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ABSTRACT 

 

Too many adults with public insurance have unmet mental health care needs.  

While efforts at improving health outcomes are often focused on expanding health 

insurance coverage, these individuals are presumed to have a fairly comprehensive 

set of health care services covered by insurance.  The hypothesis of this study is that 

individuals who have greater social connections would be more likely to receive 

treatment. Through those connections, they might have a clearer perception of their 

health care needs and the potential benefit of seeing or visiting a health care 

professional.  These supports might enable them to overcome barriers to receiving 

care.   

The study verified that a large percentage of the 1.5 million adults with 

mental health needs and public insurance are not receiving mental health care 

services.  However, counter to the hypothesis, connections through employment or 

living with a spouse or partner statistically significantly decrease the likelihood of 

receiving treatment.  In contrast, enrollment in public income maintenance programs 
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such as TANF or SSI, increase the likelihood an individual would receive treatment. 

Connectivity factors appear to have a mixed effect on whether a publicly insured 

adult with mental health care needs receives treatment.  While the study was unable 

to demonstrate why so many publicly insured adults have unmet mental health care 

needs, it highlights the need for further research into how we can do better. 
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Introduction 

The health care system in the United States is in need of reform.  On that, it 

seems most everyone agrees.  However, what those improvements should look like, 

specifically what policies should be adopted, is the subject of much debate in both 

political and academic circles.  Much of that debate focuses on the expansion of health 

insurance coverage to more individuals.  Research has often compared the healthcare 

outcomes and service utilization patterns between the insured and the uninsured.  

Broadly, the findings of that research are that people with health insurance have better 

health outcomes and use services in a more efficient manner than those without 

insurance (Ayanian, 2000; Berk, 1998).  Certainly the expansion of health insurance 

coverage is an important part of any effort to reform healthcare in America.   

However, research and reform efforts directed at the expansion of insurance 

coverage tell us little about how to improve health care outcomes and efficient health 

service utilization among those who already have health insurance.  Unmet healthcare 

needs among the insured have significant negative effects on the quality of life of 

untreated individuals and their families.  In Minnesota, for example, unmet health care 

needs were uncovered among families participating in the Temporary Aid for Needy 

Families Program (TANF).  These families had been insured for years through the 

Medicaid program yet psychological assessments conducted after 48 months of TANF 
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participation revealed unmet health care needs and the resulting negative effects for 

families. (Pavetti and Kauff, 2006) 

The creation of the Temporary Aid for Needy Families (TANF) program in 

1996 through the passage of the Personal Responsibility and Work Opportunity Act, 

reformed its predecessor, the Aid to Families with Dependent Children program, in 

part by imposing a lifetime limit of five years on the receipt of federal financial aid for 

any family.  In Minnesota, as families approached this limit, the counties responsible 

for administering the program engaged in an investigative process to uncover why the 

adults in these families had been unable to find employment in any of the preceding 

sixty months.  This assessment process uncovered the prevalence of unmet mental 

health care needs within this population.  Interestingly, though these adults had all had 

health insurance provided though Medicaid during their five years as TANF recipients, 

their mental health care needs were not discovered through the health care system but 

through the administration of an income maintenance program.  (Pavetti and Kauff, 

2006) 

The costs of this lack of appropriate health care for these insured adults must 

include the harm to their quality of life for the years in which they lived with untreated 

mental health care problems.  It must also include the harm to the quality of life and 

quality of parenting they were able to provide their children while untreated.  While 
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employment remains a possibility for many of the adults with unmet mental health care 

needs, many of them were subsequently referred to the Social Security Administration 

to apply for disability benefits.  Until their mental health care needs were diagnosed, it 

was not recognized that Supplemental Security Income (SSI) and Social Security 

Disability Insurance (SSDI) were more appropriate programs than the TANF program 

which requires employment.  (Pavetti and Kauff, 2006) 

To explore what factors lead to some people with health insurance receiving 

appropriate care while others struggle for years with undiagnosed and untreated 

ailments, I analyze data from the 2007 National Health Interview Survey conducted by 

the National Center for Health Statistics of the Centers for Disease Control and 

Prevention. The focus is on the population of Medicaid and Medicare enrollees 

between the ages of 18 and 64 with mental health care needs, based on the responses to 

the K6 screening questions included in the National Health Interview Survey.  The K6 

screen was developed for use in the National Health Interview Survey as a way of 

measuring psychological distress with serious impairment. (Karlin, 2005)  Using 

logistic regression model, I examine whether a person’s involvement in an income 

maintenance program such as TANF increases the likelihood that the person will 

actually receive care from a mental health professional.  I also examine whether other 

connections such as family support, employment, or having a usual place for 
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preventative health care, make it more likely that an individual with mental health care 

needs will receive appropriate care.  If the answers to these questions are in the 

affirmative, as I hypothesize, this insight should inform attempts at achieving better 

mental health outcomes among the adult publicly insured population.  If greater 

connectivity increases the likelihood of the receipt of mental health care services by 

those who need them, then efforts at increasing connectivity should properly be viewed 

as part of a public health agenda.   
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Literature Review 

 

In reviewing the literature related to access to health services and the role of 

social connections, I found that some studies have focused on disparities in access to 

care but have not focused exclusively on the publicly insured population.  While many 

of these studies have focused on racial/ethnic disparities, associations with education 

levels, age, and income level have also been found.  Examining access to specialty care 

services in particular, Whites have been found to have been statistically significantly 

more likely than African- Americans or Hispanics to have received treatment for 

alcoholism, drug abuse, or mental health among those with a perceived need for such 

services, and controlling for insurance status. (Wells, et al., 2001)  These findings were 

supported by a study examining the use of specialty mental health services using data 

from the National Comorbidity Survey.  Researchers found that, controlling for 

insurance and other socio-cultural factors, poor Latinos have lower access to specialty 

care than poor non-Latino whites. (Alegría et al., 2002) 

A few studies have focused on the impact of social supports on the likelihood 

an individual would receive mental health care services.  Examining the correlates of 

mental health care need and service use and the differences in factors affecting unmet 

need between older and younger adults, researcher Bradley Karlin cites the subjective 
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perceptions of mental illness by older individuals and the subjective perception of 

older individuals by health care professionals as two reasons older persons are less 

likely to receive mental health care services.  (Karlin, 2005)  He also lists cost, 

transportation, and problems in Medicare coverage of services as barriers to care for 

older persons with mental health care needs.  Interestingly, Karlin cites social networks 

as one of the correlates to the receipt of mental health care services.  He writes: 

Both structural and functional characteristics of the social network have been 

found to be related to mental health care use…Social networks may affect 

perceived need for care and, consequently, service initiation by providing 

feedback on symptoms or conditions, by motivating individuals to seek 

treatment, or by providing substitute services.  Having a larger social support 

network has been associated with increased attendance at outpatient 

psychotherapy sessions. (internal citations omitted). 

 

The impact of social connections on a person’s perception of need for care was 

explored qualitatively in a study of lower income mothers in 2006.  (Anderson et al., 

2006)  Based on the results on qualitative interviews conducted with 127 mothers of 

children they brought to a clinic for mental health services, researchers were able to 

draw conclusions about some of the reasons these mothers do not seek mental health 
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services for themselves despite having mental health care needs.  Again, as with 

Karlin’s research, the subjective perception of mental health care services impacts the 

likelihood that an individual may seek services.  Where the older individuals in 

Karlin’s study saw some mental health issues they were encountering as an inevitable 

part of aging (and therefore didn’t seek treatment), the women in the qualitative study 

saw many of their mental health problems as being caused by external factors (the 

stress of poverty and chaos in their lives as well as the strain of raising a child with 

mental health issues) and therefore unlikely to respond to mental health care 

treatments.  



 

8 

Conceptual Framework and Hypothesis 

There are factors on both the supply and demand side of the framework that 

impact whether an insured adult with mental health care needs will actual use 

professional mental health services.  On the demand side of the framework, whether an 

adult with mental health care needs receives those needed services will certainly be 

influenced by the severity of the individual’s mental health care need.  An individual 

who is able to continue to function despite a mental health problem may not seek out 

services due to stigma or expense and may not be suspected of having a problem by 

employers, coworkers, family members or others that might encourage professional 

assistance. At the other extreme, an individual whose mental health problem results in 

an arrest, a hospitalization, or an emergency room visit is more likely to receive mental 

health care services regardless of countervailing factors. 

Even if an individual has a moderate-to-severe mental health care need, he or 

she might not seek out services if there are other more pressing needs that take 

precedence.  A parent may put off getting care for himself if his child’s health care 

needs are given priority.  When individuals are making decisions about how to spend 

their time and healthcare dollars, a physical health care need may receive attention 

ahead of a mental health concern.  An individual working in a job with no paid sick 

leave or time off may not feel she can afford to take unpaid time away from work to go 
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to the doctor.  The more chaotic an individual’s life is, perhaps because of 

homelessness or hunger, the less likely it is that mental health concerns will receive 

needed attention.   

There may be differences in the likelihood an adult will use mental health 

services that are dependent of that individual’s gender, age, race or ethnicity, 

educational attainment, income level, and language skills.  Societal norms may make it 

less likely for men seek counseling, having a lower income may mean that mental 

health services are out of reach even with insurance, or a lack of English proficiency 

may mean a dearth of qualified professionals.  Socio-economic factors can impact both 

the demand for mental health services and the accessibility of those services for those 

who want them. 

The level of isolation experienced by an individual may also influence whether 

she receives needed mental health care services.  Hypothetically, the more connections 

to others an individual has, the greater the likelihood that individual will actually 

receive needed mental health care services.  Adults whose children are enrolled in child 

development programs will interact with other parents and program staff.  Adults who 

live with their spouse or partner may have additional support and encouragement that 

enables them to receive mental health care services.  Support and encouragement could 

also come from other family members.  Adults make connections through employment 
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and involvement in community groups such as churches.  An adult who receives social 

services, such as employment counseling, financial management counseling, parenting 

classes, vocational training, etc., may be more likely to receive mental health care 

services as well. 

On the supply side, while all the adults considered in this framework have 

health insurance, there may be substantial differences in the availability and cost (co-

payments) of mental health care services covered by various insurance plans.  If the 

insurer requires that a patient be referred by a primary care physician in order to 

receive specialty services such as mental health care services, this could decrease the 

likelihood that an individual with mental health care needs receives services.  

Functioning in theory similarly to the way that social connections function on the 

demand side, the provision of a health care home where a primary care physician or 

clinic is responsible for managing the whole of an individual’s health care or the 

provision of another form of health care case management would increase the 

likelihood that an individual’s mental health care needs were recognized and treated. 
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Figure 1.  
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Data and Methods 

 

Data 

The hypothesis, that greater connectivity increases the likelihood of the receipt 

of mental health services among publicly insured adults with mental health care needs, 

will be explored using data from the 2007 National Health Interview Survey (NHIS) 

conducted by the National Center for Health Statistics of the Centers for Disease 

Control and Prevention.  The NHIS is a nationwide survey that is conducted through 

face-to-face interviews of the civilian, non-institutionalized population of the United 

States.  (CDC/NCHS, National Health Interview Survey, 2007)  The information 

collected includes “socio-demographic characteristics, basic indicators of health status, 

activity limitations, injuries, health insurance coverage, and access to and utilization of 

health care services.” (CDC/NCHS, National Health Interview Survey, 2007)  From 

each family interviewed, a sample adult is randomly selected for additional questions 

covering the same topic areas in more depth.  In 2007, the NHIS was conducted for a 

sample of 29,266 households yielding 75,764 persons from 29,915 families. The 

interviewed sample of Sample Adults was 23,393 persons aged 18 years or older.  The 

total household response rate was approximately 87.1%.  The conditional response rate 
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for the Sample Adults was 78.3% of those identified as sample adults. (CDC/NCHS, 

National Health Interview Survey, 2007) 

 

Analysis Plan 

I intend to limit this inquiry to adults ages 18-64 whose health insurance is 

provided through a public insurance program, predominantly Medicaid, to a lesser 

extent Medicare, as well as state health insurance programs.  By restricting the inquiry 

to public insurance programs, I can partially control for variations in covered services, 

service delivery, availability and affordability of service providers (the supply side of 

the framework).  As I am including multiple public programs and because Medicaid 

benefits and eligibility vary among states, these supply side factors are only partially 

controlled. Excluding children and seniors helps to exclude the variations in service 

delivery that these populations provoke. Because this hypothesis was inspired by the 

experience of long-term recipients of TANF aid, I am hopeful that limiting the data in 

this way may allow any insights gained from this inquiry to inform improvements in 

service delivery to this Medicaid population.   

The population of interest is limited to those adults public insurance enrollees 

who have mental health care needs.  The NHIS questionnaire lends itself to identifying 

this population through the inclusion of Kessler’s K6 screening scale for nonspecific 
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psychological distress. The K6 screen was developed for use in the National Health 

Interview Survey as a way of measuring psychological distress with serious 

impairment. (Karlin, 2005)  While the K6 screening scale can be used with precision to 

identify individuals with serious mental illness rising to the level of a DSM-IV 

disorder, it can also be used as a broad-gauge screening tool for mental illness.  

(Kessler et al., 2002)  The K6 screen asks about the extent to which an individual had 

feelings of sadness, nervousness, restlessness, hopelessness, worthlessness, or that 

“everything was an effort” in the 30 days preceding the interview.  Participants who 

answered in the affirmative, either “all of the time”, “most of the time”, “some of the 

time”, or “a little of the time”, were asked a follow up question about the degree to 

which those feelings interfered with their life or activities.  Those asked the follow-up 

question were given the option of responding “a lot, some, a little, or not at all.”  I used 

the responses to these questions as a proxy for mental health care need by identifying 

all the participants who answered at least one of the first set of questions with “all of 

the time” or “most of the time” and who indicated in response to the follow-up 

question that the feelings interfered with their life or activities “all of the time” or 

“most of the time.”  I identified those participants who responded that they had feelings 

of sadness, nervousness, restlessness, hopelessness, worthlessness, or that everything 
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was an effort, all or most of the time and that those feelings interfered with their lives 

“some” or “a lot” as having a mental health care need.  

Figure 2. 

Use of K6 Screening Questions to Identify Mental Health Care Need 
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In the analysis, use of mental health services (treatment) is based on a survey 

question asking whether the person had seen or talked to a mental health care 

professional in the past 12 months.  The outcome variable is a dichotomous variable 

with value of 1 indicating the person had received mental health services in the past 

year (0 that the person had not).   With a dichotomous outcome variable, I elected to 

use a logit model as my empirical model. 

I selected key variables of interest to indicate connectivity. Specifically, the 

questions that provide answers to whether the person has a spouse or partner in the 

household, has a regular healthcare provider, participates in an income maintenance 

program such as SSI, SSDI or TANF, or is employed will be used as proxies for a 

measurement of connectivity for that particular adult.  Aside from the connectivity 

variables, other independent variables include the sample adult’s age, gender, race or 

ethnicity, educational attainment, income level, and health status.  

Regression Model 

 In order to examine the relationship between connectivity factors and the 

likelihood of receiving mental health treatment, this study will use the following 

logistic regression model: 
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Log (odds of seeing or talking to mental health professional) = 

!1 employed + !2 living with spouse/partner +!3 enrolled in program +  

!4routine health care provider + !5youngest age + !6young-middle age +!7 middle 

age + !8mid-older age +!9 Hispanic +!10 black + !11other races +!12no degree + 

!13GED + !14High School + !15BA + !16missing education  + !17female + !18below 

poverty + !19less than 200% of poverty + !20missing income + !21very good health + 

!22good health + !23fair health + !24poor health + Error 

 

Connectivity Factors 

 Employed or Attending School   

 I categorized people in the survey as being employed if they indicated that 

during the previous week they had been either working for pay at a job or business, 

with a job or business but not at work, or working, but not for pay, at a family owned 

job or business.  As I am interested in employment to the extent to which helps create 

social connections, I included those people who indicated that they were not working 

the previous week because they were in school. 

 Living with Spouse or Partner 

 I created a dichotomous variable with a value of 1 if the person was married 

with his/her spouse in the household or living with a partner (0 for any other response).  
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 Usual Place for Preventative Health Care  

 The NHIS asks respondents if there is a place they usually go to when they are 

sick or need advice about their health.  Those respondents who indicated that their 

usual place of care is a clinic, health center, doctor’s office or HMO and who indicated 

that place as where they usually go when they need routine or preventative care, such 

as a physical examination or check up, were considered to have a usual place of 

preventative care. 

 Enrolled in Public Income Maintenance Program 

 The inspiration for this project were the heads of households in the TANF 

program in Minnesota whose health care needs were identified through that income 

maintenance program.  The social connections facilitated by participation in an income 

maintenance program would be better captured if the specific program services, such 

as case management, job coaching, etc., and the extent to which an enrollee utilized 

those services could be accounted for.  I am using the much more limited concept of 

whether a respondent received income from TANF, SSI, Social Security, or any other 

governmental program to stand in for connectivity through an income maintenance 

program. 
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Demographics 

Age.  The age of the adult may impact the severity of the health care issue, the 

sophistication of the individual navigating the health care system as well as the extent 

to which they are targeted for outreach services (youth and seniors).  The age variable 

in my model is constructed of five age categories: 18-24 years, 25-34 years, 35-44 

years, 45-54 years, and 55-64 years. 

Gender.  The adult’s sex is identified as either male or female.  Perceptions of 

mental health care needs may vary between males and females.  This variation may be 

true both in terms of self-perception and the perception of health care providers, family 

members and co-workers. 

Race/Ethnicity.  Access to health care is impacted by race.  Additionally 

perceptions of mental illness vary among different cultural groups.  The racial 

categories in the model are Hispanic, Non-Hispanic white, Non-Hispanic black, and 

other races. 

Education.  Greater educational attainment may reflect a greater ability to 

access health care services.  It is likely that educational attainment also influences 

knowledge about mental illness, the importance of preventative health care, and the 

likelihood of steady, stable employment.  In the empirical model, educational 

attainment is structured into six categories including missing data.  The other five 
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categories are those individuals without a degree, those who have obtained their GED, 

those who graduated from high school, those who have completed some college 

including an Associate’s Degree and those who have obtained a Bachelor’s Degree or 

higher. 

 Income Level.  Even when examining a population of insured individuals, 

income level may impact access to health care in terms of co-pays, the affordability of 

time away from work or the childcare necessary to obtain services.  Income level may 

also influence the perception of mental health care need and the extent to which 

treatment would be worthwhile.  When life is legitimately depressing or 

overwhelming, it may be difficult to see the resulting feelings as indicative of a health 

care issue.  Income level is measured at the family level in the model. It is a 

measurement of the relationship between the family’s income and the poverty level for 

a family that size.  In the model, income is constructed of four categories including 

missing data.  The remaining three categories are incomes below the federal poverty 

level, incomes between 100-200% of the federal poverty level, and incomes more than 

200% of the federal poverty level. 

Health Status.  How an individual reports their own health status as may reflect 

their self-perception of need for health care services.  Individuals who report excellent 

health may be less likely to see the need to visit a doctor or conversely may be more 
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inclined to protect their favorable health status through regular check ups.  People who 

view themselves as being in excellent health may not have the same barriers to 

receiving care as someone whose physical health has deteriorated.  Someone who feels 

his or her health to be very poor may have an intensive involvement with the health 

care system.  In the empirical model, health status is broken into five categories: 

Excellent, Very Good, Good, Fair, and Poor. 
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Results 

Descriptive Statistics 

 Over 1.5 million adults, ages 18-64 who are enrolled in public insurance plans 

have a mental health need (see Table 1).  Almost 57% of those with a mental health 

need did not see or talk to a mental health professional in the prior year.  Of those who 

needed mental health services, 69% are female and 69% are white.  More than half 

(53%) of the adults identified as needing mental health services are living below the 

federal poverty level and approximately a third of those identified (33%) have not 

obtained a GED or high school diploma.  Only 10% of those with a mental health need 

reported that their health was excellent or very good.  Over 66% of this subpopulation 

reports that their health is only fair or poor.  

 Unsurprisingly a majority of publicly insured adults (67%) are also enrolled in 

a public income maintenance program.  The percentage of those employed or in 

school, somewhat negatively correlated with receiving income from a public program, 

is only 16%.  More surprising to me is the finding that approximately 82% of those 

with a mental health need have a usual place for preventative health care.  At least by 

this limited measure, these individuals are connected to the health care system.  Lastly, 

almost 75% of adults in this subpopulation are not living with either a spouse or a 

partner. 
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Table 1. Descriptive Statistic s  

Variab l e  

Number 

(unweighted )  

Percent of 

Population 

(unweighted )  

Number 

(weighted )  

Percent of 

Population 

(weighted )  

     

Total Study 

Population 396  100.0%  1,571,724  100.0%  

     

Dependent Variable     

     

Seen/Talked to 

Mental Health 

Professional     

  Yes 220  55.6 %  677,65 2  43.1 %  

  No 176  44.4 %  894,07 2  56.9 %  

     

Connectivity 

Factors     

     

Employed or 

Attending School     

  Yes 6 9  17.4 %  248,93 5  15.8 %  

  No 327  82.6 %  1,322,789  84.2 %  

     

Living with Spouse or 

Partner     

  Yes 100  25.3 %  398,67 2  25.4 %  

  No 296  74.7 %  1,173,052  74.6 %  

     

Has Usual Place for 

Preventative  

Health Care     

  Yes 324  81.8 %  1,281631  81.5 %  

  No  7 2  18.2 %  290,09 3  18.5 %  

     

Enrolled in Public 

Income Maintenance 

Program     

  Yes 259  65.4 %  1,047,512  66.6 %  

  No 137  34.6 %  524, 212  33.4 %  
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Table 1. Continue d      

Variab l e  

Number 

(unweighted )  

Percent of 

Population 

(unweighted )  

Number 

(weighted )  

Percent of 

Population 

(weighted )  

     

Demographics 

Age     

  18-24 3 3  8.3%  118,00 1  7.5%  

  25-34 5 8  14.7 %  242,90 2  15.5 %  

  35-44 8 7  22.0 %  332,01 0  21.1 %  

  45-54 106  26.7 %  439,64 7  28.0 %  

  55-64 112  28.3 %  439,16 4  27.9 %  

     

     

Gender      

  Male 114  28.8 %  493,93 8  31.4 %  

  Female 282  71.2 %  1,077,786  68.6 %  

     

Race/Ethnicity     

  Black 7 8  19.7 %  243,18 0  15.5 %  

  Hispanic 8 6  21.7 %  190,33 6  12.1 %  

  White 215  54.3 %  1,076,286  68.5 %  

  Other  1 7  4.3%  61,922  3.9%  

     

Education     

  No degree 144  36.4 %  512,84 1  32.6 %  

  GED 3 4  8.6%  141,27 1  9.0%  

  High school diploma 9 9  25%  406,38 0  25.9 %  

  Some college 9 3  23.5 %  406,97 2  25.9 %  

  B.A. or higher 2 2  5.5%  84,340  5.4%  

  Missing 4  1.0%  19,920  1.2%  

     

Income as 

Percentage of  

Poverty Level     

  Less than 100% 215  54.3 %  839,00 9  53.4 %  

  Between 100-200%  101  25.5 %  426,54 8  27.1 %  

  More than 200%  4 2  10.6 %  162,98 4  10.4 %  

  Missing 3 8  9.6%  143,18 3  9.1%  
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Table 1. Continue d      

Variab l e  

Number 

(unweighted )  

Percent of 

Population 

(unweighted )  

Number 

(weighted )  

Percent of 

Population 

(weighted )  

     

Health Status     

  Excellent 2 5  6.3%  91,169  5.8%  

  Very Good 2 0  5.1%  66,104  4.2%  

  Good  8 5  21.4 %  368,34 1  23.4 %  

  Fair 148  37.4 %  586,42 9  37.3 %  

  Poor 118  29.8 %  459,68 1  29.3 %  

Source: Author’s analysis of data from 2007 National Health Interview Survey 
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Regression Results 

 The model indicates a mixed set of results for the impact of connectivity factors 

on the likelihood of an adult with public insurance and a mental health need receiving 

mental health services.  While being employed and living with a spouse or partner are 

both statistically significant influences on the likelihood of receiving treatment, being 

connected in these ways actually decreases the likelihood of seeing or visiting a mental 

health professional.  An employed adult has approximately 63% lower odds of 

receiving mental health treatment compared to an unemployed person.  A person living 

with a spouse or partner has approximately 41% lower odds of receiving treatment than 

someone living alone.  In contrast, being enrolled in a public income maintenance 

program increases the odds of receiving treatment by approximately 90% over those 

unenrolled.  One possibility is that the connectivity factors are serving as a gauge of 

the severity of the mental health need.  Those who are able to function well enough to 

go to work, support themselves financially, and maintain relationships may have less 

severe mental health needs than those who fall outside that criteria. 

 Two of the demographic factors were found to be statistically significant.  

Those adults ages 35-44 had 250% greater odds of receiving mental health services 

than those in the oldest age category, ages 55-64.  One could speculate that might have 

to do with generational changes in the perception of mental health care needs or 
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perhaps a reduction of stress factors or an increase in coping mechanisms as we age.  

Lastly, those adults with less than a GED or a high school diploma were less likely to 

receive treatment than an adult with some college education.  Health systems may be 

more difficult to navigate or perhaps there are socio-cultural differences in the 

perceived need for mental health services. 
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Table 2.  

Logistic Results Predicting Likelihood of Contact with Mental Health Professional  

Variable  

(reference group) Coefficient  Odds Rati o  p-value  

95% Confidence 

Interval for the 

Odds Rati o  

     

Connectivity Factors 
    

     

Employed -1.00 2  .367  .040  .141 - .95 4  

     

Living with Spouse or 

Partner -.530  .588  .081  .324 – 1.069  

     

Has Usual Place for 

Preventative  

Health Care .420  1.52 2  .240  .754 – 3.071  

     

Enrolled in Public 

Income Maintenance 

Program .640  1.89 6  .029  1.067 – 3.368  

     

Demographics     

     

Age  

(55-64 )      

  18-24 .623  1.86 5  .234  .667 – 5.218  

  25-34 .528  1.69 5  .237  .705 – 4.077  

  35-44 1.25 5  3.50 9  .000  1.805 – 6.820  

  45-54 .546  1.72 6  .103  .894 – 3.331  

     

Female -.098  .907  .710  .540 – 1.522  

     

Race/Ethnicity  

(White)     

  Black .041  1.04 2  .894  .570 – 1.906  

  Hispanic .391  1.48 0  .156  .860 – 2.545  

  Other  -.588  .555  .254  .201 – 1.533  

     

Education  

(Some College)     

  No degree -.690  .501  .040  .259 - .97 0  

  GED .125  1.13 3  .795  .439 – 2.927  

  High school diploma -.282  .754  .453  .360 – 1.580  

  B.A. or higher .524  1.69 0  .396  .500 – 5.707  

  Missing -.497  .608  .681  .056 – 6.5 9  
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Table 2. (Continued)  

Logistic Results Predicting Likelihood of Contact with Mental Health Professional  

Variable  

(reference group) Coefficient  Odds Rati o  p-value  

95% Confidence 

Interval for the 

Odds Rati o  

     

Income as Percentage of  

Poverty Level  

(More than 200% )      

  Less than 100% .086  1.09 0  .831  .492 – 2.417  

  Between 100-200%  -.223  .800  .601  .346 – 1.850  

  Missing .132  1.14 0  .799  .412 – 3.160  

     

Health Status 

(Excellent )      

  Very Good .922  2.51 3  .243  .532 – 11.875  

  Good  .731  2.07 7  .260  .579 – 7.445  

  Fair .713  2.04 1  .273  .567 – 7.343  

  Poor .732  2.08 0  .261  .578 – 7.488  

     

Constant -1.733             ----  .051 ---- 

N = 396 
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Discussion 

 

 Connectivity factors do seem to play a role in whether or not people who have a 

mental health need and public insurance receive treatment but it wasn’t the role that I 

expected.  I had hypothesized that people with greater social connections would be 

more likely to receive treatment.  The two arguably strongest measures of 

connectedness, living with a spouse or partner, and being employed were both 

negatively correlated with the likelihood of receiving treatment.  It may be that these 

variables were stand-ins for a measurement of severity of mental health need and that 

people who are employed and in a long-term stable relationship have less severe 

mental health needs than those who don’t.  Similarly, the fact that someone needs an 

income maintenance program may imply that they are functioning less well than 

someone who is supporting himself or herself.  Because of the severity of their need 

they may be more likely to seek and receive treatment. 

 I remain interested in the link between factors outside the health system that 

influence health outcomes.  The connectivity factors I employed in this study were 

limited in their ability to represent the relationships people have with the programs 

they are enrolled in and their healthcare provider.  There is a need for more research 

into the specific services offered and outreach conducted by these entities and the 
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extent to which they are successful getting health care services to those who need 

them.  According to a basic measurement of mental health care need, this study 

revealed that almost 900,000 adults with public insurance who have mental health care 

needs are not receiving treatment.  This study may not have discovered why that is so, 

but hopefully it highlights the need to do better. 
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