0.006 0.791 0.023 0.096
Spouse with offer 0.586 0.011 0.584 0.037 0.949 0.747 0.009 0.723 0.037 0.535
Spouse without

offer
0.871 0.010 0.806 0.038 0.088 0.924 0.005 0.854 0.031 0.024

Source: Author’s calculations from 2004–2008 Medical Expenditure Panel Survey
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offer, while the acceptance rate was 92% when their wives did not have offers of their own.
Among this latter group where spouses did not have offers, there are some differences in
take-up rates between those with and without disorders—81 versus 87% for women (p=0.088)
and 85 versus 92% for men (p=0.024). Finally, offers and take-up rates through a spouse for
those without their own offers of health insurance coverage through an employer were also
examined (not shown). Among married women without a mental disorder and no offer of
their own 73% had a spouse with an offer of coverage compared to 68% with a disorder
(p=0.037). Take-up rates by their spouses were lower among those with a disorder (88 vs
93%, p=0.030). Spousal coverage was a less significant potential source of coverage among
married men without their own coverage, with only about half of their wives having offers
through their employers.

Table 4 combines offers from one’s own employer with a spouse’s offer to look at overall access
to employer-sponsored health insurance coverage.10 Among married adults (both women and
men), 88% of those without a mental disorder had access to an offer of coverage from either their
own or their husband’s coverage compared to 82% with a disorder (pG0.001). Take-up of an offer
from either spouse was 94% among married adults without a disorder and slightly lower (90%)
among married adults with a disorder (p=0.002).

Regression analyses

Table 5 reports the main regressions results among adults aged 27–54 with offers from their
own employer (similar descriptive probit regressions, not shown, confirmed the same patterns
of employment and offer rates among those with and without mental disorders found in the
bivariate results reported in Tables 3 and 5). Persons who were self-employed or their reported
firm size of 1 were excluded because Boffers^ have a different meaning in this context. To aid
in interpretation, the table presents average marginal effects instead of probit coefficient
estimates. Controlling for other personal characteristics, mental health status was uncorrelated
with take-up of insurance offers for either women or men. The same held true when take-up
was estimated separately for single women, married women, single men, and married men
(results not shown). A person’s own physical health indicators were uncorrelated with take-up
with the exception of a small negative effect on take-up of better physical health on the SF-12

Table 4
Family-level access and family-level take-up, adults aged 27–54, 2004–2008 pooled

Full sample
Access 0.855 0.004 0.773 0.014 G0.001 0.817 0.005 0.716 0.017 G0.001
Family take-up 0.933 0.003 0.895 0.010 G0.001 0.926 0.003 0.891 0.013 0.011

Married Adults 27–54
Access 0.883 0.004 0.817 0.014 G0.001 0.879 0.005 0.823 0.017 0.002
Family take-up 0.938 0.003 0.897 0.013 0.002 0.943 0.015 0.902 0.041 0.008

Source: Author’s calculations from 2004–2008 Medical Expenditure Panel Survey
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physical health summary scale among women. Poor mental health of a child was also
uncorrelated with take-up. Poor/fair physical health of a child was marginally statistically
significant as a predictor of take-up among men (p=0.051), but the magnitude of the marginal
effect was fairly small (4.3 percentage points more likely). Poor/fair physical health of a
spouse was not associated with take-up for either married men or women. However, presence
of a mental disorder in a spouse was associated with a 6 percentage point increase in the
probability of take-up among women (p=0.051), but the same was not true for men where
there was no discernible effect. A spouse’s offer of coverage was associated with strikingly
lower probability of take-up—in women by 24 percentage points and in men, by 17 percentage
points. Education was also a strong predictor of take-up in both women and men.

Table 5
Marginal effects from probit regressions of probability of take-up conditional on own offer, adults

aged 27–54 (self-employed excluded)

Hispanic −0.003 0.017 0.862 −0.054 0.012 0.000
Black 0.005 0.016 0.775 −0.021 0.013 0.111
Other −0.022 0.019 0.247 −0.022 0.018 0.222
Age 0.009 0.007 0.202 0.011 0.006 0.056
Age squared −0.013 0.009 0.150 −0.012 0.007 0.094
High school diploma 0.037 0.020 0.065 0.057 0.016 0.000
Some college 0.058 0.021 0.005 0.070 0.015 0.000
Bachelors degree 0.112 0.021 0.000 0.080 0.018 0.000
Graduate degree 0.122 0.023 0.000 0.122 0.020 0.000
Married −0.060 0.016 0.000 0.034 0.014 0.011
# hh members 0–5 −0.035 0.010 0.000 −0.002 0.007 0.754
# hh members 6–17 −0.036 0.006 0.000 0.000 0.005 0.930
# hh member s18–64 −0.009 0.007 0.205 0.002 0.006 0.690
# hh member 65 plus 0.007 0.020 0.729 0.009 0.022 0.664
MSA status −0.003 0.014 0.844 −0.027 0.014 0.054
Northeast −0.035 0.020 0.084 −0.011 0.016 0.487
Midwest −0.025 0.017 0.133 −0.017 0.013 0.168
South 0.004 0.018 0.812 −0.028 0.012 0.019
Trend (years 1–5) −0.003 0.003 0.337 −0.003 0.003 0.294
Poor/fair physical health −0.006 0.015 0.696 −0.021 0.014 0.134
Chronic conditions (0–11) −0.006 0.007 0.363 0.000 0.006 0.964
SF-12 physical score −0.001 0.001 0.041 0.000 0.001 0.854
Mental disorder (0,1) −0.024 0.018 0.196 −0.024 0.019 0.204
Child poor/fair mental health 0.000 0.027 0.995 −0.031 0.023 0.177
Child poor/fair physical health −0.003 0.026 0.896 0.043 0.022 0.051
Spouse mental health disorder 0.059 0.030 0.051 0.008 0.021 0.688
Spouse poor/fair physical health 0.020 0.018 0.247 −0.019 0.015 0.215
Spouse offered coverage −0.241 0.013 0.000 −0.168 0.010 0.000

Source: Author’s calculations from 2004–2008 Medical Expenditure Panel Survey
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Discussion

This study found little evidence that take-up of offers of ESI coverage differed markedly
between those with and without mental disorders. Differences were generally small in magnitude
and rarely statistically significant. This suggests that assumptions about take-up of health insurance
coverage in the ACA marketplaces used for the general population may also apply to eligible
populations with mental disorders. Previous projections of the impact of health reform on coverage
had no choice but to assume take-up rates were the same for those with and without mental
disorders, lacking an empirical basis one way or another.

By far, the biggest explanation for the much lower rates of ESI coverage among those with
mental disorders compared to their healthier counterparts was that they were simply less likely to
be employed in the first place. In addition, among those employed, those with mental disorders
were somewhat less likely to be offered coverage by their employer. Compounding these problems,
women and, especially, men with mental disorders were less likely to be married diminishing the
prospects of coverage through a spouse. Further, married women with a mental disorder were less
likely to have a husband who had access to coverage through their job. Thus, the ACA
marketplaces are particularly important to the large number of Americans with mental disorders
who lack access to ESI coverage.

Limitations

There are several issues that confound interpretation of the results. First and foremost, the
analyses did not control for the simultaneity and reverse causality biases inherent in examining the
effects of mental health disorders on employment-related outcomes (employment, offers, and take-
up). For example, job loss may lead to or exacerbate symptoms of depression and anxiety.
Similarly, past take-up of insurance may lead to improved mental health through increased access
to treatment. Heckman selection models can be used to control for unobserved heterogeneity but
suitable exclusion restrictions that strongly predicted employer offers were lacking. Therefore,
causal claims concerning the effect of mental disorders on take-up of insurance coverage cannot be
made.

Second, while well-validated measures of mental health status were used in this study, these
short scales are by their nature imperfect and not as sensitive to severity of disorders as longer
diagnostic instruments. Alternative ways of specifying the PHQ-2 and K6 measures in the
regression models were tested (for example, including them as continuous measures rather than
cut-points), and the results were not sensitive. However, the analyses were still limited to these two
particular scales available in the MEPS and thus subject to measurement error in the identification
of the population with and with mental disorders.

Third, and perhaps most importantly from a policy perspective, the experience of individuals
that offered health insurance coverage through their employers may differ in fundamental ways
from the ACA marketplaces. For example, the marketplaces require positive action from enrollees
to sign up (that is, take-up coverage) which require significantly more effort than simply accepting
or declining an employer offer of coverage. Premiums paid for ESI coverage are tax advantaged
(pre-tax dollars) and employee contribution to total premiums often small—in 2013, employees
paid an average of 21% for single plans and 27% for family plans.21,22 ESI coverage may also be
more generous than many ACA marketplace plans. As a result, even with substantial subsidies for
much of the population (and small shared responsibility payments), take-up rates in the ACA
marketplaces will likely be lower than take-up rates reported for pre-ACA employer offers.

Finally, it is unlikely that the pre-ACA experience of take-up of employer offers generalizes to
the ACA Medicaid expansions at all. The populations newly eligible for Medicaid coverage differ
even more markedly from those with pre-ACA offers of ESI than those eligible for the ACA
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marketplaces in terms of income and health needs. Past Medicaid expansions and other changes in
income eligibility requirements likely provide a much closer analog to the ACA Medicaid coverage
expansions and are the subject of a separate study.

Implications for Behavioral Health

Americans with mental disorders are substantially less likely to have access to ESI coverage.
Thus, the ACA marketplace expansions are particularly important to people with mental disorders
above 138% of the poverty line (or 100% in the cases of states who so far have opted out of the
ACA Medicaid expansion). Despite limitations, the experience of take-up of pre-ACA employment
offers may still shed light on differences in enrollment rates in the ACA marketplaces. This
experience suggests that enrollment rates may be similar among those with mental disorders
compared to the rest of the marketplace eligible population. However, as data becomes available, it
will be important to track actual enrollment by people with mental disorders in the new ACA
marketplaces. If enrollment by people with mental disorders lags the rest of the population, more
targeted outreach efforts may be required.
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