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ABSTRACT 

 
Over the last decade, government and non-government actors within the U.S. 

have become increasingly focused on the study and promotion of mental health.  

This focus is particularly relevant to the 2.6 million children with special health care 

needs (CSHCN) who needed mental health care in the U.S. in 2006, and the 15% of 

those children who did not receive all of the mental health care that they needed.  

States have looked to increase access to such care by mandating that insurance plans 

cover mental health services as generously as they cover physical health services.  

However, the impact of these mental health parity laws on unmet need has received 

little evaluation.  Applying logistic regression analysis to the 2005-2006 National 

Survey of Children with Special Health Care Needs, this study finds that state 

mandates for mental health parity do not have a significant effect on the likelihood 

that a child will experience unmet mental health care need.  The results indicate that 

a child’s poverty level, caregivers’ receipt of help with care coordination, a child’s 

enrollment in special education, and being uninsured all play a role in determining 

the likelihood of unmet need for CSHCN.  This suggests that developing programs 
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surrounding care coordination and special education for CSHCN and increasing 

insurance coverage among all children may be more effective policies in reducing 

unmet need for mental health care.     
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Introduction 

Over the last two decades, government and non-government actors within the 

U.S. have become increasingly focused on the study and promotion of mental health 

(Kershaw, 2008).  This focus has been particularly relevant to the 2.6 million children 

with special health care needs (CSHCN) who needed mental health care in the U.S. in 

2006, and the 15% of those children who did not receive the mental health care they 

needed.     

Within these efforts, state governments have looked to increase access to 

mental health care by mandating that insurance plans cover mental health services as 

generously as they cover physical health services.  Although a few states started 

earlier, a number of states began to adopt mental health parity mandates in the 1990s, 

and have continued to enact and update parity laws to the present (National Conference 

of State Legislatures, 2007).  In all, 23 states have enacted mental health parity 

mandates (Kaiser Family Foundation, 2007).  This activity coincided with Congress’ 

passage of the Mental Health Parity Act (P. L. 104-204) in 1996, which required that 

caps on mental health coverage be no lower than caps on physical health coverage in 

plans which offered mental health benefits.  Containing significant loopholes, the 

federal law has been viewed as mostly symbolic, those states that adopted more 
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comprehensive laws were seen as creating meaningful changes for insurers and the 

individuals they insured (Demchak, 2007; GAO, 2000). 

Assessing the impact of mental health parity laws is important to the 

policymaking process.  Assuming that in enacting a mental health parity mandate a 

central goal of each state government is to increase access to mental health care and 

reduce unmet need, it is relevant to learn whether the policy has been effective in 

achieving its purpose, or whether it might be best to find a new approach.  Yet, while 

the costs of state mental health parity laws have been studied, their role in increasing 

access to mental health care has received less attention.  Determining the impact of 

mental health parity mandates on unmet need for mental health care could provide 

justification for either maintaining or changing state mental health parity laws.     

The assessment of state-level mental health parity mandates gained a new 

importance in late 2007 and early 2008 when a more comprehensive version of the 

federal Mental Health Parity Act was approved by the U.S. Senate and the House of 

Representatives, respectively.  Understanding the effect of the state-level mandates 

could inform the crafting of the final federal legislation, and help predict its 

effectiveness.   

This study uses multivariate regression to determine whether state mandates for 

mental health parity are an effective tool in reducing unmet mental health care need 
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among CSHCN.  By definition, CSHCN require higher levels of health care (including 

mental health care) relative to other children, and in turn have greater opportunity to 

experience unmet need.  If state mandates work to lower the likelihood of unmet 

mental health care need for CSHCN, it is likely that they could make a difference for 

all children.  To explore this question further, this study will use the 2005-2006 

National Survey of Children with Special Health Care Needs (NS-CSHCN) conducted 

by the National Center for Health Statistics.   
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Background 

Historically, benefits for mental health have either been excluded from health 

insurance policies or have been offered at lower level of generosity than physical 

health benefits, resulting in higher out-of-pocket payments.  The RAND Health 

Insurance Experiment in the 1970s influenced this benefit design: it found that 

individuals’ use of mental health services was more highly influenced by price than 

their use of general health services (Conti, Frank and McGuire, 2004).  As a result, 

insurers often require beneficiaries to pay higher co-pays and deductibles for mental 

health services.  The design is also driven by concerns about the cost of adverse 

selection; the individuals who purchase insurance plans with mental health coverage 

would be those who anticipate using mental health services, resulting in higher 

premiums relative to health insurance plans without mental health benefits.  These 

concerns have motivated insurers to offer either minimal mental health coverage or no 

coverage at all.   

Mandates for mental health parity coverage are an attempt to reduce adverse 

selection.  By requiring that all insured individuals have relatively equal mental health 

coverage, the cost of coverage is spread among a broad population.  This makes mental 

health coverage less expensive per beneficiary, and in turn makes seeking mental 

health services more affordable for those who need it.   
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The political feasibility of mandates for mental health parity has hinged on a 

change in the way mental health is viewed; where mental illness was formerly seen as 

the result of moral weakness, it has become increasingly accepted that like other 

diseases, mental illness is likely to be biologically based and the result of genetic bad 

luck and environmental factors that are not all well understood (Kershaw, 2008).  

Thus, unequal coverage for mental health has become more difficult to justify, and the 

willingness of policymakers to require that all individuals share the cost of mental 

health coverage appears to be higher.   

Just as there are differences between state and federal mental health parity laws, 

there is variation in the comprehensiveness of state laws governing the provision of 

insurance benefits for mental health coverage.  While some states mandate only that 

mental health benefits be offered (mandated offering laws), other states require that all 

insurance benefits provide mental health coverage (mandated benefit laws).  Among 

states that describe their laws as providing mental health parity, some require parity 

coverage for only a limited list of mental health conditions (National Conference of 

State Legislatures, 2007).  In order to achieve consistency, this study uses the relatively 

strict definition of mental health parity described by the Kaiser Family Foundation: 

“parity requires insurers to provide benefits for mental illnesses that are equal to the 

benefits provided for physical illnesses.  [Mental health parity] laws do not allow 
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different benefit limits to be applied to copayments, deductibles, inpatient days, 

outpatient visits, or annual lifetime limits” (Kaiser Family Foundation, 2007).   

Based on this definition, and key to the research design of this study, the Kaiser 

Family Foundation identifies twenty-three states as having passed mental health parity 

legislation by December 31, 2004.  It is similarly important to note that the federal 

Mental Health Parity Act and state mandates generally do not apply to federally funded 

public programs like Medicare and Medicaid (National Conference of State 

Legislatures, 2007).   
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Literature Review 

A small body of literature on the affect of insurance mandates on access to care 

motivates the central hypothesis of this study.  Other potentially explanatory factors are 

explored in literature on CSHCN, which has found that certain characteristics are 

consistently important in predicting access to care and unmet need across studies.  A 

brief review of each follows. 

 Mandated insurance benefits.  Existing studies tell us very little about the effect 

of mental health parity mandates on unmet need for mental health care among children.  

The scant evidence, based on the 2001 implementation of mental health parity within 

the Federal Employees Health Benefits Program (FEHBP), addresses children’s use of 

mental health services, which is an element of children’s access to care.  A before-and-

after comparison of mental health care use between the FEHBP and non-parity health 

plans revealed that children’s use of mental health services increased after the 

implementation of parity, but at a rate matching usage trends in the non-parity plans; 

parity itself did not have an effect (Azrin et al., 2007). 

 These results support the findings of two previous studies of adult’s mental 

health service use in relation to state mandates for mental health parity.  A cross-

sectional study of privately-insured adults in the late 1990s found that use of mental 

health services was no higher in states that had passed mental health parity mandates 
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than in states that had not (Pacula and Sturm, 2000).  A 2005 correction to an earlier 

study of one large employer group (which had previously found dramatic increases in 

mental health care use) also attributed post-parity increases in mental health treatment 

to trends in service use  in the broader health care market (Zuvekas et al., 2005).   

 However, there is reason to expect that mandates would increase access to 

services related to the mandated coverage.  In the late 1980s, Lawrence Summers 

wrote from a theoretical economic perspective about the efficiency of mandates in 

providing access to certain health benefits, particularly those associated with adverse 

selection (Summers, 1989).  In addition, there is some evidence of effects from other 

types of state-mandated insurance benefits.  For example, one national study 

comparing across states over time found increased rates of first births among women 

over age 35 in states with mandated coverage for in-vitro fertilization (Schmidt, 2005).   

Further, other research gives reason to explore state differences in children’s 

access to mental health care and its potential causes.  A study of the use of mental 

health care and unmet need among children and adolescents found that variation across 

states was large (Sturm, Ringel and Andreyeva, 2003).  The study did not explore the 

potential role of mandates, but suggested that state policies might play a central role in 

explaining the variation.   
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Children with Special Health Care Needs.  A number of descriptive studies 

have looked for characteristics associated with the access to care and unmet general 

health needs of CSHCN, who are defined by the U.S. Maternal and Child Health 

Bureau as “those who have or are at increased risk for a chronic physical, 

developmental, behavioral, or emotional condition and who also require health and 

related services of a type or amount beyond that required by children generally” 

(Huang et al, 2005).  Using data from the 2001 NS-CSHCN, researchers found that 

race or ethnicity, age, gender, geographic region, functional ability, family poverty 

status, and insurance coverage are all correlated with access to care, specifically in 

relation to delayed or foregone care (Huang et al, 2005).  Data from the National 

Health Interview Survey in the early 1990s yielded similar associations, revealing that 

health insurance and poverty predicted unmet need for health care, along with race or 

ethnicity, health status, parents’ education, and geographic region (specifically non-

metropolitan areas) (Newacheck et al., 2000).    

Two recent studies look specifically at unmet mental health care need among 

CSHCN.  Using data from the 2001 NS-CSHCN, one study found that the best 

approach to fulfilling the mental health care needs of CSHCN was to ensure access to 

comprehensive and continuous care, a goal of the U.S. Maternal and Child Health 

Bureau’s Healthy People 2010 criteria.  The fulfillment of additional criteria was 
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associated with a lower likelihood of unmet mental health care need (Spears, 2008).  

Using the same data, Ganz (2006) found that the strongest predictors of unmet mental 

health need whether the child had an emotional, behavioral, or mental condition; was 

poor or uninsured; had a family member with unmet need for mental health care; and 

lacked a usual source of care.   
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Conceptual Framework and Hypotheses  

When considering the role of a state mental health parity mandate in affecting 

unmet need for mental health care, it is important to consider additional factors that 

might explain the likelihood of receiving needed care.  Based on common sense and on 

previous research, I group these factors as fitting into five potentially influential 

categories: characteristics of the child, of the child’s parents, of the child’s household, 

of the child’s environment, and of the child’s insurance coverage (Spears, 2008).  The 

separation of these categories is not intended to imply that each set of characteristics is 

wholly unrelated to the others.  Each category in combination with the others 

contributes to the likelihood that a child’s need for mental health care will be 

recognized (a necessary precedent to a parent reporting unmet or met need), that care 

will be sought, and that all needed care is received.   

Insurance characteristics 

The presence of insurance coverage for mental health is likely to lower the cost 

of mental health care, presumably lowering the likelihood of unmet need.  Insurance 

coverage can also have implications for the availability of providers, who may be in or 

out of the insurance plan’s network.  Importantly, unless there are broad spillover 

effects, a child must have private health insurance in order to be affected by a state 

mental health parity mandate.   
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Because mandates for mental health parity are designed to increase access to 

mental health care, it is hypothesized that living in a mandate state will result in a 

lower likelihood of unmet need.  Such mandates only affect private insurance, so there 

is likely to be an additional effect among privately-insured CSHCN living in mandate 

states.    

Child characteristics 

An older child may be better equipped to advocate for his or her own mental 

health care needs and express whether or not they are being met.  In addition, it may be 

difficult for a parent or physician to establish the mental health care needs of a young 

child, and whether those needs are being met.  Behavioral expectations and 

assessments may vary by a child’s sex.  The number and severity of a child’s overall 

needs for health care likely affect the prioritization of mental health.  Finally, a child’s 

race or ethnicity may play a role in seeking care for mental health needs. 

Parent characteristics 

Parental education, awareness of mental health as a medical issue, and ability to 

communicate in English may all affect the likelihood that parents would look for signs 

of mental health care needs in their children and seek mental health care for them.  A 

parent’s ability to take a child to appointments due to work responsibilities could also 

affect whether a child gets to and keeps appointments for mental health care.  
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Household characteristics 

A parent’s ability to take a child to appointments is also affected by the number 

and needs of children in the household, along with the number of other available 

caregivers.  Beyond time and availability, the financial resources of a household are 

likely to affect the recognition and prioritization of a child’s mental health care needs.   

Environmental characteristics 

The availability of special education services at school could help to fulfill the 

mental health care needs of enrolled CSHCN, as could other state programs, if they 

were adequate in addressing such needs.  The provision or absence of care 

coordination services could affect a family’s ability to fit in mental health care 

appointments.  A routine source of care could assist a family in recognizing need for 

mental health care and in pursuing appropriate treatment.  In addition, the number of 

nearby providers may affect the likelihood of receiving needed mental health care.   

Hypothesis 
All of the factors above may affect a child’s access to care, the likelihood that 

he or she will be identified as having a need for mental health care, and how highly 

that need will be prioritized.  Holding these factors constant, this study hypothesizes 

that CSHCN in states with parity mandates will have lower rates of unmet mental 

health care need, particularly CSHCN who are privately insured.  
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Figure 1. Conceptual Model 
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Child Characteristics 
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medical issue 
- Employment 
- Availability 
- Language spoken in home 

Household Characteristics 
- Number and needs of other 

children 
- Income 
- Number of caregivers 

Environmental Characteristics 
- Special Education 
- Help with care coordination 
- Routine source of care 
- Proximity of providers 
- State programs for mental 

health 
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Data and Methods 

Data Source 

In order to study these relationships further, this study will use the 2005-2006 

version of the National Survey of Children with Special Health Care Needs (NS-

CSHCN).  The funding for the survey comes from the Maternal and Child Health 

Bureau of the Health Services Administration, a part of the U.S. Department of Health 

and Human Services.  The mechanism for gathering data is a telephone survey known 

as the State and Local Area Integrated Telephone Survey (SLAITS) which is directed 

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

Prevention.  SLAITS uses randomly generated telephone numbers to contact potential 

participants; for NS-CSHCN, the goal is to complete interviews on 850 CSHCN per 

state.    

These interviews are conducted by an interviewer using computer-assisted 

technology.  After establishing whether there were children under age 18 in the 

household, the parent or guardian was asked five screening questions to determine 

whether at least one child had special health care needs.  These questions require the 

parent or guardian to assess whether the child requires a greater level of medical care, 

mental health, or education services than other children his or her age, and whether the 

child has limitations or problems that require more care than other children.  If so, one 
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child was chosen as the subject for the following sections of the survey which ask more 

detailed questions about the child’s health and functional status, the child’s use of 

services and unmet needs, the presence of care coordination, family centered care, ease 

in using services, health insurance, adequacy of insurance, and impact on the family.  

Once a child with special needs was identified, the response rate for completing the 

survey was 96.2% (Blumberg et al., 2007).   

Overall, the survey completed interviews for 40,840 CSHCN.  This study’s 

population of interest is those CSHCN who were identified by their parents as needing 

mental health care or counseling in the past year, a subset of 10,160 CSHCN. 

Analysis Plan  

 To determine the likelihood of unmet mental health care need, this study looks 

at the 10,161 CSHCN who needed mental health care in the past year, and examines 

how much (if any) of the variation between the 8,669 CSHCN whose needs were met, 

and the 1,491 CSHCN whose needs for mental health care went unmet can be 

attributed to state mandates for mental health parity.   

Regression Model 

 In order to examine the relationship between state mandates for mental health 

parity and the likelihood of unmet mental health care need among CSHCN, this study 

will use the following logistic regression models: 
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 Model 1:  Log (odds of unmet need for mental health services) 

= β1 presence of mandate + β2 child characteristics + β3 household characteristics + 

β4 environmental characteristics + β5 insurance characteristics + β6 presence of 

mandate*private insurance + Error 

 

 Model 2:  Log (odds of unmet need for mental health services) 

= β1 presence of mandate + β2 child characteristics + β3 household characteristics + 

β4 environmental characteristics + β5 insurance characteristics + Error  

 

In Model 1, the interaction variable anticipates that the effect of a mandate be 

experienced primarily by CSHCN who have private insurance coverage.  In Model 2, 

the effect of a parity mandate is anticipated to be the same for respondents of similar 

characteristics, without an additional effect for privately-insured children.  A detailed 

description of each included variable follows. 

 

Dependent Variable: Unmet Need 

The dependent variable indicates whether the child has unmet need for mental 

health care.  A CSHCN is identified as having unmet need if the respondent answered 

“no” to the question “Did the child receive all the mental health care or counseling that 
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he/she needed?”  This question was only asked of those respondents who indicated that 

the child in question needed mental health care or counseling at any time during the 

last 12 months.   

Insurance Characteristics 

 Type of insurance.  CSHCN fall into four insurance categories: private, public, 

other, or uninsured.  CSHCN who are covered by both public and private insurance are 

included in the private insurance category for the purposes of this study.  Children who 

are uninsured often have reduced access to health care; children with various types of 

coverage may experience benefits of varying generosity, also affecting access to care.     

State Parity Mandate.  Whether a state has a mental health parity mandate is 

indicated by a binary variable indicating whether the state had a mandate in place as of 

2004.  The lag in time between this date cut-off and data gathering is necessary to see 

an effect from the mandate.  This study uses the criteria for mental health parity 

mandates used by the Kaiser Family Foundation, which was used to identify 23 states 

as having mandates in 2004 (see Appendix A).   

Interaction variable.  An additional binary variable takes value of one only 

when the CSHCN has private insurance and lives in a mandate state.  This interaction 

variable is included in the model because there may be an additional affect of a 
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mandate for CSHCN who are covered by private insurance, the type of insurance most 

affected by state mandates for mental health parity.   

Child Characteristics 

Age.  The child’s age, measured in years, may affect the child’s ability to 

advocate for himself or herself, and/or the ability of parents and care providers to 

identify need for mental health care.  Further, many conditions that would require 

mental health care are associated with older children.  

Sex.  The child’s sex is identified as either male or female.  It may be that the 

mental health care needs of males and females are perceived differently, and/or that the 

behavioral consequences of leaving such needs unmet are more or less tolerable.  

Race/Ethnicity.  The child’s race/ethnicity is known to be associated with 

access to care, which may in turn affect the likelihood of receiving needed mental 

health care services.  CSHCN in this study are identified as being black, white, 

multiracial, a race other than those categories, or an unknown race.  Three categories 

for ethnicity identify children as either Hispanic, non-Hispanic, or of unknown 

ethnicity.  

Severity of overall health care needs.  The “severity of the difficulties caused 

by the child’s health problems,” measured as mild, moderate, severe, or unknown, may 

affect the prioritization of mental health care in addressing the child’s general health 
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needs; CSHCN with severe difficulties may be less likely to pursue mental health care 

over other types of care.     

Parent/Respondent Characteristics 

Education.  The parent/respondent’s education level is measured as one of four 

categories: less than high school, high school only, more than high school, or missing 

data.  It is likely that education is associated with the individual’s awareness of medical 

issues like mental health, and of his or her ability to navigate the health care system.   

Language spoken at home.  It is also possible that the language spoken at home 

will also affect the parent/respondent’s identification of the child’s needs, awareness of 

mental health as a medical issue and ability to navigate the system.   

Household Characteristics 

     Income.  Household income, measured as a percentage of the poverty level, 

affects access to care via the availability of resources for insurance and co-pays (or 

eligibility for means-tested health insurance such as Medicaid and SCHIP), and may 

also affect the perception of medical need.  These categories are defined as below the 

federal poverty line (FPL), 101-200% FPL, 201-300% FPL, 301-400% FPL, above 

400% FPL, or missing.     
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Number of available caregivers.  The number of caregivers in the household, 

measured as one, two, more than two, or missing, is likely to influence the availability 

of an adult to take a special-needs child to medical appointments.   

Number and characteristics of other children in the household.  Similarly, the 

number of other children in the household, and the number of children with special 

health care needs pose limitations on caregiver availability and may reduce the 

prioritization of a child’s mental health care needs.  Both variables are measured as one 

child, two children, or more than two children. 

Environmental Characteristics 

 Help with Care Coordination.  Help in coordinating care is likely to increase 

the chances that a child’s need for mental health care will be met.  It is measured as a 

yes/no response to the question: “Does anyone help you arrange or coordinate [your 

child’s] care among the different doctors and services he/she uses?” 

Child Receives Special Education Services.  A child’s participation in special 

education may increase the likelihood of receiving needed mental health care, as such 

is part of the special education program in some states.  Similar to the questions 

described above, participation in special education is assessed in the form of a “yes” or 

“no” question.   
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Results 

Descriptive Statistics 

Over 2.5 million children with special health care needs (CSHCN) between 

infancy and 17 years old in the United States needed mental health services in 2005-

2006 (see Table 1).  For 14.6% of those children, their need for mental health care is 

not fully met.  Among CSHCN who need mental health services, 63% are male, 76% 

are white, and 89% are non-Hispanic.  Sixteen percent of CSHCN  who need mental 

health care have overall physical and mental health care needs that are severe, while 

the majority of CSHCN have moderate needs, at 52%.  Forty four percent of CSHCN 

receive special education services.  In terms of health insurance coverage, 50% of 

CSHCN have private insurance, 34% have public insurance, and less than 4% are 

uninsured.  Forty six percent live in a state with a mental health parity mandate.  

Among the parents of CSHCN, 76% have more than a high school education, 

and only 6% did not finish high school.  Sixty percent of CSHCN live in a household 

with two caregivers.  Assistance in coordinating care is received on behalf of 36% of 

CSHCN.  About 40% of CSHCN are only children, and 78% are the only CSHCN in 

their family.  Household income is below 200% of the federal poverty line for about 

40% of CSHCN, while over 23% live above 400% of the poverty line.   
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Table 1. Descriptive Statistics      

Variable 
Number 

(unweighted)

% or mean of 
population 

(unweighted)
Number 

(weighted) 

% or mean 
of 

population 
(weighted) 

     
Total Study Population 10,160 100.0% 2,531,058 100.0% 
     
Dependent Variable     
Unmet Need for mental health care 1,491 14.7% 378,890 15.0% 
Met need for mental health care 8,669 85.3% 2,152,167 85.0% 
      
Insurance characteristics     
     
Type of insurance     
  private 5,106 49.9% 1,182,413 46.7% 
  public 3,447 33.9% 965,488 38.1% 
  both private and public 996 9.8% 245,434 9.7% 
  other comprehensive insurance 223 2.2% 52,157 2.1% 
  uninsured 388 3.8% 85,566 3.4% 
     
State mandate     
  residence in mandate state 4,653 45.8% 1,203,366 47.5% 
  residence in non-mandate state 5,507 54.2% 1,327,692 52.5% 
     
Type of insurance by mandate states     
  private insurance (incl. priv. and 
pub./priv.),  
    mandate 2,782 27.4% 699,070 27.6% 
  private insurance (incl. priv. and 
pub./priv.),  
    no mandate 3,289 32.4% 723,325 28.6% 
  public insurance (only), mandate 1,598 15.7% 433,634 17.1% 
  public insurance (only), no mandate 1,849 18.2% 531,854 21.0% 
  other insurance, mandate 77 0.8% 22,395 0.9% 
  other insurance, no mandate 146 1.4% 29,762 1.2% 
  uninsured, mandate 183 1.8% 44,886 1.8% 
  uninsured, no mandate 205 2.0% 40,680 1.6% 
  unknown, mandate 13 0.1% 3,380 0.1% 
  unknown, no mandate 18 0.2% 2,071 0.1% 



  

24 

    
    
Table 1. Continued      

Variable 
Number 

(unweighted)

% or mean of 
population 

(unweighted)
Number 

(weighted) 

% or mean 
of 

population 
(weighted) 

     
Child characteristics     
     
Age 10,160 10.29 2,531,058 11.78 
     
Sex     
  male 6,381 62.8% 1,573,032 62.1% 
  female 3,779 37.2% 958,025 37.9% 
     
Race     
  white 7,671 75.5% 1,762,317 69.6% 
  black 1,082 10.6% 439,639 17.4% 
  multiracial 516 5.1% 112,005 4.4% 
  other 820 8.1% 201,516 8.0% 
  unknown 71 0.7% 15,581 0.6% 
     
Ethnicity     
  Hispanic 1,084 10.7% 313,477 12.4% 
  non-Hispanic 9,022 88.8% 2,202,994 87.0% 
  unknown 54 0.5% 14,587 0.6% 
     
Severity of child's overall health care 
needs     
  minor 2,954 29.1% 717,896 28.4% 
  moderate 5,254 51.7% 1,310,307 51.8% 
  severe 1,580 15.6% 425,518 16.8% 
  unknown 48 0.5% 9,877 0.4% 
  legitimate skip 1 324 3.2% n/a n/a 
     
Parent characteristics     
     
Education     
  less than high school 592 5.8% 208,953 8.3% 
  high school graduate 1,747 17.2% 613,808 24.3% 
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  more than high school 7,796 76.7% 1,702,053 67.2% 
  missing 25 0.2% n/a n/a 
     
Table 1. Continued      

Variable 
Number 

(unweighted)

% or mean of 
population 

(unweighted)
Number 

(weighted) 

% or mean 
of 

population 
(weighted) 

     
Language at home    
  English 9,841 96.9% 2,429,908 96.0% 
  not English 319 3.1% 101,150 4.0% 
     
Household characteristics     
     
Income as a percentage of FPL     
  below 100% 1,913 18.8% 580,234 22.9% 
  above 100% - at or below 200% 2,272 22.4% 584,964 23.1% 
  above 200% - at or below 300% 1,601 15.8% 348,656 13.8% 
  above 300% - at or below 400% 1,260 12.4% 275,694 10.9% 
  above 400% 2,331 22.9% 556,556 22.0% 
  missing 783 7.7% 184,954 7.3% 
     
Number of available caregivers     
  one  2,190 21.6% 602,658 23.8% 
  two 5,875 57.8% 1,432,110 56.6% 
  more than two 2,017 19.9% 486,789 19.2% 
  missing 78 0.8% n/a n/a 
     
Number of children     
  one  4,024 39.6% 864,850 34.2% 
  two 3,378 33.2% 818,770 32.3% 
  more than two 2,758 27.1% 847,437 33.5% 
     
Number of CSHCN     
  one  7,912 77.9% 1,634,191 64.6% 
  two 1,781 17.5% 634,397 25.1% 
  more than two 467 4.6% 262,469 10.4% 
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Table 1. Continued      

Variable 
Number 

(unweighted)

% or mean of 
population 

(unweighted)
Number 

(weighted) 

% or mean 
of 

population 
(weighted) 

     
Environmental characteristics     
     
Help with health care coordination     
  help 3,658 36.0% 898,836 35.5% 
  no help 6,352 62.5% 1,594,868 63.0% 
  unknown 36 0.4% 6,964 0.3% 
  legitimate skip2 108 1.1% n/a n/a 
  missing 6 0.1% n/a n/a 
     
     
Child receives special education 
services     
  yes 4,505 44.3% 1,146,590 45.3% 
  no 5,548 54.6% 1,355,235 53.5% 
  unknown 54 0.5% 12,793 0.5% 
  legitimate skip3 53 0.5% n/a n/a 
     
Source: Author's analysis of data from the 2005-06 National Survey of Children with Special Health Care Needs. 
     
 

 

 

  

                                                                                                                                                                                                                                                                                                             

a Variable is missing due to valid questionnaire paths based on a previous answer to a root question. 
2 Variable is missing due to valid questionnaire paths based on a previous answer to a root question. 
3 Variable is missing due to valid questionnaire paths based on a previous answer to a root question.  
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Regression Analysis 

In order to best capture the relationship between state mandates, insurance 

coverage, and the likelihood of unmet mental health care need, two separate models are 

used.  The first includes each of these factors separately, while controlling for 

numerous additional characteristics.  Working under the hypothesis that mandates 

might have a stronger or weaker affect depending on the type of insurance coverage, 

the model includes a variable to capture the additional effect of having each type of 

insurance in a mandate state.  For comparison, the second model excludes this 

interaction variable.        

Model 1 indicates that living in a mandate state has no significant effect on the 

odds of having unmet mental care need, nor does the combined effect of having a 

specific type of insurance within a mandate state (see Table 2).  Holding all other 

characteristics equal, the factors which have a positive statistically significant influence 

on the odds of unmet mental health care need are whether the child is multiracial, 

whether the child is a race other than black or white, whether English is spoken at 

home, household income between 100%-200% of the poverty level, and being 

uninsured.  The factors which have a negative statistically significant influence on the 

odds of unmet mental health care need are mild and moderate physical and mental 

health care needs, household income above 400% of the poverty level, whether there is 
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help with care coordination, and enrollment in a special education program.  Of these 

factors, those with the largest impact on the odds of a child experiencing unmet mental 

health care need are whether the child’s overall health problems are minor or moderate, 

whether the family income is 100% -200% of the poverty level, or above 400%, and 

whether the child is uninsured.   

The odds of having unmet mental health care need for CSHCN with minor and 

moderate overall health care needs are 61% and 28% lower, respectively, than for 

CSHCN with severe overall health care needs.  Household income influences the odds 

of having unmet mental health care need, but not quite as one would expect.  CSHCN 

living between 100-200% of the poverty line have odds of experiencing unmet need 

that are 63% higher than children living below the poverty line.  As household income 

increases above 400% of the poverty line, the odds of having unmet mental health care 

need decrease in comparison to children living below the poverty line, with 54% lower 

odds for a child living above 400% of the poverty line.  Most dramatically, being 

uninsured increases the odds by four times that a child will have unmet need for mental 

health care.  CSHCN who are multiracial or a race other than black or white have odds 

that are 50% and 84% higher, respectively, than CSHCN who are black.  Counter 

intuitively, CSHCN whose families speak English at home have odds of experiencing 

unmet mental health care need that are 70% higher than their counterparts who do not 
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speak English at home.  Where caregivers receive assistance with care coordination, 

CSHCN have odds of experiencing unmet need that are 24% lower than CSHCN in 

situations where there is no help with care coordination.  Enrollment in special 

education reduces a child’s odds of having unmet need by 24%.   

Model 2 also indicates that living in a mandate state has no significant effect on 

the odds of having unmet mental care need.  Holding all other characteristics equal, the 

exact same set of factors has a statistically significant influence on the odds of unmet 

need.  In this model, the relationships remain almost identical to those in Model 1.   
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Table 2. Logistic Results Predicting the Likelihood of Having Unmet Need for Mental Health Care

Variable (reference group) 
Model 1  
Coefficient 

Odds 
 Ratio 

95% 
Confidence 

Interval p-value 
     
Insurance characteristics     
     
  Residence in mandate state -0.021 0.980 .740 - 1.297 0.886 
     
  Private insurance and mandate  0.094 1.098 .731 - 1.651 0.652 
     
Type of insurance (public)     
  private  0.140 1.150  .841 - 1.574 0.381 
  other comprehensive -0.166 0.847 .435 - 1.651 0.627 
  uninsured  1.408*** 4.087 2.812 - 5.941 0.000 
     
Child characteristics     
     
Age  0.015 1.015 .989 - 1.042 0.263 
     
Male  0.093 1.098 .891 - 1.352 0.381 
     
Race (black)     
  white  0.165 1.179 .867 - 1.605 0.294 
  multiracial  0.403* 1.497 .942 - 2.378 0.088 
  other  0.612** 1.844 1.179 - 2.886 0.007 
  unknown  0.437 1.548 .322 - 7.432 0.585 
     
Ethnicity (Hispanic)     
  non-Hispanic  0.029 1.030 .710 - 1.494 0.877 
  unknown -0.700 0.497 .156 - 1.586 0.238 
     
Severity of child's overall health care 
needs (severe)     
  minor -0.944*** 0.389 .286 - .529 0.000 
  moderate -0.323** 0.724 .556 - .942 0.016 
  unknown  1.041** 2.833 1.484 - 5.408 0.002 
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Table 2. Continued 
     
Parent characteristics     
     
Education (high school graduate)     
  less than high school  0.022 1.022 .665 - 1.573 0.919 
  more than high school  0.148 1.159 .901 - 1.492 0.250 
  unknown -0.064 0.938 .161 - 5.468 0.943 
     
Language at home (not English)     
  English  0.531* 1.701 .968 - 2.988 0.065 
     
Household characteristics     
     
Income as a percentage of the 
federal poverty level (at or below 
100%)     
  above 100%, at/below 200%  0.487** 1.628 1.065 - 2.488 0.024 
  above 200%, at/below 300%  0.061 1.063  .676 - 1.674 0.790 
  above 300%, at/below 400% -0.254 0.776  .479 - 1.256 0.302 
  above 400% -0.778*** 0.459 .293 - .721 0.001 
  unknown -0.399* 0.671 .427 - 1.055 0.084 
     
Number of available caregivers (one)     
  two  0.026 1.026 .803 - 1.311 0.837 
  more than two -0.154 0.857 .640 - 1.148 0.300 
  unknown  0.006 1.006 .386 - 2.623 0.990 
     
Number of children (more than two)     
  one  0.065 1.068 .790 - 1.442 0.670 
  two -0.123 0.884 .667 - 1.172 0.391 
     
Number of CSHCN (more than two)     
  one -0.005 0.995 .611 - 1.621 0.984 
  two  0.136 1.146 .705 - 1.864 0.583 
     
Environmental characteristics     
     
Help with health care coordination 
(no help)     
  has help -0.269** 0.764 .604 - .967 0.025 
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  unknown  1.720*** 5.586 
3.081 - 
10.128 0.000 

 
 
Table 2. Continued  
 
Child receives special education 
services (no)     
  yes -0.269** 0.764 .615 - .949 0.015 
  unknown -0.316 0.729 .162 - 3.277 0.680 
     
N = 10,160         
Source: Author's analysis of data from the 2005-06 National Survey of Children with Special Health Care 
Needs. 
Note: In addition to the variables above, each model also included a set of binary variables indicating 
the child's state of residence. 
* Statistically significant at the 10% level     
** Statistically significant at the 5% level     
*** Statistically significant at the 1% level     
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Discussion 

 According to this analysis, the presence of a state-level mental health parity 

mandate is not a factor in predicting the likelihood of a child having unmet need for 

mental health care.  This finding supports the few previous studies that explore the 

relationship between mental health parity laws and the use of mental health services; 

parity itself did not impact use, implying that state mandates for mental health parity 

do not increase access to mental health care.  Previous literature has hypothesized that 

this outcome could be due to the response of managed care organizations, whose 

management might mitigate the effect of more generous benefits.  The same 

phenomenon could be present here, or it may be that national trends regarding the 

acceptance and pursuit of mental health care are strong enough that the distinct effect 

of a state mandate is small and difficult to discern.  It could also be the case that 

mandates increase the cost of insurance coverage enough to increase the number of 

uninsured, working against any access-increasing effect of the mandate.     

 An explanation may also lie in the fact that this study has significant 

limitations.  The data available in the NS-CSHCN do not adequately measure a number 

of factors that are likely to be influential in predicting the likelihood of unmet mental 

health care need.  For example, a stronger study would account for differences between 

states apart from mandates, such as for the number of available providers and distance 
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required to reach them.  It is likely that the results of this study are biased by the 

exclusion of relevant factors that were not captured by the data.   

 Importantly, the mandate variable itself could be crafted with much greater 

precision.  Ideally, it would account for the comprehensiveness of the legislation, the 

time since the mandate’s passage, and whether there have been updates in the 

meantime.  This level of detail was outside the scope of this study, but could serve as 

an excellent starting point for further study.   

The results of this study suggest that developing programs surrounding care 

coordination and special education for CSHCN and increasing insurance coverage 

among all children may be more effective policies than mental health parity mandates 

in reducing unmet need for mental health care.  As these factors were not the main 

focus of this analysis, further study is necessary for more detailed recommendations. 

 Further study in this area is also crucial in providing a sound basis for action as 

Congress’ interest in access to mental health care persists, and as individuals across the 

country continue to experience unmet need for mental health care.  Additional 

exploration may reveal that there are more effective ways of increasing access to 

mental health care than enacting a nation-wide mandate for mental health parity, or 

may verify that it is a useful approach.   
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Appendix 

Table A. Percentage of Unmet Mental Health Care Need in Each State 

State 

N mental 
health care 

need in state 
(weighted) 

N unmet 
mental health 
care in state 

% of mental 
health care 
need that is 

unmet 

State-level 
mandate for 

mental health 
parity in private 

insurance 
coverage by 

December 2004* 
AK 6,847.31 1,536.49 22.4% No
AL 42,844.84 5,155.76 12.0% No
AR 31,639.97 4,760.18 15.0% Yes
AZ 51,705.78 11,142.01 21.5% No
CA 265,095.50 46,367.92 17.5% Yes
CO 38,204.97 4,657.50 12.2% Yes
CT 32,516.66 3,890.73 12.0% Yes
DC 4,370.78 903.54 20.7% No
DE 8,985.24 1,390.47 15.5% Yes
FL 146,694.10 26,917.05 18.3% No
GA 70,307.90 10,421.15 14.8% No
HI 7,817.75 1,042.81 13.3% Yes
IA 24,635.93 2,135.57 8.7% No
ID 11,371.93 1,962.49 17.3% No
IL 102,282.20 13,009.55 12.7% Yes
IN 62,008.31 9,511.49 15.3% No
KS 28,109.83 3,408.15 12.1% No
KY 41,572.33 6,397.57 15.4% No
LA 32,817.25 2,686.22 8.2% No
MA 75,573.43 6,784.03 9.0% Yes
MD 61,896.24 9,441.58 15.3% No
ME 14,661.32 1,706.62 11.6% Yes
MI 93,474.63 11,514.93 12.3% No
MN 45,118.56 7,320.14 16.2% Yes
MO 57,367.98 5,448.95 9.5% Yes
MS 27,891.72 3,654.48 13.1% No
MT 8,119.58 1,838.63 22.6% Yes
NC 76,983.68 8,293.58 10.8% Yes
ND 4,204.44 306.37 7.3% No
NE 13,185.09 1,535.56 11.6% No
NH 15,341.48 1,593.14 10.4% Yes
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Table A. Continued 
NJ 68,352.63 10,819.03 15.8% Yes
NM 15,249.69 3,410.63 22.4% Yes
NV 16,964.04 4,985.56 29.4% No
NY 138,554.50 17,460.78 12.6% No
OH 110,750.70 15,862.93 14.3% No
OK 35,584.30 8,322.31 23.4% Yes
OR 32,890.09 6,027.03 18.3% No
PA 126,481.10 16,673.27 13.2% No
RI 11,450.61 1,142.69 10.0% No
SC 27,722.78 5,595.42 20.2% Yes
SD 6,408.08 776.36 12.1% Yes
TN 48,843.61 4,732.89 9.7% No
TX 167,161.70 27,730.78 16.6% Yes
UT 21,400.66 5,443.52 25.4% No
VA 60,208.93 8,902.16 14.8% Yes
VT 6,628.90 741.24 11.2% Yes
WA 61,583.84 14,214.93 23.1% No
WI 50,284.00 6,562.77 13.1% No
WV 16,275.04 2,456.15 15.1% Yes
WY 4,615.72 565.18 12.2% No
Source: Author's analysis of data from the 2005-2006 National Survey of Children with 
Special Health Care Needs. 
*Source: Kaiser Family Foundation statehealthfacts.org 
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Table B. Age Detail    

Age Frequency 
(unweighted) 

% of study 
population 

(unweighted)

Frequency 
(weighted)

% of study 
population 
(weighted) 

0 6 0.1% 866.41 0.0% 
1 20 0.2% 7,232.97 0.3% 
2 27 0.3% 8,339.25 0.3% 
3 102 1.0% 31,932.61 1.3% 
4 165 1.6% 52,490.60 2.1% 
5 250 2.5% 64,392.91 2.5% 
6 414 4.1% 99,095.18 3.9% 
7 556 5.5% 156,154.80 6.2% 
8 646 6.4% 157,859.40 6.2% 
9 689 6.8% 173,732.00 6.9% 

10 809 8.0% 208,828.10 8.3% 
11 801 7.9% 194,653.20 7.7% 
12 852 8.4% 218,572.20 8.6% 
13 932 9.2% 227,373.10 9.0% 
14 920 9.1% 232,706.10 9.2% 
15 985 9.7% 236,238.70 9.3% 
16 1017 10.0% 239,133.20 9.4% 
17 969 9.5% 221,456.80 8.7% 
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