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ABSTRACT
THE IMPACT OF MEDICAID EXPANSION ON UTILIZATION OF
MENTAL HEALTH SERVICES IN WEST LOUISVILLE, KENTUCKY
Susan Buchino
April 21, 2016
Mental health is an essential component of overall health status, and mental
illnesses are a leading cause of disability. In addition to expanding insurance coverage,
the Affordable Care Act (ACA) reinforced parity for mental health services in insurance
plans. This mixed-methods study assessed mental health service utilization by an urban
and predominately African-American population following the successful
implementation of the ACA and Medicaid expansion in Louisville, KY. Claims data from
one Medicaid Managed Care Organization were analyzed to assess mental health care
utilization patterns pre- and post- Medicaid expansion and determine differences in
utilization rates between the Medicaid expansion population and other Medicaid
beneficiaries, as well as differences in use of mental health services by geography across
a Metropolitan region. Additionally, both mental health care providers and residents of
the local community were interviewed regarding factors influencing use of mental health
care.
The results of the study demonstrate that beneficiaries of Medicaid expansion
have used their new health insurance to access mental health ambulatory care services,

vi

counseling, and psychotropic medications, but may be doing so at a lower rate than other
Medicaid beneficiaries in their community. Eleven distinct themes emerged from the
qualitative data. Both providers and members of the community cited ongoing barriers to
accessing and utilizing mental health services, including a lack of providers, stigma, poor
health literacy, and the influences of social determinants of health. However, they
recognized a need for mental health promotion within the toxic stress of their
environment.
The results of this study provide evidence supporting the continuation of policies
that promote access to mental health care by reducing the burden of cost. This study also
informs understanding of specific community needs that include persistent barriers
beyond the scope of ACA. Thus, other policies and strategies are also needed to create
health system transformation and foster a culture of health that prioritize mental health
care.
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CHAPTER I
INTRODUCTION
The Burden of Mental Illness
Mental health is an essential component of overall health status. The World
Health Organization (WHO) describes mental health as “a state of well-being in which an
individual realizes his or her own abilities, can cope with the normal stresses of life, can
work productively and is able to make a contribution to his or her community” (WHO,
2014). Conversely, mental illness is defined as “a medical condition that disrupts a
person's thinking, feeling, mood, ability to relate to others and daily functioning”
(National Alliance on Mental Illness (NAMI), 2014). Mental illness can present in many
different ways; commonly known mental health diagnoses include depression and bipolar
disorder, anxiety disorders including post-traumatic stress disorder (PTSD),
schizophrenia, personality disorders, eating disorders, and emotional and behavioral
disorders (NAMI, 2016). In the United States (U.S.), these specific disorders are
classified through the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5), the American Psychiatric Association’s (APA) diagnostic tool, which
suggests criterion by which a diagnosis is made. Unlike physical illnesses, there are few
biological diagnostic tests for mental illness; the assignment of a diagnosis is based on an
individual’s self-report of symptoms, external observation of behaviors over time, and
clinical judgment (Kapur, Phillips, & Insel, 2012). Mental illness are a leading cause of
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disability (WHO, 2004b), as they notably interfere or limit performance in life activities,
particularly social interactions and activities in the community (Mojtabai, 2011). These
conditions can impact any person at any point in life, but are also associated with
biological, social, and environmental risk factors, such as poor physical health, chronic
stress, discrimination and oppression, poverty, and lack of access to educational and
economic opportunities (Nguyen, 2014; WHO, 2014). Based on results of the National
Survey on Drug Use and Health (NSDUH), the Substance Abuse and Mental Health
Services Administration (SAMHSA) estimates that nearly one in five U.S. adults
experienced mental illness in 2014, and 4.1 percent of the population is diagnosed with
serious mental illness (SMI; Center for Behavioral Health Statistics and Quality, 2015).
Since many of the conditions are chronic and may emerge by adolescence, a diagnosis of
mental illness may mean a lifetime of impairment (Jones, 2013; Kessler et al., 2007).
Although mental illness is not a direct cause of death, individuals with mental
illness experience higher premature mortality rates than those without a diagnosis.
Studies have shown that individuals with SMI have a significantly decreased life
expectancy of between 13 and 32 years due to preventable causes, including suicide,
accidents, and physical illness (Colton & Manderscheid, 2006; Piatt, Munetz, & Ritter,
2010). Suicide, which is associated with symptoms of mental illness, was the tenth
leading cause of death in 2010, claiming 38,364 American lives (Centers for Disease
Control and Prevention (CDC), 2012).
The field of psychology and treatment of individuals with mental illness has a
long history, although most clinical and pharmacological options have developed since
1960. Prior to this, individuals with mental illness were likely to be removed from society
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and held in publicly supported mental hospitals, known as asylums (Everett & Lee,
2012). Because the symptoms associated with mental illness include atypical social
interactions or emotional instability, individuals who presented with intrusive symptoms,
such as hallucinations or agitation, were stigmatized and feared. Asylums were initially
well-managed, structured, and therapeutic environments, but as the number of patients
grew through the Nineteenth Century, asylums became known for overcrowded and
inhumane conditions. The institutional era persisted until the mid-Twentieth Century, at
which point asylums across the U.S. housed over 500,000 people (U.S. National Library
of Medicine, 2006).
Deinstitutionalization, a period marked by the closure of state mental hospitals
and mass movement of individuals with mental illness to other settings, was sparked by
several events. First, mental health advocates sought support for benevolent care for this
population (Everett & Lee, 2012). Additionally, post-war optimism and concern for the
cost of asylums served to facilitate a transition in attitude about the ability of individuals
with mental illness to thrive in the community with outpatient services (Frank & Glied,
2006). Pharmacology, which was introduced into the routine treatment of mental illness
in the 1950s, supported these ideals by helping to eliminate symptoms and enabling the
behaviors expected by society. Community-based mental health centers were established
in 1963 with federal support and the intent to increase access to care (Frank & Glied,
2006). While the deinstitutionalization strategies facilitated successful community living
for some people, many individuals with SMI moved to nursing homes or prisons, while
others became homeless as a result of their inability to function socially and maintain
housing without intense supports.
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Most recently, mental health care has embraced a recovery model, defining
recovery as “a process of change through which individuals improve their health and
wellness, live a self-directed life, and strive to reach their full potential” (SAMHSA,
2011). Although treatment modalities range from high-intensity inpatient or residential
care to occasional outpatient counseling, current models of mental health service delivery
are more often community-based than institutional. Medication continues to serve as one
of the most common forms of treatment for mental illness, either alone or in combination
with counseling. Psychosocial treatment also includes non-medical options that promote
community-integration, such as day programs, case management, and vocational
rehabilitation. These services may serve as short-term care for acute problems or longterm to address the chronic nature of mental illness. Despite the increasingly promising
prognosis and positive attitude toward mental illness in terms of treatment approaches,
the social stigma of mental illness persists.
In 2013, direct health care spending for mental illness in the U.S. was estimated at
$113 billion (Mark, Levit, Vandivort-Warren, Buck, & Coffey, 2011), which qualifies
mental illness as one of the top five most costly medical conditions. However, the fact
that individuals with mental disorders have higher unemployment rates and higher rates
of arrest than those without (SAMHSA 2013), indicates that the indirect costs of mental
illness, such as disability benefits, lost productivity, homelessness, and incarceration, are
also significant. In 2002, the economic burden of mental illness in the U.S. was estimated
at $300 billion when both direct health care costs and indirect costs were calculated
(Reeves et al., 2011).
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In addition to mental health care spending, mental illness incurs health care costs
for somatic illnesses. Because mental illness can result in functional impairment, people
experiencing mental illness are more likely to engage in personal behaviors that
negatively influence physical health, such as smoking, substance abuse, poor nutrition,
and limited physical activity, in addition to presenting with poor initiation for preventive
practices and difficulty following through with health care provider recommendations
(Parks, 2006). Data demonstrate that overall health status is inversely related to the
severity of mental illness; adults with serious impairment due to mental illness are more
than three times as likely to report fair or poor health status and almost twice as likely to
experience a hospital emergency room visit as individuals without mental illness
(Substance Abuse and Mental Health Services Administration, 2013). Notably,
individuals with SMI have higher rates of prevalence for cancer, cardiovascular disease,
obesity, and substance abuse (Colton & Manderscheid, 2006). Additionally, 7.7 million
adults with mental illness are also identified as having a co-occurring substance abuse
disorder (Substance Abuse and Mental Health Services Administration, 2014b).
Furthermore, societal consequences of deinstitutionalization, such as
homelessness and incarceration, impact health care costs indirectly, since individuals who
are homeless or incarcerated are less likely to have continuity in care and achieve positive
long-term health outcomes (Barrett, Fogel, Garrett, & Young, 2011; Porter, 2014; Power
et al., 1999; Spaulding et al., 2011). A 2008 survey of U.S. mayors concluded that mental
illness is the third leading cause of homelessness (National Coalition for the Homeless,
2009), and 30 percent of individuals experiencing chronic homelessness meet the criteria
for SMI (Office of National Drug Control Policy, 2016). Additionally, there is a strong
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link between mental illness and incarceration; NAMI estimates that between 25 and 40
percent of all Americans with mental illness will spend time in jail or prison during their
lifetime (2004). Over half of all inmates in prisons and jails have symptoms of mental
illness or a history of treatment for mental illness (James & Glaze, 2006). However,
despite the critical impact of mental health on overall health and the high societal costs
that result from poor mental health, mental health care is not universally accessible.
Disparities in Risk and Access to Mental Health Care
Frank and Glied (2006) describe five distinct groups that may experience
symptoms of mental illness or utilize services in a variety of ways. First, individuals
diagnosed with severe and persistent mental illness live with a debilitating disease; this
relatively small group incurs the highest direct and indirect costs. However, other
individuals experience symptoms of mental illness that are not considered debilitating,
but do impede function without treatment. Others may find their symptoms do not
interfere with daily activity, and do not seek treatment. A fourth group of people
experience symptoms consistent with mental illness, perhaps due to environmental
stressors or life events, but who do not meet psychiatric diagnostic criteria. These
individuals also benefit from pharmaceutical treatment or counseling. Finally, there are
individuals who utilize counseling for self-discovery and conflict resolution, and not for
definitive symptoms of mental illness. Consequently, published prevalence rates for
mental illness vary, since measurement is dependent upon the construct used to identify
an individual with mental illness.
Although mental health is influenced by a combination of social, psychological,
biological, and environmental factors, poverty is the most highly correlated factor with
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poor mental health (Frank & Glied, 2006; WHO, 2014). Not only are individuals who
live in poverty at an increased risk of mental illness (Bruce, Takeuchi, & Leaf, 1991;
Hudson, 2005), but conversely people with mental illness are twice as likely as people
without to have incomes under 150 percent of the Federal Poverty Level (FPL)
(Donohue, Garfield, & Lave, 2010). While unemployment is a risk factor associated with
poor mental health and increased mortality, people who experience symptoms of mental
illness are likely to remain poor and unemployed due to functional impairment.
Additionally, individuals experiencing chronic physical illnesses and disability are at risk
of mental illness. The population of individuals with mental illness therefore
disproportionately receives public assistance, accounting for one-third of recipients of
Social Security disability benefits (Social Security Administration, 2014a, 2014b; WHO,
2012).
The prevalence rates for mental illness are difficult to measure reliably, but it is
generally accepted that mental illness in the U.S. is under-reported (Takayanagi et al.,
2014). Overall prevalence rates for mental illness are higher for women than men
(SAMHSA, 2014a), but rates for different diagnoses of mental illness vary (Garfield,
2011). Although mental illness spans the lifetime, it is most prevalent for individuals in
their twenties, but perhaps more debilitating for older adults (Frank & Glied, 2006). After
reviewing the literature, Frank and Glied (2006) found no trending difference between
race/ethnicity and lifetime prevalence of mental illness. However, the 2013 NSDUH
findings demonstrate variances in past-year rates of any mental illness between races
ranging from 12.3 percent among Asians and 28.1 percent among adults who identify
with two or more races (SAMHSA, 2014a).
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More significantly, other reports state that there are differences in mental health
service use (SAMHSA, 2015) and in distribution of mental health expenditures (Le Cook,
Manning, & Alegria, 2013) for different racial and ethnic groups. For example, in 2013 it
was estimated that 19.3 percent of Whites and 16.9 percent of Blacks experienced mental
illness (SAMHSA, 2014a) but estimates of mental health service utilization were nearly
twice as high for Whites as for Blacks (SAMHSA, 2015). These results suggest there
may be disparities in access to care.
Access to health care is broadly defined as the ability to obtain timely and
appropriate health services to achieve optimal health outcomes (Millman, 1993). A
variation in the presentation of symptoms, functional impairment, and perceived need
influences both the definition of an individual with mental illness and access to mental
health services. Data demonstrate a gap in the need for mental health care and access to
mental health services (WHO, 2011), with the highest rate of unmet need in the uninsured
adult population (Roll, Kennedy, Tran, & Howell, 2013).
Traditionally, mental health care has been provided separately from physical
health care despite evidence that mental health and physical health are intimately linked.
Within this divided system, only one-fifth of adults with diagnosable mental illness see
mental health providers for treatment, while equally as many see general medical
practitioners for mental health services (Garfield, 2011). Furthermore, it is estimated that
mental health care only receives 6.1 percent of total health spending (Mark et al., 2011),
and expenditures for mental health care have grown at a slower rate than other health care
expenses. Ultimately, it is estimated that as many as 40 to 60 percent of adults with
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diagnosable disorders do not receive needed mental health services (Barry, 2004; Druss
et al., 2007; SAMHSA, 2014a).
Barriers to mental health care have been linked to factors associated with low
socioeconomic status, education, and employment. Until recent health reform policies for
parity were implemented, health insurance plans have provided paltry coverage for
mental illness in comparison to coverage of physical illnesses (SAMHSA, 2013).
Therefore, even when individuals are covered by health insurance, they have been forced
to pay more out-of-pocket for the treatment of mental illness than for other serious
diseases. Cost has been documented as the largest barrier to mental health care
(SAMHSA, 2014a); other notable barriers include perceptions of mental illness and the
need for care, or logistical difficulties such as a lack of time or knowledge of service
location (SAMHSA, 2014a).
Whitley and Lawson (2010) suggest that there are multiple reasons beyond health
insurance and logistics that create racial disparities in health care. Of significance, both
patient and provider perceptions present cultural barriers that create a sense of
discrimination and stigmatization of mental health services. These findings speak to
issues of workforce diversity and cultural competency, as well as community attitudes.
Furthermore, location of residence influences health and access to health care (Greater
Louisville Project, 2013; Radley, How, Fryer, McCarthy, & Schoen, 2012). This issue
runs deeper than the distance one must travel to access services, but reflects more broadly
on access to resources and opportunities, and the multiple social determinants of health
that result in disparity.
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The Role of Health Insurance in Health
Research indicates that cost is the most significant barrier to health care utilization
(Fang, Yang, Ayala, & Loustalot, 2014; Fayanju, Kraenzle, Drake, Oka, & Goodman,
2014; Mojtabai, Chen, Kaufmann, & Crum, 2014). Medical debt plagues more than one
in five U.S. families and is associated with unmet medical need (Sommers &
Cunningham, 2011). In a commentary, Stillman and Tailor (2013) report on patients who
delay care and face certain death instead of treatment because the financial barriers
associated with heath care costs. Although both the insured and uninsured face medical
bills, the highest financial barriers to care are for individuals who do not have insurance
coverage.
Uninsurance is associated with poor health and increased mortality (Hadley,
2007; Rosenberg, Kroon, Chen, Li, & Jones, 2014; Wilper et al., 2009). Uninsured
individuals are less likely to seek care, particularly preventive services, and are less likely
to have a usual source of care (Berdahl, Friedman, McCormick, & Simpson, 2013; Fox &
Shaw, 2014). When uninsured individuals are sick, they are more likely to delay initiating
care, waiting until symptoms worsen. They are also less likely than insured individuals to
receive ongoing care per recommendations if they do initiate treatment, and therefore are
less likely to have positive health outcomes following treatment (Hadley, 2007).
Furthermore, without a usual source of care, uninsured individuals are more likely to
utilize emergency resources, which are more costly than outpatient office visits.
Conversely, health insurance coverage generally results in better health outcomes
due to increased use of preventive services, improved continuity of care, and increased
follow through with recommended treatment, since insurance assists to alleviate the
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financial burden associated with health care (Bernstein, Chollet, & Peterson, 2010).
Additionally, insurance coverage is associated with higher quality of care because of the
procedures covered and the higher likelihood of thorough examination during a provider
visit (Hu, Shi, Rane, Zhu, & Chen, 2014). Medicare, which provides universal coverage
for U.S. adults over age 65, has offered evidence that individuals who have been
chronically uninsured prior to receiving coverage demonstrate a significant increase in
use of preventive care, such as cancer screenings (McWilliams, Zaslavsky, Meara, &
Ayanian, 2003). Likewise, state-based Children’s Health Insurance Programs (CHIP)
have demonstrated increased utilization of outpatient and preventive services following
program expansion (Haggins, Patrick, Demonner, & Davis, 2013; Howell, Trenholm,
Dubay, Hughes, & Hill, 2010).
Despite overwhelming evidence that insurance greatly improves access to care
and outcomes, affordable health insurance has been limited in the U.S.; group health
insurance is frequently tied to the employment benefit structure, and public insurance has
required specific eligibility determinations beyond income. This is a critical factor
contributing to health disparities; uninsured individuals are more likely to be ethnic and
racial minorities, with lower education levels, and of low socioeconomic status (Berdahl
et al., 2013; Dalton et al., 2014; Fang et al., 2014; Hadley, 2007). These same
demographics are associated with poorer health outcomes (Franks, Muennig, Lubetkin, &
Jia, 2006; Muennig, Franks, Jia, Lubetkin, & Gold, 2005).
U.S. Health Reform
Efforts at national health care reform have been aimed to address the fact that the
U.S. rates poorly in quality, access, and cost of health care compared to other developed

11

countries (Fuchs & Emanuel, 2005; Oberlander, 2012). In 2009, health care costs rose to
consume over 17 percent of the gross domestic product (Hartman, Martin, Lassman,
Catlin, & the National Health Expenditure Accounts, 2014), yet Americans continued to
be confronted with barriers to accessing care and experience poor health outcomes.
Moreover, the U.S. ranks behind other industrialized countries in measures of healthy
lives, quality of care, health care efficiency, equity across population groups, and
individual financial access to services (McCarthy, How, Fryer, Radley, & Schoen, 2011).
Specific attempts at reform have concentrated on the health insurance industry,
with the goal to achieve universal coverage within an accountable system. Employersponsored insurance programs began in the early Twentieth Century as a benefit to
recruit and retain workers. Meanwhile, public insurance has been offered to targeted
vulnerable populations. However, there have consistently been groups of people who
have either been ineligible for employer-sponsored insurance or who could not afford the
out-of-pocket costs associated with insurance, but who did not qualify for public
assistance. More recently, the concept of underinsurance has arisen; individuals with
inadequate coverage are at risk of high out-of-pocket expenditures for use of the health
care system, which impacts their decisions to utilize services despite enrollment in an
insurance plan (Farley, 1985). In 2010, more than 81 million Americans were uninsured
or underinsured (McCarthy et al., 2011).
Mental Health Parity
Historically, health insurance policies have limited access to mental health care by
offering less coverage for treatment of mental illness than other medical conditions
(SAMHSA, 2013), or by requiring a higher amount of cost-sharing (Barry, Huskamp, &

12

Goldman, 2010). For example, Barry (2004) cites 1998 Medicare statistics in which costsharing for enrollees was 50 percent for mental health services, but only 20 percent for
medical and surgical outpatient services. This disparity in coverage has impacted not only
treatment for behavioral health following diagnosis, but also screening for common
disorders, such as depression and anxiety (Garfield, Lave, & Donohue, 2010).
However, in the past two decades, the U.S. has presented multiple means of
health care reform in an attempt to rectify inadequate access to services through barriers
imposed by health insurance. Over time, individual states enacted versions of parity laws,
each differing in the specific requirements of insurance plans or diagnoses and
populations covered (Barry et al., 2010). At the federal level, Congress passed the Mental
Health Parity Act in 1996, which required that annual or lifetime limits imposed on
mental health care costs should be no more restrictive than those for medical and surgical
benefits. The effect of this law was minimal though, when insurers responded by
imposing tighter restrictions on other elements of coverage, such as limiting the total
number of inpatient days or outpatient visits allowed, while maintaining compliance with
the expense limits (U. S. General Accounting Office, 2000).
President Clinton advocated for mental health parity in 1999, when he directed
the Federal Employees Health Benefits Program to include comprehensive coverage for
all diagnoses listed in the DSM (Barry et al., 2010). Mental health parity was not actively
addressed again until 2008, when Congress passed the Paul Wellstone Mental Health
Parity and Addiction Equity Act (MHPAEA) to regulate both treatment limits and
financial allowances in benefits covering mental illness and substance abuse. Although
MHPAEA is much more comprehensive than its 1996 predecessor, it does not mandate
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mental health benefits for every health insurance plan; the regulations only apply to
group insurance plans of 50 employees or more with mental health and substance abuse
benefits, and the law did not specify which conditions must be covered (Barry et al.,
2010). Despite years of advocacy to increase mental health coverage, barriers to coverage
have persisted for most Americans, contributing to a gap between availability of mental
health services and the need for care, and an associated trend of increased disability for
individuals with mental illness who do not receive care (Mojtabai, 2011).
The Affordable Care Act
The Patient Protection and Affordable Care Act (ACA) was passed by Congress
and signed into U.S. law by President Obama in March 2010, with the primary intent to
increase access to quality and affordable health care through health insurance reform. The
ACA expands health insurance coverage by mandating individual enrollment, requiring
employer provision of benefits, and increasing opportunities for eligibility and financial
assistance with health insurance premiums. Additionally, ACA regulates both private and
public insurance plans offered in health insurance marketplaces by requiring that each
plan offer specified essential health benefits, such as preventive care and mental health
and substance abuse treatment. Therefore, even individuals who were previously enrolled
in health insurance plans may have gained mental health benefits they did not have prior
to ACA implementation. Frank, Beronio, and Glied (2014) estimate that 62 million
people experienced increased coverage for care of mental health and substance abuse
disorders.
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ACA expands upon the parity requirements of MHPAEA by not only requiring
mental health treatment, but also by eliminating lifetime and annual dollar limits to
coverage. However, Frank et al. (2014) also point out that because parity only requires
mental health and substance abuse benefits to match those offered for medical and
surgical benefits, coverage may still not include the long-term needs or full range of
evidence-based treatment options for mental health and substance abuse disorders.
Medicaid Expansion
Medicaid is the largest payer for mental health services (Centers for Medicare and
Medicaid Services (CMS), 2015). Enacted with Medicare legislation in 1965, Medicaid
provides public assistance with health insurance to vulnerable populations, including
people age 65 and older, individuals with disabilities, children, pregnant women, and
low-income parents of dependent children. Although it is governed by federal
parameters, states have been provided options in implementation, and Medicaid programs
vary significantly by state. In 2010, over 57 million people were covered by Medicaid
(Henry J. Kaiser Family Foundation, 2015). However, low-income childless adults have
always been categorically ineligible for Medicaid coverage.
The ACA provides states with the option to expand Medicaid to include adults
with incomes up to 133 percent of the FPL, based on the federally determined Modified
Adjusted Gross Income (MAGI) methodology. Unlike traditional Medicaid regulations,
eligibility for this coverage is determined by income alone (although there are eligibility
regulations regarding citizenship and qualified immigration status that do persist).
Additionally, the ACA mandates that state Medicaid plans must meet federally regulated
minimum coverage requirements and adjust enrollment procedures to increase
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accessibility. Expanded Medicaid programs receive full federal funding for the first three
years of implementation then later require state cost-sharing, but at a lower rate than the
established 30 percent for mandatory Medicaid eligibility groups. Since ACA
implementation, the U.S. has seen a 16.8 percent increase in Medicaid enrollment (Henry
J. Kaiser Family Foundation, 2015).
Experts suggest that with the implementation of the ACA, Medicaid will increase
its role in providing coverage for individuals with mental illness (Donohue et al., 2010).
Prior to ACA-prompted expansion, it was estimated that as many as 11 percent of
individuals eligible for MAGI Medicaid report fair or poor mental health (Bazelon
Center for Mental Health Law, 2014). After Massachusetts expanded coverage in 2006,
researchers found that residents expressed fewer days in poor physical health, fewer days
in poor mental health, and fewer days with health-related functional limitations
(Courtemanche & Zapata, 2014). Initial data in Oregon following Medicaid expansion in
2008 revealed an increase in use of health care services, reduction of self-reported
financial strain, and lower depression rates (Baicker et al., 2013). These positive results
have given rise to the anticipation of increased use of mental health services and resultant
positive health outcomes following Medicaid expansion through ACA implementation.
However, although the impact of health insurance on access to health care is wellestablished, it is merely one factor involved in access; other financial and non-financial
factors also impact both access and utilization of health care services (Andersen &
Newman, 1973; Call et al., 2014). Although ACA and MHPAEA have increased the
number of individuals who are insured and receive mental health benefits, research
suggests that structural and social barriers to treatment may persist, especially in
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communities that already experience significant health disparities (Gelberg, Andersen, &
Leake, 2000; Mojtabai et al., 2011). These barriers potentially mitigate the impact of
increased coverage, serving to maintain status quo rather than promoting mental health
through use of mental health services. This implies that additional strategies may be
required in this community to alleviate mental health disparities.
Proposed Study
In a recent report on mental health parity and disparities, Mental Health America
(MHA) posed the question “Even after getting insurance, can people with mental health
needs get access to care?” (Nguyen, 2014, p. 7). This research project contributes to the
body of literature that answers MHA’s question by assessing mental health service
utilization by a disparate population following the implementation of ACA and
enrollment of over 138,000 Louisville residents in Medicaid. The results of the study will
demonstrate the extent to which beneficiaries of Medicaid expansion have used their new
health insurance and report any perceived obstacles that may prevent service utilization.
Additionally, the results of this study will provide evidence and understanding of specific
community needs to inform recommendations for effective policies and strategies for the
improvement of local community mental health.
Purpose of the Study
A major aim of ACA is to increase use of services by requiring insurance
coverage, thus reducing undiagnosed and untreated conditions (Dixon & Hertelendy,
2014). Together ACA and MHPAEA are designed to offer financial protection through
expanded insurance coverage and improved insurance content, thereby increasing the
number of individuals who can access mental health treatment through their health
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insurance plans. Kentucky has consistently ranked in the bottom 10 percent of national
health metrics, including 50th for poor mental health days (United Health Foundation,
2014). Additionally, 20.4 percent of Kentucky residents were uninsured when ACA
passed. Recognizing this, in 2013, under KRS 205.520 ("Medical Assistance Act," 2005),
Kentucky Governor Steven Beshear capitalized on the provisions of ACA by expanding
Medicaid to use the MAGI methodology. Just prior to that, in 2011, Kentucky Medicaid
expanded managed care coverage throughout the state using contracted agencies, and in
2012, Governor Beshear issued an executive order to create a state-run health benefits
exchange. These new policies have altered the landscape of Kentucky health care.
Jefferson County, which encompasses Louisville, is uniquely positioned as
Kentucky’s largest and most diverse urban environment, with plentiful health resources
and yet documented disparity within the community (Crutcher, 2013; Greater Louisville
Project, 2013). According to 2010 Medicaid billing data, 33,348 adults in Jefferson
County, Kentucky, were identified with a diagnosis of mental illness (M. T. Childress,
2012). However, a recent report issued by MHA estimates that only 45.6 percent of any
adults with mental illness in Kentucky receive treatment (Nguyen, 2014).
Specifically, residents of the nine neighborhoods considered Louisville’s West End
(Crutcher, 2013; see Figure 1): Algonquin, California, Chickasaw, Park DuValle, Park
Hill, Parkland, Portland, Russell, and Shawnee, present higher rates of morbidity and
mortality than other neighborhoods within the county, as well as discrepancies in the
social determinants of health (Greater Louisville Project, 2013). Residents of West
Louisville, the majority of whom are Black, are more likely to be unemployed and are
less likely to have a college education than East Louisville neighborhoods, and the
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median income is less than half in the West End than it is in the East End (Crutcher,
2013). Moreover, there are fewer hospitals, health care providers, and pharmacies on
record in West Louisville than there are in East Louisville (Crutcher, 2013). Both racial
disparities and low socio-economic status are risk factors for poor mental health and an
unmet need for mental health treatment (Brown, Schulberg, & Madonia, 1996; Kessler &
Neighbors, 1986).

Figure 1. West Louisville neighborhoods (LOJIC, 2015).
This study seeks to answer two research questions:
Research Question 1: How does Medicaid expansion through ACA impact
utilization of mental health services for residents of West Louisville neighborhoods?
Research Question 2: What factors besides health insurance impact utilization of
mental health care?
The purpose of this research is to inform public health policy and practice. The
implementation of the ACA and Medicaid expansion may have differential effects on
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varying subpopulations, and thus requires examination and feedback to refine the system.
As the local community creates policies, implements health literacy programs, and
expends resources, it is imperative to target persisting barriers to utilization of health care
services as well as to improve inequities. Specifically, additional interventions may be
needed to assist low-income Black populations like West Louisville in benefitting from
increased coverage.
Since research indicates that individuals who do not receive intervention by
mental health professionals are more likely to experience increased disability as
symptoms impair function to a greater extent over time (Mojtabai, 2011), the long-term
health outcomes of the community depend on public health interventions to reduce the
unmet need for mental health care. This study will determine the extent to which ACA
implementation and Medicaid expansion have impacted use of mental health services in
the West Louisville population, what other factors or unintended consequences of the
new law play a role in service use for this population, and how additional policies and
strategies can be applied to increase service use and positively impact health outcomes in
the future.
Operational Definitions
This study focuses on adults with “any mental illness” (AMI) as defined by
SAMHSA as “having a diagnosable mental, behavioral, or emotional disorder in the past
year that met DSM criteria,” excluding developmental or substance abuse disorders
(SAMHSA, 2014b), p.5). The intention of this study is to specifically capture how
Medicaid expansion has impacted use of mental health services. Under traditional
Medicaid, individuals would only qualify for coverage if their diagnosis indicated
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disability. However, many individuals with mental health needs do not experience a
disabling illness, and therefore would not have qualified for coverage prior to Medicaid
expansion. Additionally, use of the definition of AMI in this study will enable the
examination of mental health services used by individuals whose primary diagnosis may
be physical illness, but who may also receive treatment for comorbid indicators of mental
illness.
As noted, the SAMHSA definition of AMI does not include developmental
disabilities nor substance abuse. According to the International Statistical Classification
of Diseases and Related Health Problems, tenth revision (ICD-10), developmental
disorders include disorders of psychological development, such as those of speech and
language and scholastic skills and pervasive developmental disorders (WHO, 1993).
Furthermore, Medicaid benefits for substance abuse were introduced with the
implementation of ACA in 2014; unlike evaluation and treatment for other behavioral
health disorders, evaluation and treatment for substance abuse disorders is not part of the
control group dataset (pre-ACA), and should be examined distinctly from services that
were covered both before and after ACA implementation.
In addition to using the SAMSHA definition of AMI, this study excludes
additional diagnoses due to the Medicaid payment structure in Kentucky. Individuals
with organic and traumatic brain injury and intellectual and developmental disabilities are
eligible for Medicaid through Kentucky Medicaid waiver programs. Medicaid waiver
claims are not processed through Managed Care Organizations (MCOs) like all other
Kentucky Medicaid claims, and therefore are not included in the dataset for this study.
Additionally, Medicaid expansion is available only to adults ages 18 through 64.
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Therefore, in this study, “mental illness” excludes dementia since this diagnosis is most
prevalent in the older adult population eligible for Medicare, and may or may not be also
eligible for Medicaid. Likewise, the definition of mental illness excludes behavioral and
emotional disorders with onset typically occurring in childhood and adolescence, such as
separation anxiety disorder and academic underachievement disorder, since these
diagnoses should not occur in individuals over 18.
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CHAPTER II
REVIEW OF THE LITERATURE

Introduction
Although mental health is an integral component of overall health status, it has
historically been treated, insured, and studied independently of physical health
(Davidson, Judd, Jolley, Hocking, & Thompson, 2000; SAMHSA, 2013). This distinction
has played a role in the stigmatization of mental health care and the health disparities of
individuals who experience mental illness (Corrigan, Druss, & Perlick, 2014). Since the
diagnosis of mental illness depends on self-report of symptoms, access to, and use of
mental health care (Frank & Glied, 2006; Kapur et al., 2012), the prevalence of mental
illness is difficult to measure reliably. However, it is generally accepted that mental
illness in the United States (U.S.) is under-reported and under-diagnosed (Takayanagi et
al., 2014), but is a leading cause of disability and health care costs even so (Center for
Behavioral Health Statistics and Quality, 2015; Mark et al., 2011; WHO, 2004b).
Within the known numbers of AMI, prevalence spans the lifetime and rates vary
among racial and ethnic groups. But sources note that poverty is substantially linked with
mental illness, regardless of gender and race/ethnicity (Bruce et al., 1991; Frank & Glied,
2006; WHO, 2014).

23

Disparities exist across socioeconomic status; however, literature suggests that the
disparity is in access to care rather than the risk of a mental illness (Chen & Rizzo, 2010;
Le Cook et al., 2013). In fact, prior research on access and utilization of mental health
services has found that cost of care, specifically due to lack of health insurance, has been
the most prohibitive factor for those seeking services (Rowan, McAlpine, & Blewett,
2013). Yet there are also non-cost barriers to mental health care (Mojtabai et al., 2011).
Understanding exactly which barriers impact a particular population is important because
with adequate treatment, individuals with mental illness can lead productive and fulfilling
lives.
The ACA, enacted in 2010 and fully implemented in 2014, presents new
opportunities for access to treatment of mental illness because of the law’s provisions for
increasing rates of insurance and including mental health parity in insurance plans. Yet
state policies prior to ACA that addressed uninsurance rates have not reduced health
disparities (Amri, Stronks, Bordeianou, Sylla, & Berger, 2014). Furthermore, the ACA
does not address any persisting non-cost threats to health care access.
Kentucky has impressed the nation by embracing the ACA’s provisions for a
state-run health benefit exchange and Medicaid expansion while citing Kentucky’s trend
of poor health outcomes. This includes the fact that 19.5 percent of Kentucky adults
present with AMI, nearly a point higher than national average (Nguyen, 2014), and
Kentuckians rank 50th nationally in poor mental health days (Kentucky Department for
Public Health, 2013). Furthermore, statistics also reveal that only 45.6 percent of adults
in Kentucky with AMI receive treatment (Nguyen, 2014). Two years post-ACA
implementation, Jefferson County, Kentucky, boasts 170,624 newly insured individuals,
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138,572 of whom have enrolled in Medicaid coverage due to low-income (Kentucky
Office of Health Benefit and Health Information Exchange (KOHBHIE), 2016). By
examining Medicaid claims data, this study provides an opportunity to understand the
impact that ACA has had on use of mental health services within a disparate population
in Jefferson County. Additionally, the qualitative aspect of this study aids in identifying
non-cost barriers to utilization and contributes a foundation for expansion on local
policies that provide access to needed mental health care.
Epidemiology of Mental Health
The prevalence of mental illness is substantial; nearly one-fifth of American
adults have experienced mental illness within the past year, and nearly half of Americans
will experience a mental illness over the course of his or her lifetime (Center for
Behavioral Health Statistics and Quality, 2015; Kessler, Berglund, et al., 2005). The
epidemiology of mental health is difficult to define, and it is recognized that most counts
are not accurate. Measures of individuals with mental illness have varied due to three sets
of metrics: symptoms and signs of disorders defined by the DSM; mental health-related
difficulties with functioning (typically self-reported); and consumers of health services
who have received treatment for a mental health condition. It is well-documented that the
number of consumers of mental health services does not consistently match the number
of individuals diagnosed with mental illness (Druss et al., 2007; Gonzalez et al., 2008).
Furthermore, within the counts of mental illness, prevalence may be divided into
classifications of any mental illness, serious mental illness (SMI), mental illness
including or not including substance abuse disorders, or specific diagnoses or classes of
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mental illness. Most recent epidemiology reports of specific diagnoses are based on
criteria within the DSM-IV-TR, which was issued in 2000; DSM-5 was issued in 2013.
Commonly used data sources to estimate the prevalence of adults with
diagnosable mental illness include the National Survey on Drug Use and Health
(NSDUH) by SAMHSA, the National Comorbidity Survey Replication (NCS-R), and the
National Epidemiologic Survey on Alcohol and Related Conditions (NESARC) by the
National Institute on Alcohol Abuse and Alcoholism. The NSDUH is conducted
annually, and consists of in-home interviews of approximately 45,000 American adults
(Bagalman & Napili, 2014). The NCS-R was conducted February 2001 to April 2003 as
a survey of 9,000 adults regarding “any mental illness,” which was defined as 19 specific
diagnoses (Kessler et al., 2004). Although sometimes analyzed independently, NCS-R
data are also pooled with that of the National Latino and Asian American Study
(NLAAS) and the National Survey of American Life (NSAL), to form the Collaborative
Psychiatric Epidemiology Surveys (CEPS) (Inter-university Consortium for Political and
Social Research, n. d.). The NESARC was conducted in two waves from 2001 to 2002
and 2004 to 2005 through face-to-face, computer-assisted personal interviews of over
43,000 participants (Grant & Dawson, n. d.). While each of these large surveys is
targeted specifically to address questions regarding mental illness, they all exclude
individuals who are homeless or institutionalized, military personnel on active duty, and
non-English speaking individuals. Removing these vulnerable populations from the
survey suggests that the prevalence of mental illness is underestimated.
Mechanisms for the surveillance of mental illness also include the use of
screening instruments or questions regarding mental illness within larger population
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health surveys. For example, the Patient Health Questionnaire (PHQ-8 or PHQ-9), which
detects symptoms of depression (Kroenke, Spitzer, & Williams, 2001), and the Kessler-6
psychological distress scale (Kessler et al., 2003) have been used as modules within the
Medical Expenditure Panel Survey (MEPS) administered by the Agency for Healthcare
Research and Quality (AHRQ) (AHRQ, 2016), and the Behavioral Risk Factor
Surveillance Survey (BRFSS), the National Health Interview Survey (NHIS), and the
National Health and Nutrition Examination Survey (NHANES), all of which are
conducted routinely by the CDC (CDC, 2016a, 2016b, 2016c). Other times, surveys such
as BRFSS and NHANES address “mentally unhealthy days” by asking respondents to
consider the numbers of days during the past 30 in which their mental health was not
good. Population surveys can be complimented with administrative data from provider
surveys, which report diagnosis codes and treatment codes that reflect diagnosed mental
illness and use of services, and may capture some of the subpopulations that are excluded
in population surveys. Additionally, SAMHSA sponsors an annual survey of mental
health care facilities, which includes data on the use of mental health treatment (Center
for Behavioral Health Statistics and Quality, 2014).
Using NHIS data from 1999 through 2010, Rowan et al. (2013) examined a rise in
the percentage of adults ages 18 to 64 with moderate mental health problems and in the
percentage of individuals with SMI. Most recently, SAMHSA concluded that according
to 2013 NSDUH data, the 12-month prevalence of AMI excluding substance use
disorders is 18.5 percent among American adults (2014a). This estimate includes 10
million adults with SMI, which equates to 4.2 percent of the U.S. population (SAMHSA,
2014a). Analysis of NCS-R data indicates that the 12-month prevalence of AMI
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including substance abuse disorders is 24.8 percent (Kessler, Chiu, Demler, Merikangas,
& Walters, 2005), and lifetime prevalence is 46.4 percent (Kessler, Berglund, et al.,
2005). Of those diagnosed, 45 percent of individuals have two or more diagnosable
conditions (Kessler, Chiu, et al., 2005), and adults with SMI represent as many as 5.8
percent of the population (Druss et al., 2009). These survey findings are echoed in
BRFSS data, in which 40 percent of respondents indicate serious psychological distress
(CDC, 2011), and the total population averages 3.5 poor mental health days within the
past 30 (Reeves et al., 2011). Furthermore, NSDUH data provide evidence that 3.9
percent of Americans reported experiencing suicidal thoughts within the past year, and
0.6 percent of the population attempted suicide (SAMHSA, 2014a).
A lack of uniformity and accuracy among the myriad of surveys and data sources
regarding mental illness impacts the knowledge base by which the magnitude of disease
is reported. Prevalence rates have been measured and reported differently, both by data
sources and according to varied definitions of mental illness. It is therefore difficult to
define the extent of mental illness as a public health problem with precision. Even using
conservative estimates, however, it is clear that mental illness is a significant public
health issues in the U.S.
Distribution of Disease
The existing body of literature contains prevalence rates and distributions for
some classes and sub-types of mental illness, but not others. Internationally, public health
interventions have focused on anxiety disorders, depression and depressive
symptomatology, conduct disorders and violence, eating disorders, and suicide
prevention (WHO, 2004a). The U.S. Preventive Services Task Force has identified that
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depression, substance abuse, and suicide are the most imperative mental health issues for
targeted screenings (U.S. Preventive Services Task Force, 2016). Therefore, this
literature review highlights only a few of the many disorders listed in the DSM while
following the operational definition of AMI for this study.
Anxiety disorders have been identified as the most prevalent group of mental
illness in U.S., with a 12-month prevalence of 18.1 percent and a lifetime prevalence of
28.8 percent (Kessler, Berglund, et al., 2005; Kessler, Chiu, et al., 2005; Martins et al.,
2012). Anxiety disorders are frequently comorbid with physical and other mental health
conditions, and may increase days in which a person experiences disability or poor
health-related quality of life (Anesetti-Rothermel & Sambamoorthi, 2011). Prevalence
estimates reflect that women experience anxiety disorders at a higher rate than men
(McLean, Asnaani, Litz, & Hofmann, 2011). Although there is no consistent association
between race/ethnicity and anxiety, post-traumatic stress disorder (PTSD) stands out with
substantial differences between racial and ethnic groups in terms of lifetime prevalence,
in which Blacks present with conditionally higher risk for the disorder than Whites,
Latinos or Hispanics, or Asians (Alegria et al., 2013; Asnaani, Richey, Dimaite, Hinton,
& Hofmann, 2010; Roberts, Gilman, Breslau, Breslau, & Koenen, 2011).
Although the 12-month prevalence of mood disorders is cited as 9.5 percent
(Kessler, Berglund, et al., 2005), one mood disorder—major depression disorder—is
reported as a leading cause of disability placing significant burden on society with a
lifetime prevalence of 16.6 percent (Kessler, 2012; Kessler, Berglund, et al., 2005).
Furthermore, major depressive episodes have been reported as the most prevalent lifetime
syndrome (Kessler, Petukhova, Sampson, Zaslavsky, & Wittchen, 2012) and linked to
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increased substance use (SAMHSA, 2014a). Interestingly, men and women report
different symptoms of depression, which may impact an individual’s acknowledgement
of symptoms and ultimate detection of a disorder (Martin, Neighbors, & Griffith, 2013).
Both anxiety disorders and mood disorders are estimated to have higher prevalence rates
in adults ages 18 through 64 than either children and adolescents or older adults (Kessler
et al., 2012).
Impulse control disorders, which include conduct disorders, have a 12-month
prevalence of 8.9 percent and a lifetime prevalence of 24.8 percent (Kessler, Berglund, et
al., 2005; Kessler, Chiu, et al., 2005). They have not been found to have significantly
different prevalence rates among race/ethnicity (Breslau et al., 2006), but are generally
more common in men (Kessler et al., 2006). Impulse control disorders are highly
correlated with substance dependence (Glantz et al., 2009).
Eating disorders are relatively less common than other disorders. The lifetime
prevalence rate for each of the recognized eating disorders is less than four percent
(Hudson, Hiripi, Pope, & Kessler, 2007). However, despite a lifetime prevalence rate of
0.9 percent in women and 0.3 percent in men, anorexia nervosa was once associated with
the highest mortality rate for a mental disorder (Harris & Barraclough, 1998; Hudson et
al., 2007). Eating disorders are more often diagnosed in women than in men and are
commonly comorbid with other psychiatric disorders (Hudson et al., 2007).
Disparities by Income and Race/Ethnicity
Beyond the distribution of individual diagnoses, there is variation among racial
and ethnic groups in U.S. population in the prevalence of AMI. Individuals who identify
with two or more races are noted to experience both AMI and SMI at higher rates than
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individuals of one race/ethnicity (SAMHSA, 2014a). Table 2 illustrates the annual
average percentage of AMI in the past year among adults, listed by race/ethnicity.
Although the rates for each group are much smaller, there is similar variation in the
racial/ethnic distribution among adults who have co-occurring mental illness and
substance abuse disorders (SAMHSA, 2014a)
Table 1
Any mental illness in the past year among adults, by race/ethnicity, 2008-2012, Annual
average percentage (SAMHSA, 2015)

U.S.
Population

White

18.5

19

Black

American
Indian or
Alaska
Native

Asian

Two or
More
Races

Hispanic

16.8

22.7

13.4

24.9

15.3

Though mental illness can impact any person, regardless of race/ethnicity,
income, or education, research suggests a direct relationship between mental illness and
social and economic disadvantage (Bruce et al., 1991; Hudson, 2005; Martins et al.,
2012). In fact, in 2013, AMI was higher for individuals who were unemployed or
employed part-time than for those employed full-time, and was highest in individuals
whose income was below the FPL (SAMHSA, 2014a). The rate of AMI was also higher
for adults on Medicaid than for individuals covered by private insurance plans
(SAMHSA, 2014a).
Kessler and Neighbors (1986) concluded that race/ethnicity and income are
interactive in predicting psychological distress, which the authors measured through the
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presentation of depressed mood and somatic indicators of anxiety and depression. Their
analysis displayed larger differences in mental health between low-income White and
Black adults than those with higher incomes. Breslau and colleagues (2005) examined the
differences in lifetime prevalence and the chronic nature of anxiety and mood disorders
between racial and ethnic groups. They identified that although Blacks have lower
lifetime prevalence than Whites in both mood disorders and anxiety disorders, Black
individuals are more likely to experience persistent mental illness longer than two years.
A second study specified that lower lifetime risk of mental illness among Blacks begins
in childhood and a lower lifetime risk is more pronounced among individuals with lower
levels of education (Breslau et al., 2006).
Utilization of Mental Health Services
Mental health treatment has become more accessible over time. In the midTwentieth Century, individuals requiring psychiatric treatment received care from
specialists within an inpatient institution. However, treatment today occurs in general
hospitals, nursing homes, and schools in addition to community mental health centers
(CMHCs) and specialized outpatient mental health clinics. The capacity for service has
expanded to specialty-trained psychiatrists, psychologists, advance practice mental health
nurses, counselors, and social workers. Nationally, the average workforce availability of
mental health providers is one mental health provider for 790 residents; the states with
highest access have workforce availability ratio of one provider for less than 350
residents (Nguyen, 2014). Additionally, people with chronic conditions, including
depression and anxiety, utilize primary care providers for treatment more than specialty
services (Hofer, Abraham, & Moscovice, 2011). In fact, mental health care has become
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common enough that it is estimated that primary care practitioners prescribe more
psychotropic drugs than psychiatrists (Barry, 2004).
Even still, only an estimated 40 to 45 percent of American adults with AMI utilize
services (Nguyen, 2014; SAMHSA, 2014a), and 19.3 percent of adults with AMI
perceive an unmet need for mental health care (SAMHSA, 2014a). McAlpine and
Mechanic (2000) used 1997-1998 data from the Healthcare for Communities Study, in
which respondents answered screening questions regarding mental health status and
utilization of outpatient specialty mental health care, emergency services, inpatient stays,
and use of primary care. Their analysis indicated that people with SMI use the health care
system twice as much as people with other mental disorders, and 20 times more than
people with no mental illness disorders. However, 60 percent of respondents who
indicated symptoms of SMI did not receive needed care. The authors also found that any
insurance increases use of specialty care, as does the perceived need for care.
When Eisenberg, Hunt, Speer, and Zivin (2011) examined use of mental health
services more closely, they found that 21.8 percent of their sample used either
psychotropic medication or counseling, although 80.1 percent visited a health provider
for any reason. Furthermore, only 17 percent of individuals who had discussed
medication use with a provider followed through to take the medication, and more than
two-thirds of individuals reported non-clinical counseling or support. These studies
indicate that mental health services are underutilized, such that a large portion of the
population does not receive needed care.
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Impact of Health Insurance on Access and Utilization
The premise of the ACA is to reduce the national uninsurance rate of nearly 18
percent in order to increase access to care, and ultimately to positively impact long-term
health outcomes (Kaiser Commission on Medicaid and the Uninsured, 2013). Access to
health care has been measured through a variety of metrics, including the ability to
identify a routine source of care other than an emergency department, unmet care needs,
or delays in care (Clemans-Cope, Long, Coughlin, Yemane, & Resnick, 2013; Kenney,
McMorrow, Zuckerman, & Goin, 2012), while use of health care can be assessed by
inpatient care, outpatient and emergency department visits, and prescription drug fills
(Clemans-Cope et al., 2013). The first decade of the new millennium, just prior to ACA
enactment, displayed an increasing trend of non-elderly adults experiencing declines in
access to health care because of both cost and non-cost factors (Clemans-Cope et al.,
2013).
Cost has been identified as the largest barrier to accessing health care services
(Call et al., 2014), but one that can be reduced through health insurance coverage. A
review of the literature supports the premise that health insurance coverage is linked to
increased access and utilization of health care services, particularly primary care (Hofer
et al., 2011; Kenney et al., 2012). Research has also found that the lack of health
insurance may increase the risk of mortality by 40 percent (Wilper et al., 2009). Among
individuals experiencing a moderate mental health problem, individuals without
insurance report cost as a barrier to care nearly twice as often as individuals with private
insurance, and 2.5 times as often as individuals on public insurance plans (Rowan et al.,
2013).
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The effect of insurance may vary across the population and within communities,
because health care utilization depends on characteristics of the coverage offered,
including cost-sharing, patient requirements, availability of providers, and managed care
practices (Buchmueller, Grumbach, Kronick, & Kahn, 2005). Studies therefore tend to
compare public insurance, such as Medicare or Medicaid, to private insurance options
and uninsurance. For example, Buchmueller et al. (2005) reviewed the literature to
broadly conclude that Medicaid beneficiaries are more likely to use general outpatient
services, preventive care, and reactive ambulatory care than individuals with private
insurance. Their findings are due in part to the tendency of Medicaid consumers to
present with poor health status and the requirement of cost-sharing by private plans.
Similarly, Medicaid beneficiaries use health care services more than individuals who are
uninsured, and are less likely to report an unmet need for care. This has been
demonstrated through the Household Component of the MEPS, which has been a source
for the examination of differences between health outcomes of consumers with Medicaid
coverage and individuals who are uninsured (Clemans-Cope et al., 2013).
Although health insurance generally is associated with increased access, the
interaction of health insurance and the health care system results in a variation in care
options for some consumers, particularly for those insured through Medicaid. Primary
care providers have lamented the burden of caring for the Medicaid population due to low
reimbursement rates (compared to Medicare); administrative complexities of claims
processing and delays in reimbursement; complexity of Medicaid patients’ problems,
including behavioral health issues and social service needs; and limited referral options to
specialists and behavioral health services (Long, 2013). If the burden of providing
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services outweighs the benefits and causes providers to limit their participation in
Medicaid, consumer utilization of services will also decline due to the inability of the
health care workforce to meet the demand for services (Perloff, Kletke, & Fossett, 1995;
Perloff, Kletke, Fossett, & Banks, 1997).
There is a strong link between health insurance and health outcomes, presumably
due to the impact that health insurance has on the personal financial burden of obtaining
services, and the access to health care that coverage provides. However, Medicaid
benefits differ from those of other insurance plans, and the characteristics of Medicaid
beneficiaries, including their risk factors for illness, differ from individuals using the
private market. Therefore, an increase of health insurance coverage among Americans by
the ACA and Medicaid expansion may have varying effects on access to and utilization
of health care services.
Factors Influencing Use of Mental Health Services
Use of health care is not influenced merely by health insurance; indeed, many
factors impact an individual’s health behavior. Andersen and Newman (1973) present a
framework of factors associated with utilization of health care, which includes social,
systemic, and individual factors (see Figure 2). The authors expand the list of influencing
factors at every level, but emphasize that each aspect of this triad of factors holds equal
weight in the context of health service utilization. Although provisions of ACA reduce
systemic factors of uninsurance (and hence the financial burden of care) and mental
health provider networks (adding theoretical resources to the health services system), the
law does not address social and individual determinants. Non-cost factors, such as the
inability to schedule an appointment during open office hours, long waits for
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appointments, poor health insurance and health system literacy, and limitations in
transportation or childcare also impact health care utilization (Call et al., 2014; Kenney et
al., 2012). Furthermore, the historical sensitivity, stigma, and differentiation of mental
health from physical health results in the need to examine factors specifically influencing
mental health service utilization.

Social
Determinants

Health
Services
System

Individual
Determinants

Health
Services
Utilization

Figure 2. Framework for viewing health services utilization (Anderson & Newman,
1973).
As with physical health services, cost has appeared as the largest barrier to use of
mental health services, and unmet need persists nationally (Center for Behavioral Health
Statistics and Quality, 2015; Mojtabai et al., 2011). However, only cost and barriers
associated with poverty, such as a lack of transportation, distance, or office hours that
37

might cause a person to lose pay from work have been significantly different for
individuals with and without insurance (Alegria et al., 2008; Mojtabai et al., 2014),
except in terms of medication adherence, whereby individuals on public insurance are
more likely to discontinue use of psychotropic medication (Hodgkin, Volpe-Vartanian, &
Alegria, 2007). Of those covered by public insurance, the movement to managed care has
not made a difference in use of mental health services when compared to fee-for-service
programs (Bigelow, McFarland, MCCamant, Deck, & Gabriel, 2004).
Beyond cost, other structural barriers influence an individual’s access to and use
of mental health services. Thomas, Ellis, Konrad, Holzer, and Morrissey (2009) found
that nationally, nearly one in five counties has an unmet need for mental health
professionals. The availability and convenience of mental health care, transportation, and
childcare can facilitate utilization of services (Mojtabai et al., 2014; Mojtabai et al.,
2011). Medication adherence may be driven by adverse drug reactions or efficacy, long
wait times for prescription fills, or the complexity of the medication regiment (Laba,
Essue, Kimman, & Jan, 2015; Lucca, Ramesh, Parthasarathi, & Ram, 2015; Wheeler,
Roberts, & Neiheisel, 2014).
Individual perceptions, health literacy, and personal skills can impact use of
mental health services. Low health literacy and education can result not only in
misperceptions or ignorance about community treatment resources, but also impacts the
ability to recognize symptoms of mental illness (Alegria et al., 2008). Thus, individuals
may not associate stress with depression or anxiety, or may doubt the existence of a
mental illness, and thus report a lower perceived need for care (Abrams, Dornig, &
Curran, 2009; Mojtabai et al., 2011). In fact, results of the NCS-R suggest that as many
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as one-third of individuals who receive treatment do not perceive they need care (Druss et
al., 2007). Low health literacy and education additionally influence one’s understanding
of insurance benefits or navigating the health care system (Eisenberg et al., 2011;
Mesidor, Gidugu, Rogers, Kash-MacDonald, & Boardman, 2011). Results of the NSDUH
suggest that many consumers simply do not know where to go for services (SAMHSA,
2014a). Furthermore, symptoms of mental illness can interfere in one’s cognitive abilities
for planning, scheduling, and following through with appointments or prescriptions
(Lucca et al., 2015; Mesidor et al., 2011; Trivedi, 2006). These complexities may inhibit
individuals from connecting with needed services.
Barriers to treatment also include stigma and discrimination, whether real or
perceived, such as worry and embarrassment regarding what others would think in the
event that mental health services were used (Barry, 2004; Byers, Arean, & Yaffe, 2012).
Individuals may fear being hospitalized for mental illness or being forced to take
medications or go to the hospital because of a cultural perception that a person should be
able to handle problems on one’s own (Bryant, Greer-Williams, Willis, & Hartwig, 2013;
Mojtabai et al., 2014; Sareen et al., 2007). Additionally, individuals have expressed
beliefs about treatment effectiveness or a mistrust of providers that impact their
willingness to seek care (Alegria et al., 2008; Byers et al., 2012; Eisenberg et al., 2011).
Although the majority of individuals who use mental health services do seek
treatment without urging from others (Druss et al., 2007), social networks can facilitate
use of services through trusted relationships and friends or family who can attest to the
benefits of mental health treatment (Eisenberg et al., 2011). In a qualitative study of
primary care providers and administrators, Chung et al. (2012) cited the provider-patient
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relationship as key factors influencing mental health treatment. Integration of mental
health and primary care services also promotes use of mental health services, especially
when co-location of providers results in a personal introduction by the referring provider
(Horevitz, Organista, & Arean, 2015). Likewise, a significant other can positively
influence the use of mental health services; despite a high prevalence of non-use overall
in adults over 55 year old, having a partner increased an individual’s motivation to seek
professional help (Byers et al., 2012). Support from family members is also associated
with higher medication adherence (Ramirez Garcia, Chang, Young, Lopez, & Jenkins,
2006).
Two qualitative studies examine clinicians’ and health care administrators’
perceptions of consumers’ barriers to mental health treatment, reinforcing findings from
other studies. Of note, clinicians and administrators observed stigma-related patient
resistance, symptom-related difficulties such as planning or denial, transportation
limitations, and financial barriers to patient participation in a mental health care plan
(Chung et al., 2012; Mesidor et al., 2011). However, systemic and service delivery issues
also serve as obstacles to consumers’ ability to utilize mental health services. Chung et al.
(2012) found that provider referral options, reimbursement issues, and education
constrained primary care providers’ ability to appropriately assist patients with their
mental health care needs. After interviewing providers in a mental health care setting,
Mesidor et al. (2011) reported that mental health budget cuts and provider competency
influence an organization’s ability to meet comprehensive patient needs. Both studies
reported that clinicians may be faced with time limitations that prohibit them from
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adequately meeting patient needs, and that organizations face challenges in serving a
diverse range of consumers because few providers are fluent in foreign languages.
The utilization of mental health services is not only influenced by cost, but also
by social and individual determinants, and availability of services within the health care
system. Although health insurance reduces the financial burden of health care, other
factors remain and continue to limit an individual’s use of mental health care. Barriers
and facilitators may be unique to a community, and individuals of low socioeconomic
status often encounter more barriers and unmet need.
Affordable Care Act Outcomes Studies
ACA was signed into law in March 2010 and has been implemented in stages.
The elements of the law with the greatest impact on increased health insurance coverage
were not fully implemented until January 1, 2014. Therefore, outcome studies examining
the impact of ACA on access, utilization, and health outcomes are still in the early stages.
Since September 2010, young adults ages 19 through 25 have been able to retain
coverage under their parents’ private health insurance plans. Considering that this group
is relatively healthy, Mulcahy et al. (2013) used data from emergency department claims
for serious conditions from 2009 through 2011 to determine the rate of change in
insurance coverage after the law went into effect. They compared the group of young
adults to adults ages 26 through 31, who had not yet benefitted from ACA provisions.
Their research found that private insurance paid for more emergency department visits
and the percentage of uninsured visits fell significantly for the younger adults. These
results indicate that the dependent coverage provision under ACA did in fact have a
positive impact on insurance coverage for young adults, offering more financial
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protection to this group.
Medicaid Expansion Outcomes Studies
Medicaid is the largest single payer for mental health services, covering more
than 20 percent of national spending on all mental health services (Barry, 2004). The
ACA gives states the option to expand Medicaid to individuals at or below 138 percent of
the FPL, which means that the number of individuals eligible for mental health benefits
will also grow. Several states expanded Medicaid prior to ACA and have been able to
examine outcomes over time. Other states expanded Medicaid as soon as ACA was
implemented and now have several years of experience on which to reflect.
Most notably, Oregon devised a lottery system for 10,000 additional Medicaid
spots in 2000. Following implementation, Allen, Baicker, Finkelstein, Taubman, and
Wright (2010) completed mail and telephone surveys, in-person interviews, and health
screenings to describe the population of new enrollees following Oregon Medicaid
expansion and some of the difficulties of the expansion process. Applicants for health
insurance were older and likely to report fair or poor health. Survey results revealed
consumer confusion regarding income eligibility for coverage. As many as 10 percent of
surveys were returned due to bad addresses, revealing the difficulty communicating with
the population. Baicker et al. (2013) completed a quasi-experimental study of over
12,000 Oregon residents to compare participants in Medicaid expansion with individuals
who were placed on the waiting list. Medicaid coverage was linked to a reduction in
financial strain from medical expenses, as well as an increase in use of office visits and
medications. Additionally, individuals with Medicaid coverage received more preventive
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care and screening, resulting in an increase in the diagnosis of depression for that group.
However, improvements in health outcomes were not detectible after two years.
Outside of Oregon, Sommers, Baicker, and Epstein (2012) explored the results of
Medicaid expansion in New York, Maine, and Arizona, comparing mortality rates with
neighboring non-expansion states. Their findings indicate that over five years, Medicaid
expansion significantly decreased uninsurance rates. Furthermore, residents of these
states experienced a reduction in mortality rate, significant decrease in delay of care due
to cost, and significant increase in self-reported health status as excellent or very good.
Massachusetts health reform, known as Commonwealth Care and enacted in
2006, has resulted in nearly universal health insurance coverage throughout the state. In
2010, Zhu, Brawarsky, Lipsitz, Huskamp, and Haas (2010) reported that Commonwealth
Care significantly reduced the uninsurance rate, but that access to a primary care provider
and self-reported health status did not change. Other reports note that out-of-pocket fees
have continued to be a barrier, despite insurance coverage (Clark et al., 2011; Maxwell,
Cortes, Schneider, Graves, & Rosman, 2011). More recent studies have noted changes in
access and outcome trends: Maxwell et al. (2011) and Miller (2012) cite increased
utilization of preventive care and primary care; Courtemanche and Zapata (2014)
observed self-reported data indications of reductions of poor health days, poor mental
health days, and days with health limitations; and Sommers, Long, and Baicker (2014)
found a reduction in mortality rates. However, racial and socioeconomic disparities
persist throughout the state despite the implementation of Commonwealth Care, as the
policy has had similar impacts on Whites as it has minority populations (Amri et al.,
2014; Maxwell et al., 2011; Sommers, Long, et al., 2014; Zhu et al., 2010).
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Golberstein and Gonzales (2015) used MEPS data to examine trends in use of
mental health services and expenditures during the decade prior to ACA implementation,
noting that 17 states expanded Medicaid at some capacity during that time. They
determined that increasing Medicaid eligibility did not significantly alter the use of
mental health services, including emergency, inpatient, and ambulatory care, as well as
prescription drug use. The researchers surmise that utilization was impacted by managed
care, provider shortages, and use of safety-net providers. However, Medicaid expansion
was associated with decreased out-of-pocket spending for individuals who identified
psychological distress.
Sommers et al. (2013) have examined states’ experiences of implementing
Medicaid expansion within the first 18 months after ACA was signed. They conducted
semi-structured interviews with 11 state officials from six states that implemented
Medicaid expansion. Two of several unanticipated themes that arose through these
interviews were the persistent barriers to coverage and access despite the new law and the
critical need for behavioral health services for newly covered individuals. Quantitative
analysis of enrollment trends among four of those six states found that enrollment
gradually increased with time, and individuals who enrolled within the first year
presented with health-related functional limitations (Sommers, Kenney, & Epstein,
2014). However, other noted trends varied from state to state. Together, these two studies
indicate that implementation of Medicaid expansion through the ACA will have different
challenges for different regions and populations, and new enrollees have significant
health care needs.
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States have implemented Medicaid expansion over the last decade with mixed
results. Health insurance coverage has relieved the financial stress of medical costs for
some of America’s most vulnerable residents, resulting in positive health outcomes.
Although use of mental health services in the Medicaid expansion population has not
been studied extensively, preliminary research indicates that insurance coverage is not the
only influencing factor for mental health care utilization by the newly insured population.
Moreover, Medicaid expansion has not yet impacted a substantial reduction in health
disparities.
Mental Health Utilization among Low Socioeconomic and Black Populations
Racial disparities in health and health care exist and persist across the U.S.
(AHRQ, 2014). Although cost is the most cited reason for not using mental health
services, there are multiple reasons individuals offer for not seeking care, each impacting
racial and ethnic groups differently (SAMHSA, 2015). Compared with other racial and
ethnic groups, Whites are more likely to have access to health care due to factors such as
insurance status, income, and education (Kirby, Taliaferro, & Zuvekas, 2006). Blacks are
less likely to have health insurance than Whites, and less likely to use health
professionals regardless of insurance status (Chou, Tulolo, Raver, Hsu, & Young, 2013).
More specifically, one-fifth of Blacks are uninsured, and another one-third of Blacks
have Medicaid coverage (Kaiser Commission on Medicaid and the Uninsured, 2013).
However, despite similar insurance coverage across populations is similar, as it has been
since health reform in Massachusetts nearly a decade ago, racial/ethnic and
socioeconomic disparities in access to health care persist (Zhu et al., 2010).
Although disparities exist between Whites and Blacks in many health conditions,

45

mental health care may present racial differences due to the cultural history of mental
health treatment and associated stigma. Hatzenbuehler, Phelan, and Link (2013) report
that stigma, or the negative labeling and segregation of individuals diagnosed with certain
health conditions, is associated with increased stress and linked to health inequalities. It is
estimated that Black adults are approximately half as likely as Whites to use mental
health services, regardless of gender, age group, income range, insurance status, symptom
severity, or specific service (AHRQ, 2014; Byers et al., 2012; Center for Behavioral
Health Statistics and Quality, 2015; Eisenberg et al., 2011; Gonzalez et al., 2008).
However, Black adults report more psychosocial stressors than Whites (Bailey, Patel,
Barker, Ali, & Jabeen, 2011), and there are links between the experience of racism and
psychological distress (Karlsen & Nazroo, 2002). In fact, Blacks present with poorer
general health and greater functional impairment as a result of mental illness (Brown et
al., 1996).
Analysis of national survey data has demonstrated that Black adults are less likely
than White adults to have had any mental health visit in the past year and ultimately have
a lower total mental health expenditures (Cook, McGuire, & Miranda, 2007). Racial and
ethnic differences may impact the cultural differences of mental health symptoms or
problems, and therefore the help-seeking process. For example, Black and Hispanic
individuals are less likely to identify their own mental health symptoms, and may not
perceive a need for mental health services (SAMHSA, 2015; Zuvekas & Fleishman,
2008). Furthermore, research suggests that under-detection of mental illness by providers
may contribute to disparities; clinicians may not identify mental illness in minority
populations since symptom presentation may vary across racial and ethnic groups

46

(Alegria et al., 2008).
The literature also presents differences between racial and ethnic groups in
patterns of utilization and care within the continuum of psychiatric services offered.
Black adults who access care are less likely to receive adequate or quality care (Alegria et
al., 2008). This population is more likely to seek treatment from a primary care provider,
often presents with somatic symptoms of mental illness, and may vocalize a preference
for counseling over medications (Bailey et al., 2011; Brown et al., 1996). Not only are
Blacks less likely to use psychotropic medication regardless of symptom severity
(Gonzalez et al., 2008), but multiple studies reinforce that Blacks have high rates of
psychotropic medication nonadherence (Diaz, Woods, & Rosenheck, 2005; Gilmer et al.,
2004; Olfson, Marcus, Tedeschi, & Wan, 2006). This may be attributed to the fact that
minorities may be less likely to engage in conversations about medications with their
physicians (Hodgkin et al., 2007). Additionally, the most recent data from SAMHSA
indicates higher hospitalization rates for Black adults than White adults (Center for
Behavioral Health Statistics and Quality, 2015). This warrants further investigation of
racial disparities regarding voluntary commitment for receipt of inpatient treatment and
education regarding outpatient service options.
The intersectionality of race/ethnicity and socioeconomic status also impacts
utilization of mental health services. Poorer mental health is associated with individuals
with incomes below 200 percent of the FPL (SAMHSA, 2014a). Research suggests that
one’s financial situation while growing up is associated with use of services; affluent
individuals are more likely to use services, even when access to care is similar for all
individuals within a community (Eisenberg et al., 2011). But when Kessler and
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Neighbors (1986) found a larger racial difference in the population at lower
socioeconomic levels, they reported that the interaction of poverty and discrimination
result in greater psychological distress for Blacks. They suggest that Blacks of low
socioeconomic status have less access to resources for coping with stress. Other
researchers suggest that impoverished Black individuals have less control over their
health status and a greater number of stressful life events (Brown et al., 1996).
In addition to the impacts of poverty and uninsurance on health care utilization,
there are several social and cultural differences in the trends of mental health care
utilization among Blacks and Whites. These differences ultimately result in different
health outcomes. Therefore, health disparities are rooted not only in financial barriers to
the receipt of health care services, but also the structural and societal factors that
influence care-seeking behaviors.
Summary
Over the past decade, multiple studies have examined the impact of Medicaid
expansion on health care access, service utilization, and health, and have found that racial
and socioeconomic health disparities persist. However, existing literature has only
minimally examined these concepts specific to mental health. The literature reflects a
large range of barriers to utilizing mental health services, and there is a recognizable
unmet need for mental health care. Furthermore, the known barriers to service use reflect
racial differences in mental health outcomes. The intent of the ACA is to resolve some of
the barriers to access and use of health services; however, as a new policy, there are
limited studies specific to the impact of the ACA. This study seeks to contribute to the
larger body of knowledge by examining the impact that ACA and Medicaid expansion
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has had on utilization of mental health services by a traditionally disparate population,
and making evidence-based policy recommendations to enhance population health
outcomes.
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CHAPTER III
METHODOLOGY

Introduction
Two years since the implementation of the ACA and Medicaid expansion,
138,572 residents of Jefferson County, Kentucky, have enrolled in Medicaid coverage
(KOHBHIE, 2016). Nine neighborhoods of Louisville Metro, which aligns with Jefferson
County, have historically been challenged with high poverty rates and health disparities
(Crutcher, 2013; Greater Louisville Project, 2013). Yet Medicaid expansion specifically
benefits individuals in poverty, extending health insurance to those with low-income who
might otherwise not afford coverage. The purpose of this study is to examine the impact
of health insurance, specifically Medicaid expansion, and other factors on utilization of
mental health services by residents of West Louisville neighborhoods. The results of this
exploratory study can be used to inform local policies and public health practice to reduce
health disparities of this vulnerable population.
This study utilized a mixed methods design with two distinct questions:
Research Question 1: How does Medicaid expansion through ACA impact utilization of
mental health services for residents of West Louisville neighborhoods?
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Hypothesis 1: The likelihood of mental health service utilization among West
Louisville residents is different pre-ACA implementation from post-ACA
implementation.
Hypothesis 2: The likelihood of mental health service utilization among West
Louisville residents is different among the Medicaid expansion population
compared to the traditional Medicaid population, but still varies by group.
Hypothesis 3: The likelihood of mental health service utilization among
Medicaid-enrolled West Louisville residents is different from that of the
Medicaid-enrolled population who reside elsewhere in Louisville Metro.
Non-directional hypotheses were chosen because other studies reflect that the Medicaid
expansion population uses health care services more within the first year of coverage
(Finkelstein et al., 2012) but this may not be true with mental health services for a
population that experiences health disparities (Cook et al., 2007; Zhu et al., 2010).
Research Question 2: What factors besides health insurance impact utilization of mental
health care by West Louisville residents?
Hypothesis: Additional factors that impact utilization of mental health care for
this population include the availability of services; social networks; the logistics
of the socio-economic environment, such as scheduling, transportation, and
childcare; stigma; and health literacy.
This study was approved by the University of Louisville Institutional Review
Board. Quantitative analysis of Medicaid claims data addressed question one, and a
qualitative component explored answers to question two.
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Setting
The West End of Louisville, Kentucky, consists of nine neighborhoods (Crutcher, 2013):
Algonquin, California, Chickasaw, Park DuValle, Park Hill, Parkland, Portland, Russell,
and Shawnee. These neighborhoods are historical and self-identified residential
communities (A Place in time: The story of Louisville's neighborhoods, 1989). Although
they do not coincide directly with zip codes, the nine neighborhoods closely overlap with
twenty-two 2010 U.S. Census Tracts. These 22 Census Tracts have routinely been used
locally to provide data from the American Community Survey describing the population
in West Louisville (Kentucky State Data Center, personal communication, July 31,
2015).

Figure 3. Map of West Louisville with Census Tract overlay (LOJIC, 2015; United States
Census Bureau, 2012).
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Quantitative Methods
The purpose of the quantitative portion of this study is to understand the
utilization of mental health services by West Louisville residents. In this study, insurance
coverage served as a proxy for access to health care, since Medicaid expansion
theoretically removed the influence of cost, the most substantial barrier to accessing
services (Call et al., 2014), for individuals who benefit. Stratification of the results by
geography and Medicaid type offered insight into established patterns of usage within the
Jefferson County community and the impact that new policies have had on accessing
mental health care.
Data source
Claims data were accessed with permission from Passport Health Plan, a
Managed Care Organization (MCO) that contracts with Kentucky Medicaid to provide
coverage throughout the Commonwealth of Kentucky. The full dataset included all
claims to the health plan for the years 2013 and 2014 for individuals residing in the zip
codes of Jefferson County. At the initiation of Medicaid expansion, Passport Health Plan
covered approximately 68 percent of all individuals enrolled in Medicaid managed care
within Jefferson County (Kentucky Cabinet for Health and Family Services, 2016).
Passport Health Plan has continued to enroll the majority of the market share for the
region.
The dataset was transferred for analysis by encrypted email in two files, one
containing the claims data with beneficiary demographics, and the other containing only
a unique identifier claim key, primary diagnosis code, and secondary diagnosis code.
Each claim had been assigned a unique member identifier as well as the unique claim
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key, in order to track the claims by individual user. Because data had been de-identified
for confidentiality, information technology personnel at Passport Health Plan geospatially
referenced each individual with latitude and longitude points using home address.
Limitations of the Used Dataset
Although the dataset represents a large proportion of the Medicaid population in
Jefferson County, there are several limitations of the data that should be noted. One
limitation of claims data is the inability to determine the reason a medication was
prescribed, even when the primary and secondary diagnoses are provided. This study
assumes that medications that fall within a standardized range of psychotropic medication
codes were prescribed for the purpose of addressing mental illness. A second limitation
of this dataset is that it includes only the primary and secondary diagnoses for each
individual, and not the full list of diagnoses assigned. This prohibits examination of any
link between service utilization and diagnoses that may be listed for an individual beyond
the first two. For example, this sample will not associate a mental illness diagnosis with
an individual whose primary and secondary diagnoses are chronic physical health
conditions and receives treatment for a tertiary diagnosis of anxiety or depression.
A third limitation of this dataset is the categorization of provider type. In
Kentucky, MCOs are permitted to subcontract behavioral health services. Therefore, the
provider data field indicates “behavioral subcontractor” for any service provided by
psychologists, social workers, and marriage and family therapists. Moreover, the data
field does not specify when a service has been provided by a physician or nurse
practitioner. Claims made by a primary care provider are not listed as behavioral
subcontractor, nor are office visits designated to be psychiatric in nature. Therefore,

54

although primary care providers prescribe psychotropic medications (Beardsley,
Gardocki, Larson, & Hidalgo, 1988), these claims cannot be identified through the data
and provider type cannot be used as an indicator of mental health service provision. This
prohibits examination of links between services utilized and provider type and statistical
analysis of mental health workforce demand. Furthermore, although the dataset includes
a field for provider location, this is often a single site within a hospital or clinic system
(such as the location of the billing office) and not the actual site of service. Thus, it is
impossible to determine provider-level characteristics associated with utilization.
Another limitation is the inability to identify the prior care behaviors of newly
enrolled individuals, since claims data only indicate behaviors of those who are enrolled
and use services. Since many of the individuals in the Medicaid expansion population
were previously uninsured, they were subject to use of free or reduced cost services
provided by public, non-profit, or indigent care service providers. If they did have prior
health insurance, their claims would be to that insurance company, and are therefore not
available in the Passport Health Plan dataset. Additionally, the Medicaid expansion
population is dissimilar to the population of individuals who qualify for traditional
Medicaid and who have had insurance coverage over time (Gold et al., 2014). Finally,
despite a drastic drop in uninsurance, not all Kentuckians are insured. Therefore, the
population of insured persons who utilize services is not necessarily representative of the
general population eligible for Medicaid in Kentucky.
Data cleaning procedures
After receipt of the original two data text files, data were merged into one file.
The number of claims in the original dataset did not match the number of claims in the
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diagnosis dataset, with a difference of 27,846 cases. Those additional observations in the
diagnosis dataset included a claim key, but no corresponding claim code in the original
dataset, and therefore no additional information about the claim. Thus, those 27,846 cases
with diagnosis only were excluded from analysis. The total number of claims available in
the original dataset was 3,446,912.
To prepare for analysis, data were sorted to ensure the claim met eligibility
criteria by date of service. Claims included in the analysis were limited to those for which
the date of service fell between January 1, 2013, and December 31, 2014. Each claim
contained the month and year that an individual’s Medicaid eligibility began and ended.
Because the dataset was pulled for analysis in May 2015, eligibility end dates were as late
as May 2015. However, some eligibility start dates were also listed in the first five
months of 2015, such that the claim made prior to the end of 2014 did not fall within the
individual’s dates of eligibility. Additionally, claims for individuals who were deemed
eligible due to Medicaid expansion were aligned with service dates in 2013, prior to an
individual’s eligibility for Medicaid expansion. Information technology personnel at
Passport Health Plan reported these issues were due to coding errors, and the claims were
eliminated from the dataset.
The data were then sorted to exclude claims from individuals who do not meet
eligibility criteria, including:


18-64 years of age;



Residence in Jefferson County; and



Beneficiary of Medicaid as a primary insurance carrier.
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Medicaid expansion is only available to individuals aged 18 through 64; therefore,
data for individuals outside that age range were excluded from this analysis. The retained
observations were then mapped by member longitude and latitude using ArcGIS 10.1
(Esri, 2012) to ensure residence within Jefferson County, since four zip codes are
distributed across county lines. Data for individuals residing outside of Jefferson County
were excluded from analysis. Additionally, claims were excluded for individuals who
were noted as dually eligible and benefit from Medicare as primary insurance coverage,
since the regulations for service provision to recipients of the federally-governed
Medicare program differ from those of Kentucky Medicaid.
Once sorted, data were then recoded for all independent variables, dependent
variables, and covariates (see Table 2). Data were divided into two contiguous years,
2013, prior to the implementation of Medicaid expansion, and 2014, the first year of
Medicaid expansion. Service year was recoded to differentiate 2013 from 2014.
Individuals in this dataset could qualify for Medicaid through several eligibility
categories: receipt of Supplemental Security Income (SSI) or Temporary Assistance for
Needy Families (TANF), aging out of foster care, or Medicaid expansion. Medicaid
eligibility type was recoded to differentiate the expansion population from individuals on
traditional Medicaid eligibility types who would have qualified for benefits prior to ACA
implementation. Additionally, individuals who received benefits due to traditional
eligibility status for one period and then through Medicaid expansion for a second period
were coded as individuals who had churned, differentiating them from individuals who
had only one eligibility status throughout the study period. This change in eligibility
status was most likely due to a change in income. This grouping meant that when
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comparing utilization between service years, some individuals were represented in both
2013 and 2014. Although the group benefitted from Medicaid expansion, they were an
inherently different population from those new to Medicaid in 2014 through expansion,
since they had used Medicaid benefits in the past year.
Geography was recoded using the geographic boundaries of West Louisville as
defined by the 22 Census Tracts. All claims were again mapped by individual longitude
and latitude using ArcGIS 10.1 (Esri, 2012), and individuals were identified as West
Louisville residents or as individuals living elsewhere in Louisville Metro.
As suggested by the literature, mental health services were categorized into three
different classifications for distinct dependent variables: ambulatory care appointments
for mental health evaluation, treatment, or medication management; outpatient
counseling or psychotherapy; and psychotropic medication use (Clemans-Cope et al.,
2013; Eisenberg et al., 2011; Golberstein & Gonzales, 2015). This study measured
utilization through counts of these variables per enrolled individual. This study did not
examine inpatient admissions or services, since the criteria for using inpatient services for
mental health are distinctly different from the criteria for using outpatient services
(Kentucky Cabinet for Health and Family Services, 2015), and individuals in inpatient
care may be receiving care involuntarily ("Kentucky Mental Health Hospitalization Act,"
1982).
Passport Health Plan provided schema crosswalks for claims that they identify as
those within the realm of behavioral health services. Ambulatory care visits and
counseling sessions were identified in the dataset using Current Procedure Terminology
(CPT) and Healthcare Common Procedure Coding System (HCPCS) codes. In addition to
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the CPT and HCPCS behavioral health codes provided, three depression screening codes,
administered in primary care settings, were included as claims within ambulatory care
(CMS, 2012, 2013). Office visit codes labeled for mental health service use were limited
to those provided by a behavioral health subcontractor, since all physician specialty types
utilize the same codes, regardless of the care provided during the visit. Psychotropic
medications were identified using 32,427 Generic Code Numbers (GCNs). HCPCS codes
for the injection of four psychotropic medications were designated as medication use;
there were coinciding codes for the office visit in which the injection occurred, which
were classified into ambulatory care.
Covariates were identified as predisposing demographic and social factors
(Andersen & Newman, 1973). Individual demographics included in the dataset were
gender, age at service, and race. Individual age was coded categorically according to
ranges presented in kynect enrollment data (KOHBHIE, 2016) to maintain consistency
with Federal and state entities tasked with implementation and monitoring of the ACA.
For individuals displaying multiple encounters over time, the age at first service was
retained. This study coded race/ethnicity categorically as defined by the U.S. Census.
However, within the original dataset, the category termed “Other” was undifferentiated
from individuals whose race/ethnicity was unknown; there were no missing data in this
field. The majority of claims, 62.4 percent, fell into this category.
Because the indicated primary diagnosis serves as the clinical reason for
treatment, diagnoses served as a proxy for illness severity. Diagnoses are classified
following the International Statistical Classification of Diseases and Related Health
Problems (ICD) codes. This dataset included codes from both the ICD, 9th revision,
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clinical modification (ICD-9-CM), which lists mental disorders, and the ICD, 10th
revision (ICD-10), which lists mental and behavioral disorders. Illness severity was
coded for a mental illness listed as the primary diagnosis, a mental illness listed as the
secondary diagnosis, a mental illness listed as both primary and secondary diagnoses, or
no mental illness associated with the claim. Diagnoses were excluded from classification
of mental illness according to the operational definition of AMI for this study. However,
conduct disorder and oppositional defiant disorder were retained because the criteria for
both diagnoses in the DSM, Fourth Edition, Text Revision (DSM-IV-TR)1 included
individuals 18 and older when the criteria for antisocial personality disorder were not met
(American Psychological Association, 2000). The ICD-9 codes for attention deficit
disorder were also included, because there are no coinciding ICD-9 codes for adult
diagnoses. Any individuals who had neither primary nor secondary diagnoses assigned to
any claim were excluded from analysis.
Each claim also included the individual’s dates of eligibility, allowing for
calculation of the duration of enrollment. Although eligibility was provided by exact
dates, Medicaid covers an individual the entirety of each month of enrollment, never
partial months (907 KAR 205: 005). Eligibility dates were converted to reflect this
regulation. Enrollment duration was then calculated and converted to person-months,
divided between the two service years to control for the time period in which any one
individual could have received services paid for by the MCO.

1

The DSM-V was published in May 2013. Data in this study used both DSM-IV-TR and
DSM-V diagnoses in alignment with ICD-9 and ICD-10 codes.
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Quantitative Data Analysis
Understanding how Medicaid expansion impacts utilization of mental health
services for the West Louisville population required the investigation of differences
between use of mental health services over time, by Medicaid eligibility segments, and
across geography. Following data cleaning and variable recoding, the dataset had retained
1,738,625 claims in 1,104,917 encounters by 9,270 unique individuals. West Louisville
residents comprised 23.7 percent of the total Louisville Metro sample, with 2,199
individuals having received health care services reimbursed by Passport Health Plan in
2013 and 2014. Use of each of the three mental health services was counted for each
West Louisville resident by service year, for each West Louisville resident by Medicaid
eligibility for 2014, and for all individuals over the course of 2014.
Quantitative data analysis was completed in IBM SPSS Statistics for Windows,
Version 22.0 (IBM Corp., 2013), wherein α was set to 0.05 for determining statistical
significance. Initial statistical analyses provided descriptive statistics of the sample,
comparing the populations included in each separate analysis. To understand
generalizability, these descriptive statistics were compared for the pre-ACA (2013)
versus the post-ACA (2014) population of West Louisville; the 2014 West Louisville
population with traditional Medicaid eligibility versus those members qualifying for
Medicaid expansion; and the residents of West Louisville versus the residents of
Louisville Metro who live elsewhere within city boundaries with 2014 claims. Chi-square
analysis was used for between-group comparisons.
Statistical analysis was initially performed using a generalized linear model
(GLM) with a Poisson link, which is appropriate for count data and has been used in
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previous studies of utilization changes after Medicaid expansion (Gold et al., 2014).
However, goodness of fit statistics revealed over-dispersion, and analysis was then
performed using a negative binomial regression model (Hilbe, 2011). A Bonferroni
correction was used to control for multiple comparisons (Field, 2009). Analysis for each
of the three outcome variables controlled for individual characteristics (age, race,
gender), severity of illness, and duration of enrollment. For each model, Incidence Rate
Ratios (IRR), defined as the rate of utilization based on the number of claims per person
per service; 95 percent confidence intervals; and p-values are reported. Statistical
significance was determined at the alpha 0.05 level. All independent variables, dependent
variables, covariates, and statistical coding are listed in Table 2.
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Table 2
Independent variables, dependent variables, and covariates
Service year

Independent Variables

Coding Scheme

0 = 2013 (pre-Expansion)
1 = 2014 (post-Expansion)

Medicaid Eligibility Type

0 = non-Expansion
1 = Expansion
2 = Churn (Both Expansion and non-Expansion within the
study period)

Geography

0 = Louisville Metro resident (outside of West Louisville)
1 = West Louisville resident

Dependent Variables
Ambulatory mental health appointment
Counseling session
Medication use

Coding Scheme
Count of frequency across enrollment period
Count of frequency across enrollment period
Count of frequency across enrollment period

Race/ethnicity

Covariates

Coding Scheme
0 = White
1 = Black
2 = Hispanic
3 = Asian
4 = American Indian or Alaska Native
5 = Other

Gender

0 = Male
1 = Female

Age at service

0 = 18-25 years
1 = 26-34 years
2 = 35-44 years
3 = 45-54 years
4 = 55-64 years

Illness severity: Mental health
diagnosis

0 = Physical health diagnoses
1 = Primary psychiatric diagnosis
2 = Secondary psychiatric diagnosis
3 = Dual psych diagnoses

Length of enrollment

Continuous, measured in months
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Each hypothesis requires three models to address each outcome measure, as
described below.
H1: The likelihood of mental health service utilization among West Louisville residents is
different pre-ACA implementation from post-ACA implementation.
𝑌 = 𝛽0 + 𝑇𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = ambulatory mental health appointments
Tx = service year (2013 or 2014)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝑇𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = counseling sessions
Tx = service year (2013 or 2014)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝑇𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = medication use
Tx = service year (2013 or 2014)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
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H2: The likelihood of mental health service utilization among West Louisville residents is
different among the Medicaid expansion population compared to the traditional Medicaid
population, but still varies by group.
𝑌 = 𝛽0 + 𝑀𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = ambulatory mental health visits
Mx = Medicaid type (traditional or expansion)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝑀𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = counseling sessions
Mx = Medicaid type (traditional or expansion)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝑀𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = medication use
Mx = Medicaid type (traditional or expansion)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
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H3: The likelihood of mental health service utilization among Medicaid-enrolled
West Louisville residents is different from that of the Medicaid-enrolled population who
reside elsewhere in Louisville Metro.
𝑌 = 𝛽0 + 𝐺𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = ambulatory mental health visits
Gx = geographic residence (West Louisville or elsewhere in Louisville Metro)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝐺𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = counseling sessions
Gx = geographic residence (West Louisville or elsewhere in Louisville Metro)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
𝑌 = 𝛽0 + 𝐺𝑥 + 𝑋1 + 𝑋2 + 𝑋3 + 𝜀
where Y = medication use
Gx = geographic residence (West Louisville or elsewhere in Louisville Metro)
X1 = a vector of individual characteristics including race and gender
X2 = individual age at initial service
X3 = total length of enrollment
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Qualitative Methods
The purpose of qualitative data collection was to understand the factors that
influence utilization of mental health services other than health insurance. Although
research indicates that health insurance increases access to care by removing cost as a
barrier, other studies have concluded that there are additional barriers to mental health
care, particularly in disparate populations. Because the West Louisville community is
unique within the contexts of both Louisville and Kentucky, the facilitators and barriers
to health care encountered by West Louisville residents are also unique.
Sample
Sampling strategy
Qualitative research methods suggest that it is most important to reach a point of
saturation in data collection (Creswell, Hanson, Clark Plano, & Morales, 2007), rather
than to pre-determine a finite number of participants. This study conducted qualitative
interviews with 20 health care consumers who have been referred to or are currently
utilizing mental health services and six mental health service professionals who have
observed systemic issues impacting service provision and the experiences of the
population studied. Data collection ceased when new information gathered reinforced
data previously collected and no longer contributed new concepts or themes for analysis.
Consulting with both health care consumers and professionals provides multiple
perspectives on the factors that influence utilization of mental health services in West
Louisville.
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This study used strategic and purposive sampling to include adult residents of
West Louisville who might use mental health services and the professionals who serve
this population.
Inclusion criteria
In order to participate in the study, consumers must:


Have insurance coverage through Medicaid expansion;



Reside in one of the identified nine West Louisville neighborhoods;



Have been professionally referred for mental health services;



Speak English; and



Be 18 through 64 years of age.

In order to participate in the study, health professionals must work in primary care or
mental health care, serving in either an administrative or direct service capacity to
residents of West Louisville.
Exclusion Criteria
Individuals who meet inclusion criteria were additionally screened for
comprehension of the informed consent provided verbally and in written format (as
verified through the informed consent process). None of the initially recruited
participants were excluded from the study for this purpose.
Recruitment
Two local federally qualified health centers (FQHCs), served as centers for
recruiting participants. In each FQHC, staff extended invitations to health care consumers
who had been referred mental health services by providing the study recruitment flyer.
This referral served as a proxy for need for mental health care. Consumers independently
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contacted the researcher, who screened the caller for inclusion criteria, then scheduled an
appointment to meet at a location convenient to the consumer. The FQHCs also both
permitted the researcher to conduct interviews on site, so that consumers were able to
meet with the researcher as they were at the FQHC for a scheduled health appointment.
Participants were provided with $50.00 cash to compensate for their time.
Six community-based mental health providers were invited via phone contact
and/or email to participate in individual interviews. Invited professionals included
individuals who provide services through the FHQCs, individuals who provide services at
West Louisville sites for the Community Mental Health Center (CMHC), an individual
who provides counseling services in private practice, and an individual who serves as a
mental health clinic director in West Louisville. Invited professionals were included
because they provide mental health services to adult residents of West Louisville
neighborhoods. Professionals who volunteered to participate in this study did not receive
compensation.
Instrument
Interviews were conducted using a semi-structured interview guide (see
Appendices A and B), which were developed based on a review of the literature,
Andersen and Newman’s (1973) conceptual framework for health care utilization, and the
guidance of local professionals who have previously conducted health research within the
West Louisville community.
In an effort to understand consumers’ perceptions of facilitators and barriers to
using mental health services, interviews were designed to collect data about consumers’
definitions of mental health, their knowledge of the mental health care system, and their
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understanding of insurance benefits. Using the findings of prior studies, questions and
probes addressed consumers’ perceptions of their need for mental health care (Abrams et
al., 2009), the stigma of mental illness (Byers et al., 2012), and their use of mental health
treatment (Bryant et al., 2013; Lucca et al., 2015). Additional questions were asked to
understand the population’s health systems literacy (Mojtabai et al., 2014; SAMHSA,
2014a) and health insurance literacy (Mesidor et al., 2011). Prior to formal use, interview
questions were posed to a mental health professional familiar with the West Louisville
community and culture during a cognitive interview process in order to refine the
interview questions (Collins, 2003; Turner, 2010).
Professional interviews included questions regarding observed changes in mental
health care since the implementation of ACA and Medicaid expansion. Questions were
designed to understand the current landscape of mental health services in West
Louisville, systemic and service delivery issues (Chung et al., 2012; Mesidor et al.,
2011), and local workforce availability (Thomas et al., 2009). Additional questions
probed for providers’ perceptions of consumers’ attitudes toward mental health services,
as well as observed facilitators and barriers to consumer engagement in mental health
services.
Interviews
Interviews took place at private rooms within community buildings that were
familiar and accessible to participants, such as the FQHCs, the Louisville Central
Community Center, or the professional’s office. Individual appointments were set with
participants at their convenience. Each interview began with a description of the purpose
of the study, with the emphasis that participation is both confidential and voluntary.
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Participants were provided with the opportunity to ask clarifying questions. This process
included a request for permission to record the interview so that interviews could be
transcribed. Written informed consent for participation was obtained for each participant.
Qualitative Data Analysis Plan
Following the interviews, recordings were transcribed by a contracted
transcription agency. Interview transcripts were reviewed by the investigator for
accuracy, and de-identified where necessary. The investigator then reviewed the
transcripts a second time to understand the scope and contexts of the dataset.
The investigator then extracted relevant data segments from the transcripts. With
the assistance of a second investigator, these segments were organized according to their
meaning during an initial coding process, which identified participants’ thoughts that are
similar in nature in effort to establish repetitions within the dataset (Bradley, Curry, &
Devers, 2007; Miles, Huberman, & Saldana, 2014). The two investigators continued to
engage in inductive thematic analysis through manual coding and organization to identify
key concepts and observe emergent patterns, or themes. In the initial round of coding,
any data segments that were not coded identically by the two coders were set aside. After
completing the entire first round, the two coders revisited the data segments in question
and discussed the extent to which each one fit into existing themes, reaching agreement
on how to code each one. For several data segments, the ideas overlapped into two
different codes, and thus were duplicated and assigned to both.
During the coding process, provider data were color-coded separately from
consumer data in order to observe any differences in response patterns. Thematic analysis
was an iterative and reflexive process, as the investigators reviewed data line-by-line to
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compare text segments for recurring sentiments and similar concepts, in order to
accurately interpret the raw data. The data were continuously revisited for new insights
and connections between the research question and the data. This process continued to
theoretical saturation. This process used descriptive, values, evaluation, and causation
coding methods (Miles et al., 2014). Codes were revised throughout the coding process as
necessary, and were defined following the inclusion of all relevant data. The framework
of themes developed through analysis was applied back to the raw data to ensure it
captured the intent of the original interviews (Bradley et al., 2007), validated by a
qualitative researcher external to the study, and reviewed by a member of the West
Louisville community. The external researcher also reviewed the original data segments
to ensure the final codes were interpreted correctly.
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CHAPTER IV
RESULTS

This study employed a mixed methods design to determine the impact of
Medicaid expansion on the use of mental health services by West Louisville residents, as
well as factors other than insurance coverage that influence the population’s use of
mental health services. Results in this chapter are organized by research question. A
discussion of the results and their implications for public health policy and practice are
presented in Chapter V.
Quantitative Results
Research Question 1: How does Medicaid expansion through ACA impact
utilization of mental health services for residents of West Louisville neighborhoods?
Hypothesis 1: The likelihood of mental health service utilization among West
Louisville residents is different pre-ACA implementation from post-ACA
implementation.
West Louisville Resident Pre- and Post-Medicaid Expansion Sample Demographics
Health care claims by West Louisville residents in one MCO reflected that
Medicaid expansion covered 39.3 percent of the total population for that MCO in 2014.
Chi square and t-test analyses reflected that the 2013 population was dissimilar from the
2014 population not only in Medicaid eligibility type, but also in terms of gender, race,
illness severity, and length of enrollment. These differences are to be expected, since the
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Medicaid expansion population was added to the sample in 2014. The change in
eligibility requirements opens Medicaid enrollment to middle-aged men and women
without dependent children or disabilities. This non-equivalence is important as each of
these characteristics serves as a covariate in the regression models examining differences
between utilization patterns between the two groups. Table 3 displays demographic
characteristics of West Louisville residents in the sample for these two years and
provides p-values to demonstrate differences in the two groups included in the analyses.
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Table 3
Descriptive Statistics for West Louisville Residents Who Made Claims to Passport Health
Plan in 2013 and 2014
2013
(n=1,397)
Medicaid Eligibility Type (frequency (%))
Traditional
1,222 (87.5%)
Expansion
0
Churn
175 (12.5%)
Gender (frequency (%))
Male
302 (21.6%)
Female
1,095 (78.4%)
Race/Ethnicity (frequency (%))
White
181 (13.0%)
Black
481 (34.4%)
Hispanic
0
Asian
1 (0.1%)
American Indian or Alaska Native
2 (0.1%)
Other
732 (52.4%)
Age (frequency (%))
18-25
392 (28.1%)
26-34
348 (24.9%)
35-44
256 (18.3%)
45-54
235 (16.8%)
55-64
166 (11.9%)
Illness Severity (frequency (%))
Physical Health Diagnosis
285 (20.4%)
Primary Psychiatric Diagnosis
763 (54.6%)
Secondary Psychiatric Diagnosis
183 (13.1%)
Dual Psych Diagnosis
166 (11.9%)
Length of Enrollment (mean (range))
Months
6.8 (1-12)
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2014
(n=2,199)

p-value

1,334 (60.7%)
640 (29.1%)
225 (10.2%)

p<0.001

663 (30.2%)
1,536 (69.8%)

p<0.001

185 (8.4%)
468 (21.3%)
0
1 (<0.1%)
2 (<0.1%)
1,543 (70.2%)

p<0.001

555 (25.2%)
531 (24.1%)
477 (21.7%)
405 (18.4%)
231 (10.6%)

p<0.05

419 (19.1%)
1,050 (47.7%)
320 (14.6%)
410 (18.6%)

p<0.001

7.3 (1-12)

p<0.001

Likelihood of Mental Health Service Utilization Pre- and Post-Medicaid Expansion
The total number of individuals with mental health claims increased from 2013 to
2014. But the statistical models show that the rate at which West Louisville residents
made mental health-related ambulatory care visits (IRR= 0.931, p=0.203), attended
counseling sessions (IRR=0.866, p=0.073), and used psychotropic medications
(IRR=0.937, p=0.206) pre-ACA implementation did not significantly differ from the rate
by which they used these services post-ACA implementation, when controlling for
Medicaid eligibility type, demographics, illness severity, and length of enrollment.
Therefore, the null hypothesis was not rejected for this hypothesis.
When controlling for the timing of the policy change, the rates by which West
Louisville residents used all three modes of service were significantly different between
the Medicaid expansion population and the traditional Medicaid population, with the rate
of utilization being lower in the expansion population. In all three service categories, the
rate of service use increased with age, although rates for counseling use was highest for
individuals age 45 through 54. Females used significantly less ambulatory care services
than males, although this trend was not true for counseling nor medication use. Length of
enrollment was significantly associated with ambulatory care visits and medication use;
the rate of service use increased the longer individuals had health coverage. Having a
mental illness listed as any diagnosis was associated with a higher rate for all outcome
variables. Due to high rate of cases in which race was listed Other and the small sample
sizes of Asians and American Indians or Alaskan Natives, differences in race/ethnicity
were largely inconclusive. However, it was noted that Blacks used medications at a rate
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27% lower than Whites (IRR=0.730, p<0.001). The results for each of the three models
are presented in Table 4, Table 5, and Table 6.
Table 4
Results of Negative Binomial Regression Analysis, Likelihood of Ambulatory Care
Service Use by Service Year
95% Wald CI for IRR
Variable

IRR

p-value

Lower

Upper

Service year (referent is 2013)
2014

.931

.203

.833

1.040

Medicaid Eligibility (referent is non-Expansion)
Churn

.835

.050

.698

1.000

Expansion

.669

<.001

.571

.784

.827

.001

.740

.924

Other

.666

<0.001

.557

.795

American Indian or Alaska Native

5.595

.006

1.645

19.025

Asian

.142

.148

.010

1.999

Black

.955

.597

.806

1.132

55-64

2.492

<0.001

2.089

2.974

45-54

2.376

<0.001

2.029

2.782

35-44

2.079

<0.001

1.787

2.420

26-34

1.571

<0.001

1.358

1.818

Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Age Group (referent is 18-25)

Illness severity (referent is Physical health diagnosis)
Dual psychiatric diagnosis

83.705

<0.001

59.719

117.326

Secondary psychiatric diagnosis

67.297

<0.001

47.874

94.601

Primary psychiatric diagnosis

56.481

<0.001

40.782

78.224

Length of enrollment

1.023

<0.001

1.010

1.037
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Table 5
Results of Negative Binomial Regression Analysis, Likelihood of Counseling Use by
Service Year
95% Wald Confidence Interval for
IRR
Variable

IRR

p-value

Lower

Upper

.866

.073

.740

1.013

Service year (referent is 2013)
2014

Medicaid Eligibility (referent is non-Expansion)
Churn

.724

.009

.567

.924

Expansion

.640

<.001

.509

.805

.910

.273

.770

1.077

Other

1.315

.037

1.016

1.702

American Indian or Alaska Native

6.625

.051

.988

44.411

.

.000

.000

1.195

.161

.932

1.533

55-64

1.395

0.012

1.075

1.810

45-54

1.418

0.003

1.127

1.784

35-44

1.106

.356

.892

1.372

26-34

.931

.489

.760

1.140

Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Asian 1.224E-13
Black
Age Group (referent is 18-25)

Illness severity (referent is Physical health diagnosis)
Dual psychiatric diagnosis

19.125

<.001

14.357

25.477

Secondary psychiatric diagnosis

24.468

<.001

18.270

32.770

Primary psychiatric diagnosis

23.718

<.001

18.511

30.390

.

.

.994

1.033

Length of enrollment

1.013

.185
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Table 6
Results of Negative Binomial Regression Analysis, Likelihood of Medication Use by
Service Year
95% Wald Confidence Interval for
IRR
Variable

IRR

p-value

Lower

Upper

.937

.206

.847

1.036

Service year (referent is 2013)
2014

Medicaid Eligibility (referent is non-Expansion)
Churn

.875

.100

.746

1.026

Expansion

.733

<0.001

.635

.846

.917

.101

.826

1.017

Other

.657

<0.001

.559

.771

American Indian or Alaska Native

2.509

.150

.717

8.779

Asian

1.358

.744

.216

8.550

Black

.730

<0.001

.622

.857

55-64

4.044

<0.001

3.426

4.772

45-54

3.887

<0.001

3.361

4.495

35-44

3.473

<0.001

3.029

3.981

26-34

2.154

<0.001

1.887

2.458

Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Age Group (referent is 18-25)

Illness severity (referent is Physical health diagnosis)
Dual psychiatric diagnosis

11.910

<0.001

10.128

14.005

Secondary psychiatric diagnosis

7.402

<0.001

6.264

8.745

Primary psychiatric diagnosis

5.222

<0.001

4.559

5.981

1.035

<0.001

1.022

1.048

Length of enrollment
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Hypothesis 2: The likelihood of mental health service utilization among West
Louisville residents is different among the Medicaid expansion population
compared to the traditional Medicaid population, but still varies by group.
West Louisville Resident 2014 Medicaid Eligibility Type Sample Demographics
A total of 2,199 West Louisville residents made claims to MCO in 2014.
Medicaid eligibility groups among this population were dissimilar in terms of gender,
race/ethnicity, age, illness severity, and length of enrollment. Again, this dissimilarity is
to be expected, and these five items serve as covariates in the analysis of the influence of
Medicaid eligibility type on mental health service use. Table 7 presents the demographics
of individuals who accessed health care while enrolled in traditional Medicaid and
expanded Medicaid, as well as those currently enrolled in expanded Medicaid although
having been eligible for traditional Medicaid coverage in the past.
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Table 7
Descriptive Statistics for West Louisville Residents Who Made Claims to Passport Health
Plan in 2014, by Medicaid Eligibility Type
Traditional
Medicaid
(n=1,334)

Medicaid
Churn
Expansion Population p-value
(n=640)
(n=225)

Gender (frequency (%))
Male
321 (24.1%) 311 (48.6%) 31 (13.8%)
Female
1,013 (75.9%) 329 (51.4%) 194 (86.2%)
Race/Ethnicity (frequency (%))
White
181 (13.6%)
1 (0.2%)
3 (1.3%)
Black
457 (34.3%)
3 (0.5%)
8 (3.6%)
Hispanic
0
0
0
Asian
1 (0.1%)
0
0
American Indian or Alaska Native
2 (0.1%)
0
0
Other
693 (51.9%) 636 (99.3%) 214 (95.1%)
Age (frequency (%))
18-25
391 (29.3%) 99 (15.5%) 65 (28.9%)
26-34
304 (22.8%) 155 (24.2%) 72 (32.0%)
35-44
245 (18.3%) 182 (28.4%) 50 (22.2%)
45-54
225 (16.9%) 155 (24.2%) 25 (11.1%)
55-64
169 (12.7%) 49 (7.7%) 13 (5.8%)
Illness Severity (frequency (%))
Physical Health Diagnosis
277(0.3%) 78 (12.2%) 64 (28.5%)
Primary Psychiatric Diagnosis
649 (2.1%) 316 (49.4%) 85 (37.8%)
Secondary Psychiatric Diagnosis
188 (0.15%) 102 (15.9%) 30 (13.3%)
Dual Psych Diagnosis
220 (0.15%) 144 (22.5%) 46 (20.4%)
Length of Enrollment (mean (range))
Months
8.0 (1-12)
6.9 (1-12) 5.1 (1-12)

p<0.01

p<0.01

p<.001

p<.001

p<.001

Likelihood of Mental Health Service Utilization by Medicaid Eligibility Type
Examination of the use of services by Medicaid eligibility type resulted in
rejection of the null hypothesis, suggesting that utilization of mental health services is
different by coverage type. The rate at which West Louisville residents in the Medicaid
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expansion population made mental health-related ambulatory care visits (IRR=0.670,
p<0.001), attended counseling sessions (IRR=0.666, p=0.001), and used psychotropic
medications (IRR=0.751, p<0.001) in 2014 was significantly less than the rate at which
residents enrolled in traditional Medicaid used those services, when controlling for
demographics, illness severity, and length of enrollment. Individuals who churned from
traditional Medicaid eligibility to Medicaid expansion in 2014 used mental health
services at similar rates to those on traditional Medicaid. Individuals ages 45 through 54
used services at higher rates than other age groups: they used ambulatory care services
206 percent more than referent group of youngest adults (IRR=2.057, p<0.001),
counseling services 146 percent more (IRR=1.461, p=0.012), and psychotropic
medications over 400 percent more (IRR=4.036, p<0.001). All age groups varied in their
use of ambulatory care visits and medications. This model appeared to reinforce that
Blacks utilized psychotropic medications less than Whites (IRR=0.747, p=0.013), but
results for race/ethnicity may be skewed due to the sample size in each category. Again,
for all outcomes, length of enrollment positively associated with increased rates of
utilization, with the rates of service use increasing with each additional month of
enrollment. These results for each of the three models are presented in Table 8, Table 9,
and Table 10.
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Table 8
Results of Negative Binomial Regression Analysis, Likelihood of Ambulatory Care
Service Use by Medicaid Eligibility Type
Variable

IRR

p value

Medicaid Eligibility (referent is non-Expansion)
.814
Churn
.070

95% Wald Confidence Interval
Lower
Upper
.652

1.017

.670

<0.001

.571

.786

.843

.010

.740

.959

Other

.639

<0.001

.510

.802

American Indian or Alaska Native

3.628

.118

.722

18.226

1.000

.000

.

.456

.737

1.147

Expansion
Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Asian 1.475E-13
.919
Black
Age Group (referent is 18-25)
55-64

1.863

<0.001

1.492

2.325

45-54

2.057

<0.001

1.702

2.486

35-44

1.780

<0.001

1.486

2.131

26-34

1.557

<0.001

1.304

1.859

40.869

85.478

32.816

69.588

24.762

50.590

Illness severity (referent is Physical health diagnosis)
Dual psychiatric diagnosis

59.105

Secondary psychiatric diagnosis

47.787

<0.001
<0.001

Primary psychiatric diagnosis

35.394

<0.001

Length of enrollment

1.038

<0.001
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1.021

1.055

Table 9
Results of Negative Binomial Regression Analysis, Likelihood of Counseling Use by
Medicaid Eligibility Type
95% Wald Confidence Interval
Variable
IRR
p-value
Medicaid Eligibility (referent is non-Expansion)
.850
Churn
.321

Lower

Upper

.616

1.173

.666

.001

.522

.851

.954

.665

.772

1.180

Other

1.211

.289

.850

1.726

American Indian or Alaska Native

2.173

.574

.145

32.632

.

.000

.000

.686

.758

1.524

Expansion
Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Asian 2.029E-13
1.075
Black
Age Group (referent is 18-25)
55-64

1.237

.235

.871

1.758

45-54

1.461

0.012

1.086

1.964

35-44

.975

.892

.743

1.281

26-34

.982

.205

.757

1.274

11.746

24.082

Illness severity (referent is Physical health diagnosis)
<.001
Dual psychiatric diagnosis 16.819
Secondary psychiatric diagnosis

20.366

<.001

14.106

29.404

Primary psychiatric diagnosis

18.757

<.001

13.690

25.699

1.040

.002

1.014

1.067

Length of enrollment
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Table 10
Results of Negative Binomial Regression Analysis, Likelihood of Medication Use by
Medicaid Eligibility Type

Variable
IRR
Medicaid Eligibility (referent is non-Expansion)
1.016
Churn

p-value

95% Wald Confidence Interval
Lower
Upper

.887

.821

1.256

.751

<0.001

.641

.878

.947

.416

.831

1.080

Other

.626

<0.001

.498

.786

American Indian or Alaska Native

2.087

.424

.343

12.699

Asian

.841

.896

.062

11.341

Black

.747

0.013

.594

.940

55-64

3.975

<0.001

3.187

4.959

45-54

4.036

<0.001

3.343

4.873

35-44

3.446

<0.001

2.891

4.109

26-34

2.192

<0.001

1.842

2.609

Illness severity (referent is Physical health diagnosis)
12.117
<0.001
Dual psychiatric diagnosis

9.883

14.856

Expansion
Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Age Group (referent is 18-25)

Secondary psychiatric diagnosis

6.324

<0.001

5.097

7.846

Primary psychiatric diagnosis

5.019

<0.001

4.202

5.995

1.027

.001

1.010

1.043

Length of enrollment
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Hypothesis 3: The likelihood of mental health service utilization among
Medicaid-enrolled West Louisville residents is different from that of the
Medicaid-enrolled population who reside elsewhere in Louisville Metro.
Louisville 2014 Medicaid Sample Demographics
The group of 2,199 West Louisville residents who made claims to one MCO in
2014 were dissimilar from the 7,071 other Louisville residents in terms of Medicaid
eligibility type, gender, race/ethnicity, illness severity, and length of enrollment.
However, the groups were comparable in age. Table 11 presents the demographics of
Louisville residents who utilized Medicaid coverage for health care in 2014. These
demographics serve as covariates in the models that predict the effect of geography on
service utilization.
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Table 11
Descriptive Statistics for Louisville Metro Residents Who Made Claims to Passport
Health Plan in 2014, by Geography
Louisville Metro
(Outside of West)
(n=7,071)
Medicaid Eligibility Type (frequency (%))
Traditional
3,924 (55.5%)
Expansion
2,349 (33.2%)
Churn
798 (11.3%)
Gender (frequency (%))
Male
2,310 (32.7%)
Female
4,761 (67.3%)
Race (frequency (%))
White
1,133 (16.0%)
Black
589 (8.3%)
Hispanic
2 (<0.1%)
Asian
17 (.2%)
American Indian or Alaska Native
8 (0.1%)
Other
5,322 (75.3%)
Age (frequency (%))
18-25
1,777 (25.1%)
26-34
1,758 (24.9%)
35-44
1,445 (20.4%)
45-54
1,333 (18.9%)
55-64
758 (10.7%)
Illness Severity (frequency (%))
Physical Health Diagnosis
1,239 (17.5%)
Primary Psychiatric Diagnosis
2,997 (42.4%)
Secondary Psychiatric Diagnosis
1,260 (17.8%)
Dual Psych Diagnosis
1,575 (22.3%)
Length of Enrollment (mean (range))
Months
7.0 (1-12)
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West Louisville
(n=2,199)

p-value

1,334 (60.7%)
640 (29.1%)
225 (10.2%)

p<0.001

663 (30.2%)
1,536 (69.8%)

p<0.05

185 (8.4%)
468 (21.3%)
0
1 (<0.1%)
2 (<0.1%)
1,543 (70.2%)

p<0.001

555 (25.2%)
531 (24.1%)
477 (21.7%)
405 (18.4%)
231 (10.6%)

p=.759

419 (19.1%)
1,050 (47.7%)
320 (14.6%)
410 (18.6%)

p<0.001

7.3 (1-12)

p<0.001

Likelihood of Mental Health Service Utilization by Louisville Geography
Louisville residents who live in West Louisville use mental health ambulatory
care services (IRR=0.908, p=0.007) and medications (IRR=0.753, p<0.001) less than
individuals residing outside of West Louisville when Medicaid eligibility, demographics,
illness severity, and length of enrollment are held constant. The null hypothesis that
residents West Louisville use mental health services at similar rates to other residents of
Louisville is thus rejected for ambulatory care visits and medication use. However, the
two groups are similar in their rates of use attending counseling sessions (IRR=0.925,
p=0.162). In each of the three outcome variables, the Medicaid expansion population
used services less than individuals who met traditional eligibility terms. There were
significant differences between rates of all service use between age groups, and service
use generally increased with age. As in other analyses, a primary and/or secondary
diagnosis of mental illness was significantly associated with mental health service use.
This model also reflected that Blacks use medications at a lower rate than Whites, even
when geography is held constant (IRR=0.631, p<0.001). Length of enrollment was
significantly associated with all outcome variables, with individuals using mental health
services at higher rates the longer they had health coverage. These results of the three
models for use of ambulatory care services, counseling, and medication are presented in
Table 12, Table 13, and Table 14.
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Table 12
Results of Negative Binomial Regression Analysis, Likelihood of Ambulatory Care
Service Use by Geography
95% Wald Confidence Interval
Variable
IRR
p-value
Lower
Upper
Geography (referent is Louisville Metro outside of West Louisville)
.908
.007
.847
.974
West Louisville
Medicaid Eligibility (referent is non-Expansion)
Churn

.939

.242

.845

1.044

Expansion

.835

<0.001

.772

.903

.863

<0.001

.809

.922

Other

.685

<0.001

.622

.754

American Indian or Alaska Native

1.301

.526

.577

2.937

Asian

1.237

.497

.669

2.287

.

.000

.000

.375

.941

1.177

Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Hispanic 1.009E-12
1.052
Black
Age Group (referent is 18-25)
55-64

1.791

<0.001

1.601

2.004

45-54

1.859

<0.001

1.690

2.044

35-44

1.615

<0.001

1.472

1.771

1.586
<0.001
1.452
26-34
Illness severity (referent is Physical health diagnosis)

1.732

Dual psychiatric diagnosis

14.291

<0.001

12.671

16.118

Secondary psychiatric diagnosis

9.684

<0.001

8.544

10.977

Primary psychiatric diagnosis

8.636

<0.001

7.708

9.676

1.043

<0.001

1.035

1.051

Length of enrollment
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Table 13
Results of Negative Binomial Regression Analysis, Likelihood of Counseling Use by
Geography
IRR

p-value

95% Wald Confidence Interval

Variable
Lower
Geography (referent is Louisville Metro outside of West Louisville)
.925
.162
.828
West Louisville

Upper
1.032

Medicaid Eligibility (referent is non-Expansion)
Churn

1.045

.587

.892

1.224

Expansion

.866

.023

.764

.981

.967

.523

.871

1.073

Other

.924

.312

.792

1.077

American Indian or Alaska Native

.682

.577

.178

2.612

Asian

1.877

.212

.698

5.048

Hispanic

2.824

.529

.111

71.706

Black
Age Group (referent is 18-25)

.943

.523

.787

1.129

55-64

1.415

<0.001

1.185

1.690

45-54

1.661

<0.001

1.429

1.931

35-44

1.362

<0.001

1.181

1.572

26-34

1.359

<0.001

1.188

1.554

Illness severity (referent is Physical health diagnosis)
10.795
<0.001
Dual psychiatric diagnosis

9.138

12.751

Gender (referent is Male)
Female
Race/Ethnicity (referent is White)

Secondary psychiatric diagnosis

11.132

<0.001

9.353

13.249

Primary psychiatric diagnosis

11.899

<0.001

10.213

13.862

1.047

<0.001

1.034

1.060

Length of enrollment
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Table 14
Results of Negative Binomial Regression Analysis, Likelihood of Medication Use by
Service Year
95% Wald Confidence Interval
Variable
IRR
p-value
Lower
Upper
Geography (referent is Louisville Metro outside of West Louisville)
West Louisville

.753

<0.001
Medicaid Eligibility (referent is non-Expansion)

.705

.805

Churn

1.092

.071

.993

1.201

Expansion

.801

<0.001

.746

.860

.

.

1

Gender (referent is Male)
Female

.995

.873

.937

1.057

Other

.659

<0.001

.603

.721

American Indian or Alaska Native

1.353

.454

.614

2.983

Asian

.685

.215

.377

1.246

.

.000

.000

.631

<0.001

.566

.704

55-64

2.918

2.632

3.234

45-54

2.853

<0.001
<0.001

2.616

3.112

35-44

2.475

<0.001

2.277

2.689

26-34

1.764

<0.001

1.628

1.911

Race/Ethnicity (referent is White)

Hispanic 2.207E-13
Black
Age Group (referent is 18-25)

Illness severity (referent is Physical health diagnosis)
Dual psychiatric diagnosis

8.356

<0.001

7.621

9.162

Secondary psychiatric diagnosis

5.437

<0.001

4.936

5.990

Primary psychiatric diagnosis

3.937

<0.001

3.624

4.278

1.042

<0.001

1.035

1.050

Length of enrollment
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Qualitative Results
Research Question 2: What factors besides health insurance impact utilization of mental
health care by West Louisville residents?
Interviews were conducted with six health care professionals and 20 consumers.
Of the professionals, five were licensed clinical social workers and one was a licensed
psychologist; two worked at FQHCs, two practiced for the local CMHC, and one had an
established private practice; two provided clinic oversight; four were female and two
were male. Each of the professionals had provided services to West Louisville residents
for at least two years, although three professionals stated they had been in the community
as long as 20 years.
The majority of the consumers interviewed were Black females. They represented
six of the nine neighborhoods of West Louisville and all age groups. One fourth of the
consumers did not complete twelfth grade, and another one fourth of consumers had
graduated from high school or earned a GED®. Although nine of the consumers
interviewed had some college education, no one had completed a bachelor’s degree. Of
the consumers interviewed, 18 reported enrollment in Medicaid expansion. It was
discovered through the course of the interviews that one consumer was eligible for
Medicaid due to disability, but had enrolled since ACA implementation, and a second
was eligible for Medicaid as a parent of small children. Seventeen consumers reported
having been uninsured prior to their recent enrollment in Medicaid, and twelve of those
reported having been uninsured for longer than one year. The demographics of the 20
consumers are displayed in Table 15.
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Table 15
Demographics of Consumer Interview Participants
N = 20
Neighborhood

Gender
Age Group

Race/Ethnicity
Education

Prior Insurance Status
Self-reported Health Status

Algonquin
California
Chickasaw
Park DuValle
Park Hill
Parkland
Portland
Russell
Shawnee
Male
Female
18-25
26-34
35-44
45-54
55-64
Black or African American
Native Hawaiian
12th grade or less (no diploma)
High school/ GED
Some college, no degree
Associate or technical degree
Unknown
Yes
No
Excellent
Very good
Good
Fair
Poor
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Frequency
1
0
1
0
0
2
2
8
6
4
16
2
4
6
4
4
19
1
5
5
6
3
1
3
17
2
3
4
7
4

Percent
5%
0%
5%
0%
0%
10%
10%
40%
30%
20%
80%
10%
20%
30%
20%
20%
95%
5%
25%
25%
30%
15%
5%
15%
85%
10%
15%
20%
35%
20%

Initial coding of the raw data resulted in 118 first round codes. These were
grouped into 50 second round codes. One first round code, Professional referral sources
for mental health providers include primary care providers, hospitals, and schools, was
not integrated into other iterations of coding due to dissimilarity from other identified
codes. Thirteen third round codes were then grouped into six themes, while another five
themes emerged during third round coding. The grouping process and emerging 11
themes are presented in Tables 16 through 26. Resultant themes described the need for
mental health services among West Louisville residents, facilitators of use of mental
health services, barriers to mental health services, and other influential factors that play a
role in mental health service utilization.
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Table 16
Theme 1: Need for Mental Health Services
Theme
West
Louisville
residents need
mental health
services

Third Round Codes
Consumers
experience toxic
stress from living in
West Louisville

Second Round Codes
Poverty plays a role in
community mental health
Violence plays a role in
community mental health






Residents of West
Louisville see mental
illness in their
community

Substance abuse plays a
role in community mental
heath



Consumers in West
Louisville report
experiencing symptoms
of mental illness










Residents of West
Louisville recognize
that mental health
plays a role in doing
what they want to do
and need to do

Consumers report mental
health symptoms in
others
Consumers are aware that
mental health is a part of
overall health

Consumers report that
mental health impacts
function
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First Round Codes
The poor socioeconomic status
of the West Louisville
environment is stressful
Consumers have experienced
domestic violence and child
abuse
Consumers report violence in
the West Louisville community
Members of the community are
scared
Substance abuse is a challenge
for the community
Consumers have utilized
substances to escape symptoms
of mental illness
Many consumers report grief
from losing a loved one
Consumers in West Louisville
experience anxiety or worry
Consumers in West Louisville
report feeling overwhelmed or
stressed
Consumers in West Louisville
experience depression
Consumers in West Louisville
report feelings of hopelessness
Other people in my family have
mental health issues

 Physical health impacts mental
health when you can’t do what
you want and need to do
 Mental health impacts physical
health
 There is a relationship between
depression and pain
 Poor mental health results in
anger
 Poor mental health results in
poor engagement in daily tasks
 Poor mental health results in
isolation
 Mental health symptoms result
in sleep problems

Table 17
Theme 2: ACA has Positively Influenced Access
Theme
ACA has
positively
influenced
access to
mental health
services for
Medicaid
consumers

Second Round Codes
ACA has expanded
access to mental health
services

The consumer population
has changed since the
implementation of ACA

First Round Codes
 ACA is allowing for expansion of
provider capacity
 Consumers have more choice of where
to receive care
 Medicaid expansion has increased
access to care for consumers
 Medicaid has eliminated or
significantly reduced the cost of
services for consumers
 Providers recognize increasing
diversity in their patient population
 Providers have experienced an influx
of new groups of patients who have not
received mental health care previously

Table 18
Theme 3: Bureaucracy is a Barrier to Utilization
Theme
Bureaucracy
surrounding
mental health
care is a
barrier to
utilization

Second Round Codes
Cost of services is a
barrier for both providers
and consumers

Medicaid/MCOs present
barriers to providing and
accessing services

First Round Codes
 Providers have had to identify
alternative funding sources to meet
consumers’ needs
 Without insurance, the out-of-pocket
costs kept people from getting services
 For some, co-pays force a choice
between care and basic needs
 The administrative burden of working
with MCOs discourages providers from
accepting Medicaid
 The time it takes to complete
administrative tasks detracts time from
provider capacity
 Access to medications can be
complicated by MCO regulations
 Navigating the MCOs is difficult and
frustrating for consumers who are
attempting to get care
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Table 19
Theme 4: Lack of Provider Availability is a Barrier to Access and Use
Theme
Lack of
adequate
provider
availability in
West
Louisville is a
barrier to
access and use
of mental
health services

Third Round Codes
Access to mental
health providers for
the West Louisville
community remains
difficult

Second Round Codes
Access is impacted by
provider availability

The West Louisville
community has limited
access to providers in
proximity and to
providers whose diversity
reflects that of the
population
Many providers have no
incentive to establish a
practice in West
Louisville

Access to local
mental health
providers is a factor in
utilization

Consumers do not have
flexibility in
transportation

Location is a factor in
using services

97

First Round Codes
 Lack of providers in
Louisville
 Lack of providers who take
Medicaid
 Lack of provider capacity to
see clients at the time that they
need services (Provider
perception)
 Because of the lack of mental
health providers in the local
community who accept
Medicaid, consumers
practically do not have
choices in providers
 There is a lack of African
American providers in
Louisville
 The availability of providers
in West Louisville is different
from that in East Louisville
 Staff turnover results from
working in a high stress
environment for low wages
 Employers prefer staff
commitment to the population
to reduce turnover and meet
consumer needs
 Because of the context of
West Louisville, providers do
not want to practice there, and
they don’t have to in order to
sustain their business
 Consumers use public
transportation to get to
appointments
 Use of public transportation is
a barrier to accessing services
 Consumers rely on family and
friends for rides
 Consumers walk to
appointments
 Location of services is
important in terms of
proximity and bus routes

Table 20
Theme 5: Stigma Persists in the West Louisville Community
Theme
The stigma of
using mental
health services
persists in the
West
Louisville
community

Second Round Codes
Culture influences the
acceptability of
discussing mental health
Consumers have negative
beliefs about using
mental health services

The community hears
negative beliefs about
mental illness

First Round Codes
 Black people don’t talk about mental
health
 Stigma is magnified in some cultures or
populations
 Consumers are afraid of what they
think mental health care entails
 Consumers are ashamed or
embarrassed to acknowledge they have
mental health needs
 People joke or use derogatory
terminology about mental health that
increase the shame and embarrassment
 The environment of a provider can
reinforce the perceptions of stigma
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Table 21
Theme 6: Poor Health Literacy is a Barrier to Utilization
Theme
Poor health
literacy is a
barrier to use
of mental
health services

Third Round Codes
Social constraints
influence knowledge

Second Round Codes

First Round Codes

The population has
difficulty defining mental
health, and the
perspectives vary widely

 People define mental health in
terms of mental illness or
“unhealthy”
 People define mental health as
functionality
 People recognize that mental
health problems are not
always visible to others
 Consumers rely on friends and
family to learn where services
are and what resources are
trusted
 Seven Counties is an
established and well-known
entity in the community; some
consumers think they are the
only provider
 Consumers do not know
where services are offered
 Consumers lack basic mental
health literacy
 Some consumers do not
connect mental health to
overall health
 Consumers don’t know their
insurance benefits

Consumers learn about
resources through their
social networks
Consumers present
with poor health
literacy

Consumers do not know
their options for mental
health services

Consumers present with
poor mental health
literacy
Consumers present with
poor health insurance
literacy
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Table 22
Theme 7: Community Resources impact Utilization
Theme
Community
resources
impact use of
mental health
services

Third Round Codes
Logistics influence
the use of mental
health services

Second Round Codes
Housing impacts mental
health
Child care impacts use of
services
Scheduling impacts use
of services

Consumers do not have
flexibility in
transportation

Socio-economic
factors of the West
Louisville community
influence consistent
use of mental health
services

Consumers need
community supports

Providers are aware of
social factors that
influence use of services
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First Round Codes
 Instability in housing is a
barrier to treatment
 Instability in housing is a
stressor
 Lack of child care is a barrier
to utilizing mental health
services
 Lack of capacity results in
long waits for appointments
 Many consumers work and
need appointment times that
allow them to maintain
employment
 Consumers use public
transportation to get to
appointments
 Use of public transportation is
a barrier to accessing services
 Consumers rely on family and
friends for rides
 Consumers walk to
appointments
 Consumers identify a need for
resources
 There is a need for services
beyond the medical model
(provider perception)
 Providers acknowledge that
some of the no-shows are
based on factors in
consumers’ lives
 Some providers are
implementing strategies to
accommodate consumers’
scheduling needs

Table 23
Theme 8: Support Systems Influence Utilization
Theme
Support
systems have a
strong
influence on
use of mental
health services

Third Round Codes
Social relationships
can facilitate use of
mental health service

Second Round Codes
Family supports mental
health promotion

Community networks
support mental health
promotion

Faith and religion play a
role in mental health
promotion
Consumers value
knowing they are not
alone
The social
environment can be a
barrier to use of
mental health services

Family and friends may
not positively influence
use of mental health
services

The social environment
plays a role in the success
of treatment

The stigma of using
mental health services is
a barrier to use of mental
health services
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First Round Codes
 Family inspires someone to
take initiative towards health
 Family directs someone to
seek help
 Family is generally supportive
of using mental health
services
 I can talk to a family member
about my stressors
 I use a friend for emotional
support
 Consumers rely on friends and
family to learn where services
are and what resources are
trusted
 Living in a homeless shelter
facilitates receipt of mental
health treatment
 Consumers have used pastoral
counseling
 Consumers practice
expressions of faith as a
positive alternative strategy
 Consumers report group
therapy enables a connection
with other people who have
similar problems
 Family doesn’t think that I
should need mental health
services
 Family is judgmental of me
 Family does not discuss
mental health
 Lack of a support system is a
barrier to using mental health
services
 Some consumers recognize
that once the counseling
session is over, they have to
return to the toxic stress of the
environment, and therefore it
is not helpful
 Family and friends joke or use
derogatory terminology about
mental health that increase the
shame and embarrassment
 Stigma is magnified in some
cultures or populations

Table 24
Theme 9: Consumers in West Louisville Use Mental Health Services
Theme
Some
consumers in
West
Louisville will
use mental
health services

Third Round Codes
Consumers
acknowledge the
benefits of mental
health treatment

Second Round Codes
Some consumers will
use medications for
treatment

Consumers report
positive results of
mental health treatment

Consumer attitudes
toward mental health
treatment evolve

Consumers are
currently using
mental health
services

Some consumers can
access outpatient
mental health services
Some consumers have
accessed inpatient
services
Consumers will
independently initiate
use of mental health
services
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First Round Codes
 Consumers want a quick
resolution to their problems by
using medication only (provider
perception)
 A medical provider
recommended medications
 Medications can be effective for
symptom management
 Consumers bring their
medication concerns to their
provider
 Consumers report that
counseling helps
 Results of counseling include a
change in thinking
 Results of counseling include a
change in behavior
 Results of counseling include a
change in self-concept
 Consumers engage in activities
as positive strategies to improve
mental health
 Consumers appear to be wary of
mental health treatment until
they try it
 Providers perceive an increasing
open-mindedness toward mental
health treatment
 The younger generation presents
with less reservation about using
mental health services
 A minority of consumers drive a
personal vehicle to appointments
 Some consumers can make
appointments as they need to
 Consumers have been
hospitalized for mental illness
 Some consumers recognized a
need for treatment and decided
to do something good for
themselves by actively seeking
help
 Some consumers were motivated
by wanting something better for
their lives

Table 25
Theme 10: Importance of the Therapeutic Relationship
Theme
Importance of
relationship
between
providers and
consumers in
mental health
treatment

Second Round Codes
Consumers appreciate
having a professional to
whom they can talk
without judgment

Consumers want
empathy and respect
from providers

Trust is important for
facilitating use of
mental health services

Providers reflect on the
influence they have on
consumers’ comfort
with participation in
treatment

First Round Codes
 Consumers in West Louisville
expressed a need for an outlet to which
they can vent
 Some people would rather talk to a
mental health professional than a friend
because they know a professional
won’t judge them
 Consumers do not like counseling
when they feel the counselor is not
engaged
 Consumers are perceptive to the ability
of a provider to listen with genuine
concern and provide person-centered
services
 People want to feel respected
 Trust is an important factor for the
West Louisville population
 Consumers are more open to treatment
if they develop a trusting relationship
with their provider
 Consumers do not want to attend group
therapy because they are not
comfortable disclosing personal
information to that many people they
don’t know and don’t trust
 Providers acknowledge that trust is
imperative in a therapeutic relationship
 Providers are sensitive to the effect of
turnover on consumers, but consumers
did not mention this
 Providers perceive that having
providers who looks like the patient
population is important (provider
perception)
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Table 26
Theme 11: Resistance to Mental Health Treatment
Theme
Some
consumers are
resistant to
mental health
treatment

Second Round Codes
Some consumers do not
initiate treatment,
despite referral
Some consumers
disengage from
treatment for various
reasons
Some consumers do not
want to take
medications for mental
health

First Round Codes
 Some consumers were referred to
treatment, but didn’t follow through
because they didn’t think they needed
it, didn’t think it would work, or didn’t
want to go
 Providers express concern regarding
consumer commitment and consistency
in treatment
 When people start to feel better, they
no longer perceive a need for treatment
 Consumers do not consistently take
medications as prescribed (without
provider consultation)
 Consumers experience side effects of
psychotropic medication
 Consumers know someone who has
experienced negative side effects from
medication
 Consumers do not perceive they need
medication

Need for Mental Health Services
West Louisville residents need mental health services
Consumers and providers both spoke about the environment of West Louisville
and the toxic stress that residents endure. While an alarming proportion of consumers
mentioned that a family member or friend had been murdered, others referred to the
trauma they had experienced, or simply the stress of living in a “bad neighborhood.” One
consumer summed up the status of West Louisville:
We have a lot of problems down here…We're living in poverty down here and
depression is so bad that you don't even want to come out your door because you
livin’ in a war zone. Usually you run into people that’s usin’ or sellin’ or out just,
you know, that they don't have nothin’ in the world.
Consumers recognized signs of mental illness in others around them and spoke of their
own feelings of anxiety, depression, and hopelessness. As they described their symptoms
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of poor mental health, they reported anger and isolation, with difficulty sleeping, or
engaging in daily activities. One consumer described her battle with depression:
I didn’t want to clean up. I didn’t want to be bothered with nobody. I’m like, “I
don’t remember the last…I haven’t been out of the house for over a week.” I just
didn’t even want to step on the porch and check my mail. I was just in a bad
place.
Additionally, consumers linked their mental health to overall health, which more than
half described as fair or poor.
Facilitators of Use of Mental Health Services
ACA has positively influenced access to mental health services for Medicaid
consumers
Both providers and consumers reported that the implementation of the ACA has
had positive results for access to mental health treatment. Providers recognized systemic
changes, such as the ability of private practitioners to accept Medicaid and the theoretical
increase of consumer choice that would result. They also noted more diversity in their
caseloads as more consumers who are new to counseling have sought services. After
telling stories about the inability to get care without insurance, consumers reported that
the majority of costs associated with mental health treatment had been eliminated. One
consumer reported:
I was going through depression…I just never go nowhere because if they required
[MCO] or some kind of medical insurance… As the years went on, it got worse.
My mind’s got worse and it got worse…Now, by me having [Medicaid expansion]
I'm able to really get the proper care that I need, my medicine. As far as the
counseling, and the little guidance that you get from your therapist at [CMHC].
Barriers to Using Mental Health Services
Despite ACA, both consumers and providers described ongoing barriers to using
mental health services.
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Bureaucracy surrounding mental health care is a barrier to utilization
Although ACA has eliminated many costs associated with using health care, both
providers and consumers mentioned that there are continued copays for some services.
Providers shared that they had applied for grants and external funding to ensure they
could provide needed services as no cost or minimal cost to the consumer. Furthermore,
both providers and consumers reported that accepting Medicaid is an administrative
burden that consumes their time, especially to request prior authorizations for counseling
or prescriptions. When consumers mentioned interactions with MCOs, they described
their attempts at navigating insurance as frustrating.
Lack of provider availability in West Louisville is a barrier to access and utilization
When asked about other providers in West Louisville, providers repeatedly noted
the same few. Not only did they mention that it is more difficult to identify providers in
the West End than in other areas of town, they also reinforced that the majority of
providers in all of Louisville do not take Medicaid. One provider stated:
All those people, overnight, got mental health coverage. We had no more mental
health providers the day after ACA went into effect than we did the day before.
Providers additionally reported that other providers may not be willing to practice there
because of the high stress demands of the job in the environment of West Louisville.
Although only a few consumers directly recognized limited provider availability,
more spoke about not knowing their options, other than the well-established CMHC. In
relationship to their need for providers to be located nearby, however, nearly 75 percent
of consumers reported they rely on public transportation, ask for rides from family and
friends, or walk when they have appointments. They stressed that the proximity of health
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care in relationship to their homes was important due to a lack of flexibility in
transportation.
Stigma persists in the West Louisville community
The concept of stigma was reiterated through consumers’ discussion about how
friends and family perceived mental health and use of mental health services, and
reinforced by providers’ perceptions of attitudes toward mental health in the community.
Consumers referred to the culture of their community, stating that “Black people are too
proud” to use mental health services or that their friends and family do not talk about
mental health. Consumers spoke about the negative connotation associated with mental
illness. One consumer stated:
People don’t talk about stuff, they make jokes out of it. As far as, “Oh, you’re
bipolar,” or “You’re crazy.” People just take words and don’t know what they
really mean.
A second consumer referred specifically to the stigma of mental illness:
It’s like, I don’t know why people be putting like a stigma on it that it’s not good
to see somebody. I met people throughout my lifetime where they don’t want to go
because it makes you crazy and stuff.
Consumers’ statements provided evidence that they felt judged and embarrassed by using
mental health services.
Poor Health Literacy is Barrier to Utilization
Consumers’ health literacy can be viewed in terms of their understanding of
mental health, their knowledge of health insurance benefits, and their familiarity with the
local health care system. This sample presented with low education levels and general
literacy levels, with half the sample ceasing to pursue education prior to or at the end of
high school. Mental health literacy was reflected in consumers’ language about mental
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health and their perceptions about the purpose of mental health services. Definitions of
mental health varied widely; in general, however, the definitions presented described the
behaviors or symptoms of someone who is mentally unhealthy. They shared their beliefs
about the mental health care system, but they mentioned that they rely on their family and
friends or the media for health information.
Other Factors That Influence Mental Health Service Utilization
Community resources impact use of mental health services
Both consumers and providers spoke of the low socio-economic status of the
West Louisville community and the complicated logistics of seeking care. They referred
to difficulty with housing, child care, and transportation, and the impact that has on
scheduling and keeping a health care appointment. Consumers reported that they found it
helpful when providers pointed them toward resources available outside their
appointments. Providers perceived that consumers require community supports beyond
the medical model to improve mental health, such as peer supports and case management
to aid individuals in following through with tasks at home. A provider from an FQHC
stated:
If we have someone who we would really like to refer and say, get them connected
with [CMHC]. The prospect of going through that all by themselves is
overwhelming. I can help them schedule the first time appointment.
Providers also reported that they have implemented strategies to accommodate
consumers’ needs, such as open clinic hours for flexible scheduling and seeking to
provide services in locations to which consumers already go.
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Support Systems Influence Utilization
The data reflect that support systems can be either a facilitator or barrier to use of
mental health services. Consumers reported that they initiated seeking help because of
their children or had been instructed by a friend or relative to get care. One provider
noticed that the older generation facilitates mental health care utilization:
What I’m finding is that grandparents in particular have a great influence on
young adults and children seeking and continuing to get help that wouldn’t
continue with us otherwise.
However, consumers were equally as likely to state their children were the instigators of
using mental health services. One consumer stated that his son had told him to go to
counseling:
You know what [my son] said to me? He said, “What’s wrong with you?” He
said, “You need to go get help,” and I went. He gave me $20, dude. My 16 year
old kid gave me $20 and put me in a cab.
Other consumers went to friends for advice or had support systems outside of
therapy that motivated them to participate in mental health promotion strategies.
Consumers who appreciated group therapy sessions stated that they appreciated knowing
they were not alone and that other people were in similar stressful situations. Some
consumers also found support in their faith and religious communities, reporting that they
had asked a pastor for counsel.
Conversely, lack of social support can negatively influence use of mental health
services. Some consumers were hesitant to participate in treatment due to the judgment of
family and friends or the reports of others who had tried treatment, especially regarding
medications. One provider mentioned that the symptoms of mental illness can overwhelm
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a person’s ability to cognitively process the steps toward seeking treatment without a
support system.
Use of Mental Health Services
Many of the consumers interviewed had used or were currently using mental
health services. They reported the results of treatment and what they liked or disliked
about providers they had encountered. A few consumers had reported trying mental
health services but not currently using them. Only one consumer in this sample had never
used mental health services despite a referral in the past.
Consumers in West Louisville Use Mental Health Services
Consumers interviewed had used the entire continuum of care from inpatient to
outpatient services. Some reported that transportation and scheduling did not hold them
back from getting to appointments. Those who reported appreciating counseling
described positive changes in their thinking, behaviors, self-concept, and use of
alternative strategies to improve their mental health outside of counseling sessions. Two
consumers described the good feelings they experienced from counseling:
It’s good, it makes me feel good. It makes me feel like I’m doing something for
myself, number one. It makes me feel like I’m digging through dirt, trying to get to
the root of the problem. It makes me feel like I’m advocating for myself, which I
never really do.
At first I was like…I mean, really for real, to be honest, I really had no selfrespect for myself because people make me feel like that… She tells me, thank
God, she tells me that she sees good in me…It makes me feel good, that somebody
does.
A third consumer reported that despite the toxic environment of West Louisville,
counseling had taught him to employ positive strategies to release tension:
You’ve got fights going on and you got weapons pulled, but me, I’m going to
dance my ass off.
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Providers had noticed that the attitudes toward use of mental health services had
begun to change in the community. Providers also reported their perception that
consumers often seek care and want a quick resolution to their symptoms by taking
medication and not wanting to participate in counseling. However, there was no
supportive evidence of this in the sample of consumers.
Importance of the therapeutic relationship
The concept of trust was repeated throughout the interviews. Both consumers and
providers were sensitive to the therapeutic relationship. Consumers often spoke about the
need to have an outlet for venting their stress, and their preference to speak to someone
who would listen to them without judgment. Although providers perceived that
consumers might prefer a provider population that reflects the diversity of the
community, consumer interviews did not substantiate this. Consumers placed importance
on the quality of the provider’s ability to listen with empathy and treat them with respect.
Resistance to mental health treatment
Regardless of need, the idea that some consumers will not use mental health
treatment emerged. Some consumers admitted they did not follow through with a
provider’s recommendation to pursue treatment, either due to lack of motivation or
because they did not feel they needed it. Providers expressed concern that some
consumers stopped participating in treatment when they felt better, and only returned
when they experienced another crisis. Many consumers spoke specifically about their
dislike for medications, either because they had experienced side effects or because they
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had witnessed others’ experiences of side effects. One consumer described the effect:
I hated it. It made me tired all the time…I don’t take that anymore. It just…I
didn’t like how it made you feel…I felt spaced out.
Another consumer explained why counseling was not effective for her:
It didn’t help. ‘Cause the problem was still there when I got up and left. You
know, I was still depressed and just like, it didn’t help at all.
The experiences of these consumers inhibited their desire to continue with mental health
treatment.
This study investigated changes in the rates of utilization of mental health care by
a largely segregated urban population following the implementation of health care reform
policies that include increased access to health care coverage and mental health parity.
The results of this study demonstrate that Medicaid expansion has not impacted overall
rates of utilization of mental health services by West Louisville residents but the
Medicaid expansion population uses mental health services at a lower rate than other
beneficiaries of Medicaid. Qualitative results provide evidence that factors other than
health insurance that influence use of mental health services in the West Louisville
community include the number of providers, bureaucracy, stigma, health literacy, and
social relationships. Despite limitations of this study, these results can be applicable to
local policy, public health practice, and future research.
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CHAPTER V
DISCUSSION AND CONCLUSIONS

A publication from the Kentucky Governor’s Office reports that Medicaid claims
data reflect a 68 percent increase in use of mental health services by Kentucky adults
between 2013 and 2014 (2015). This study highlighted a small part of that increase by
focusing on the utilization patterns of designated mental health services by one specific
population within the state that has consistently experienced poor access to services and
health disparities over time. The results of this study have implications for public health
policy and practice to continue to improve the health of Kentuckians.
The Impact of Medicaid Expansion on Utilization of Mental Health Services for
Residents of West Louisville Neighborhoods
Quantitative results of this study reflected that although the overall use of mental
health services by West Louisville residents increased in 2014, the rate of utilization
based on the number of Medicaid beneficiaries did not significantly change with the
implementation of ACA. However, results of analysis indicated that there were
differences in rates of utilization of all mental health services between Medicaid
eligibility groups. The expansion population in West Louisville used ambulatory care
services, counseling, and psychotropic medications at lower rates than the traditional
Medicaid population, who may have had coverage Medicaid in years prior. Additionally,
the traditional Medicaid population includes adults with serious and persistent mental
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illness who qualify for disability and may use services at a greater rate than the general
population.
Finally, results indicated that even with Medicaid expansion, the West Louisville
population utilizes ambulatory care and psychotropic medication at a lower rate than
other residents of Louisville Metro. These results may be linked; claims for mental health
ambulatory care visits are most often psychiatry visits for medication management.
Qualitative results of this study indicate limitations in provider availability in West
Louisville, especially psychiatrists, and resultant long wait times for receipt of psychiatric
care. Thus, even if a new enrollee who lived in West Louisville attempted to make an
appointment with a psychiatrist, this service may not have been immediately available.
Of note, the results of this study may represent conservative estimates because this study
was unable to capture the encounters in which a primary care provider prescribes
psychotropic medications. Because office visits and prescription fills were not linked,
there was no indication that an office visit to a primary care provider addressed any
mental health needs. Primary care providers are a substantial contributor to medication
oversight (Olfson, Kroenke, Wang, & Blanco, 2014), especially when a consumer does
not want simultaneous counseling (Brody, Khaliq, & Thompson, 1997).
Consumers’ race/ethnicity was largely undefined in the dataset. Analysis of
mental health service use by race/ethnicity therefore may not be meaningful in this
analysis. However, for each hypothesis, of those whose race/ethnicity was identified,
Blacks used medication at a significantly lower rate than Whites. This is consistent with
findings in the literature, which have identified that Blacks use psychotropic medications
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at lower rates than Whites and would prefer counseling to medication (Brody et al., 1997;
Diaz et al., 2005; Gonzalez et al., 2008).
A notable trend throughout the analyses was the impact of age on service use. In
every model, individuals ages 45 through 54 in all racial and ethnic groups used services
at a significantly higher rate than the younger adult referent group, and often at higher
rates than all other age groups. During qualitative interviews, one provider observed a
need for support of older adults in the community, citing the added stressors of
grandparents raising their grandchildren while remaining in the workforce.
Due to the large size of this dataset, analysis was able to detect small differences
between groups. This was the case with length of enrollment: length of enrollment
appeared to have statistical significance as a predictor of differences in services use in
some models. However, when examined more closely, the length of enrollment was not
practically significant in any event.
Factors Other Than Health Insurance That Impact Utilization of Mental Health
Services
Despite 11 distinct emergent themes in the qualitative data, the raw data and the
results presented with interconnected concepts. The culture and socioeconomic
environment of West Louisville has not only influenced consumers’ need for mental
health services, but also the availability of community resources that might enhance
mental health promotion and the use and success of therapeutic services. The toxic stress
of the community both increases the potential demand for services and serves as a barrier
to the establishment of an adequate supply of service providers. Furthermore, the chaos
of living in an environment of toxic stress can result in difficulty with negotiating the
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logistics to attend an appointment (i.e., scheduling, childcare, and transportation) with
existing providers.
Although the quantitative results of this study demonstrate mixed results
regarding the impact of Medicaid expansion on use of mental health services, qualitative
results indicate that there has been a recognized need for mental health care in the West
Louisville community and that individuals who have enrolled in Medicaid through the
expansion have utilized services. For those West Louisville residents who have pursued
mental health treatment using their new Medicaid benefits, the ACA has been successful.
Consumers repeatedly reported that they had needed treatment prior to the
implementation of Medicaid expansion, but were unable to seek care without insurance.
Without the barrier of cost, consumers have discovered that both counseling and
medication use have aided them to relieve anxiety, gain coping skills, and generally feel
better.
However, the success of the ACA has been constrained in the West End. The
implementation of the ACA has increased the potential for more individuals to use
services and consumers to have more choice of service providers, but this potential has
thus far been unrealized. Without new providers moving into the West Louisville
community, service use continues to be limited by a defined provider capacity, regardless
of how many individuals hold a Medicaid card. Providers find the bureaucracy of
becoming a Medicaid provider burdensome and the West Louisville population
inconsistent in appointment attendance, and can establish a thriving and lucrative practice
in other areas of town without needing to accept Medicaid.
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Health literacy and stigma are somewhat intertwined as both are influenced by
one’s social community; preconceived and negative judgments regarding mental illness
result in rumors and misinterpretations of symptoms of mental health and the purpose of
services in addition to an individual’s feelings of embarrassment and shame for having a
mental health condition. Defined as the skills to read and understand information in order
to make decisions about one’s health (Nielsen-Bohlman, Panzer, & King, 2004), health
literacy is influenced by education and general literacy. Poor health literacy is aligned
with low education rates for the West Louisville community. With low health literacy
rates, this population is less likely to successfully navigate the challenges presented by
the bureaucracy of Medicaid and MCOs.
Stigma can also limit one’s social support system for utilizing mental health care.
Although individuals may reach out to family and friends for recommendations for health
care providers, this may not be the case for mental health care due to stigma. A culture of
not talking about mental health additionally yields poor literacy regarding mental health
issues, available services, and what types of treatment may be beneficial. When people do
ask for the trusted opinions of others, they are limited to the knowledge of that social
circle.
Generally, the literature emphasizes a lack of trust in medical providers among
the Black population (Bailey et al., 2011). The qualitative results of this study
demonstrate that trust is important to the West Louisville population, and imperative for a
therapeutic relationship. The strength of the therapeutic relationship influences the
outcome of the intervention, whether that is counseling or medication. Individuals who
reported that they trusted their providers also reported they found value in counseling and
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were likely to accept a provider’s recommendations to try medications. However, with
limited choices in providers, residents of West Louisville may be less likely to identify a
provider with whom they feel comfortable.
Consumers’ descriptions of their symptoms of mental illness reflect grief, anger,
hopelessness, and apathy. Experiencing these symptoms without intervention can play a
role in the community’s ongoing violence and poverty. One consumer summarized the
fact that anger causes problems in her community:
When a person’s mad and very upset, they don’t think, people don’t think. They
going to do the first that come to they head. They ain’t thinking about no
consequences or nothing. I was there.
Such emotions interrupt education and productivity, which in turn can result in poor
literacy rates, unemployment, crime, and substance abuse. Thus, the cycle of toxic stress
persists (Shern, Blanch, & Steverman, 2016). After completing a needs assessment in
West Louisville, one provider reflected that the community is seeking mental health
promotion:
The community is saying, “We have mental health needs that are unmet and they
hold the community back from being socially and economically strong and
vibrant.”
Strengthening the conditions and socioeconomic environment of West Louisville depends
on the mental health of its residents.
The current study began to answer research questions regarding the impact of
Medicaid expansion on mental health service utilization within a low-socioeconomic
status minority population that has historically suffered significant barriers to care and
subsequent health disparities. Perhaps more importantly, the study raised additional ideas
and questions that highlight the complexity of mental health within this population.
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Although Medicaid expansion and the parity of ACA have impacted use of mental health
services, the new law has not eliminated mental health disparities. Some of the very
things that cause poor mental health within a community can also pose as barriers to that
community’s access to care.
Public Health Policy Implications
The ACA, with its provisions for Medicaid expansion and mental health parity,
was designed to offer financial protection through insurance coverage to increase access
to services. However, Medicaid expansion was ruled by the Supreme Court as an option
for state implementation ("National Federation of Independent Business (NFIB) v.
Sebelius, 567 U. S. ___," 2012). Consequently, the poorest residents of states that did not
adopt Medicaid expansion have been caught in a coverage gap, still unable to access
affordable health insurance or preventive care (Han, Nguyen, Drope, & Jemal, 2015).
Benitez, Creel, and Jennings (2016) confirmed that the ACA is in fact benefitting
Kentuckians in the lowest income bracket by removing financial barriers to accessing
health care, unlike neighboring states that did not adopt Medicaid expansion.
Quantitative results offer evidence that there was a rise in use of mental health
services with the implementation of Medicaid expansion, but that it may not have been
significant due to the lack of an increase in provider capacity between years. These
results suggest the importance of creating a workforce development plan and fostering a
workforce pipeline, especially for underserved areas. Qualitative results of this study
reinforce that some of the individuals in the West Louisville community did not use
mental health care services prior to receiving insurance coverage due to their inability to
pay out of pocket for care; these needs went unmet. Thus the law has provided an initial
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step toward improving the dismal health outcomes that have persisted in the state.
Consequently, changes to reduce the benefits of Kentucky’s Medicaid expansion policy
would negatively affect mental health care for residents of West Louisville and other
Kentuckians who live in poverty.
The Office of the Assistant Secretary for Planning and Evaluation (ASPE) in the
U.S. Department of Health and Human Services published an issue brief in March 2016
regarding the benefits of Medicaid expansion for behavioral health (Dey et al., 2016).
The report concluded that individuals who qualify for Medicaid expansion have
behavioral health needs, access to treatment results in improved health outcomes, and
there are economic benefits to the state in which Medicaid is expanded as a result of
addressing the population’s behavioral health needs. Health and the economy are
intimately linked (Bloom & Canning, 2008), and there is evidence that economic
recessions are associated with a rise in mental illness (Hodgkin & Karpman, 2010). The
current poor mental health status of Kentuckians results in lower workforce participation
rate and low productivity (Childress, & Sharpe, 2015). The majority of adults who can
benefit from Medicaid expansion in Kentucky are working in low-wage jobs as
contributing members of Kentucky’s economy (Bailey, 2015). State policies that promote
access to health care, such as Medicaid expansion, will support economic growth for the
state.
Medicaid expansion alone has not removed all barriers to care for some
populations. Other barriers, such as provider availability and stigma, require health
system transformation to align clinical and economic incentives with mental health care.
Medicaid must incentivize providers to establish practices that expand access and choice
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for populations that face health disparities. This includes holding MCOs accountable for
mental health parity in terms of coverage, reimbursement, and provider network
adequacy. Kentucky Medicaid and MCOs should also be held accountable for
compliance with race and ethnicity reporting requirements issued by the CMS so that
accurate data can be available for analysis of ongoing disparities (CMS, 2014).
The health system can also incentivize integrated care models, which promote
holistic care and attend to consumers’ socioeconomic position as it impacts medical
needs and adherence to care recommendations. This may include the co-location of
health services, a medical-legal partnership, and Medicaid coverage of home and
community-based supports that reduce institutionalization. Integrated care can increase
effective and appropriate service utilization by using the trust gained by one provider to
reduce stigma. This also increases consumer and engagement and improves adherence for
the individuals served (Kuramoto, 2014). Ultimately, integrated care and attention to the
social determinants of health can improve health outcomes while lowering costs for both
payers and consumers.
Beyond the ACA and health care policy, Louisville Metro policies can
significantly reduce barriers presented by the West Louisville environment. The city’s
decision-making process can promote health equity by the active implementation of its
Health in All Policies perspective, which addresses the community’s health through the
consideration of health determinants across sectors, such as economic development,
transportation, environmental protections, education, and safety (Puska, 2007). Louisville
Metro leadership and Louisville Metro Public Health and Wellness have an opportunity
to foster a culture of health. In West Louisville, this includes investment in community
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development, which can have significant effects on mental health by reducing toxic
stress.
Public Health Practice Implications
WHO notes that mental health is more than the absence of mental illness (2004b).
Considering mental health promotion in public health practice requires a substantial
culture change that might begin with accurate and timely data collection. As noted in
Chapter II, surveillance of mental health conditions occurs through a myriad of surveys,
each with differing operational definitions of mental illness. Furthermore, many
epidemiologic studies were completed using data from the National Comorbidity Survey
Replication (NCS-R), which was executed more than a decade ago (Kessler et al., 2004).
The examination of disease prevalence and the effects they have on sub-populations can
assist in planning interventions and assessing outcomes (Freeman et al., 2010).
Secondly, mental health must be a national public health priority that is translated
to the health care community. The U.S. Preventive Services Task Force recommends
screening for depression in adolescents and adults, and depression screens are an
essential benefit all health insurance plans (U.S. Department of Health and Human
Services, 2010; U.S. Preventive Services Task Force, 2016). The recommendation of the
Task Force not only draws attention to a need for primary care practitioners to consider
the mental health of their patients, but also for the health care community to ensure the
ability to care for individuals with a positive depression screening. However, in a culture
of mental health promotion, the recommendation for mental health promotion should not
merely include depression screening, but also the number of other mental health
diagnoses that can impact a person’s overall wellbeing.
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Finally, mental health must be a local public health priority. Interventions should
be designed to reduce stigma, such that it is acceptable to talk about mental health and
strategies for mental health promotion. For the West Louisville population, this also
includes mental health literacy and education regarding symptoms of mental illness, the
assistance that mental health services might provide, and choices in local service
providers. Results of the study provide evidence that the Medicaid expansion population
use services at a lower rate than those on traditional Medicaid and younger adults use
services at a lower rate than older adults. Specific outreach and education efforts should
target populations who may be new to health insurance and the health care system. These
interventions should be made in the context of the social environment, with the
understanding that one’s social network can influence mental health and use of mental
health services (Primm et al., 2010).
Since the toxic stress of West Louisville plays such a significant role in the mental
health of that community, public health interventions must also target reducing
institutional and socioeconomic stressors and the impact they have on individuals.
Louisville Metro Public Health and Wellness must play a role in the development of an
infrastructure that addresses the social determinants of health. Other interventions can be
designed to minimize the impact of toxic stress by improving the resilience of West
Louisville residents (Bonanno, 2004; Diehl, Hay, & Chui, 2012).
Study Limitations
The limitations of the MCO dataset impacted the results of this study, specifically
the limited number of assigned diagnoses and the number of cases whose race/ethnicity
was labeled as other. The inability to link primary care visits to psychotropic medication
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management may have underrepresented the true results for both ambulatory care visits
and medication use. Without the ability to identify site of service, data analysis could not
investigate the proximity of a consumer to a provider or other provider-level associations
with service utilization.
This study was limited in its consideration of time, as claims data were available
for only one year post-expansion. This provided a limited time to allow for new Medicaid
beneficiaries to learn about services available to them and for providers to expand their
capacity to meet the demands of growing covered population needing services. The one
year pre-post design limited the ability to capture any changes throughout the first year of
the new policy. Observing smaller intervals in time, such as quarters, would have enabled
a closer look at any changes in service utilization as more individuals enrolled throughout
the year.
The specific culture of Louisville Metro may limit the generalizability of the
findings to other communities or even neighborhoods. Although the dynamics
surrounding race and residential segregation are not necessarily unique to Louisville, the
local history and subsequent intergenerational socialization of the city’s residents is
undoubtedly unique. Within the culture of Louisville Metro, there may be a difference
between individuals who choose Passport Health Plan over other MCOs, thus creating a
sample bias within quantitative methodology using only the one Medicaid plan.
The qualitative methods of this study attempted to describe the entirety of the
population living in West Louisville. However, there may be cultural or access
differences between the nine neighborhoods, particularly those in which an FQHC is
located. The participants in this study were not representative of the diversity of the West
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Louisville population. Also, within any community, there is a wide range of opinions and
experiences with mental health issues. One provider observed, “We can pick 10 patients
just at random. You could talk to each one of them and all 10 of them will tell you
something different.”
Additionally, the majority of participants in this study reported they were
currently engaged in mental health treatment or had used services in the past. This
population is inherently different from those who experience symptoms of mental illness
but do not use treatment, either because they do not recognize the need or otherwise
choose not to seek help. Barriers to utilizing services may be different for individuals
who do seek care than for those who do not. Selection bias may have also influenced the
data collected, because individuals who were willing to participate in a study may also be
more willing to participate in counseling sessions than someone who chooses to not
discuss his or her mental health. Because the racial and ethnic demographics of the
qualitative sample did not reflect the overall demographics of the West Louisville
community, White residents of West Louisville may not experience the same influences
on their use of mental health services.
Future Research
The results of this study provide numerous implications for future research.
Quantitative methodology would benefit from use of a larger, more comprehensive
dataset, such as all Medicaid claims for Jefferson County over a longer span of time, with
data to compare Louisville to other similar communities with differing characteristics in
their delivery system. It would also be valuable to examine all payer claims data to
compare differences between use of mental health services by Medicaid beneficiaries and
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by individuals covered by private insurance plans. This would enable analysis of trends in
utilization and enable comparisons to establish best practice. Additionally, Medicaid
enrollment data that provides a more complete picture of consumer demographics would
allow for analysis of the association between consumer characteristics and use of mental
health services, such as differences between racial and ethnic groups and the utilization of
services associated with an individual’s primary diagnosis. This larger dataset would also
enable a closer look at the population of individuals who churned from traditional
Medicaid eligibility to eligibility through Medicaid expansion to investigate how
churning might be associated with differences in care-seeking behaviors.
A number of provider-level studies should also be pursued, as this study clearly
associated the disparity in the availability of local providers to consumers’ use of services
and there is value in examining clinic- and provider-level fixed effects. Future research
should examine the population of consumers who are prescribed medication by a primary
care provider and the relationship of service utilization to provider type. Additional
research should also continue to delve into the differences between the West Louisville
community and others in Louisville Metro by exploring use of inpatient care and
differences in the rate of time between inpatient and outpatient follow up.
The addition of depression screens as an essential health benefit should increase
the incidence that this tool is used in primary care practice. The number of claims for
depression screens by primary care providers was limited in this MCO dataset and could
not be isolated for meaningful analysis. Future research should investigate both the use of
depression screening and the follow up on positive screens.
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Coverage of services for substance abuse were also added to Medicaid plans with
the ACA. Qualitative results of this study highlighted that substance abuse serves as a
contributor to toxic stress as well as a coping strategy for mental illness. Future research
should not only further explore these qualitative findings, but also investigate use of
substance abuse services and their impact on community health and economic outcomes.
Finally, the study of mental health should not take place in a vacuum, recognizing
interconnectedness of social and health issues and environment. This includes measuring
the long-term impact of utilization of mental health services on overall health and socioeconomic outcomes. The community needs to understand mechanisms that work to
address the system in its entirety to be able to adequately create and sustain an
environment where everyone has the opportunity to be healthy.
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APPENDICES
Appendix A: Provider Interview Topic Guide
Introductions and informed consent
 Interviewer introduction
 Purpose of the study
 Informed consent document
Topic 1: Mental health care for West Louisville residents
 Describe the landscape of mental health services in West Louisville.
o Who is providing them?
o Where are the providers?
o How do primary care physicians make referrals?
 How has mental health service provision changed in Louisville since ACA
implementation in 2014?
o How has the number of providers changed?
o What changes have occurred in Medicaid billing procedures or
reimbursement?
o How has the demand for services changed?
Topic 2: Factors impacting the use of mental health care
 What are the attitudes toward use of mental health services among consumers?
 What influences consumers’ decision to see a counselor or use medication?
 How does insurance play a role in providing mental health services and consumer
follow through with use of mental health service?
 How does your relationship and patient trust play a role in providing services
and/or making referrals?
 What barriers persist to use of mental health services?
Wrap-up: Is there anything we have not talked about already that is relevant to the
topic?
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Appendix B: Consumer Interview Guide
I am a doctoral student in the UofL School of Public Health and Information Sciences. I
am researching how health care has changed in the past two years since the start of the
Affordable Care Act, or Obamacare. I am talking to folks in West Louisville and looking
to understand about the experience of having insurance and getting health care. A lot of
research looks at physical health, but I’m interested in mental health since that affects a
person’s ability to do the things he or she wants or needs to do just as much as physical
health does.
Before we begin, I would like to confirm that you have Medicaid.
Which plan is your Medicaid through?
1. Anthem Blue Cross and Blue Shield
2. CoventryCares
3. Humana Care Source
4. Passport
5. Wellcare of Kentucky
What neighborhood do you live in?
1. Algonquin
2. California
3. Chickasaw
4. Park DuValle
5. Park Hill
6. Parkland
7. Portland
8. Russell
9. Shawnee
What is your zip code?
1. 40203
2. 40208
3. 40210
4. 40211
5. 40212
Now I am going to ask for your signature that you are volunteering to be here today and
that you understand how I will use the information you tell me. This is a copy of an
Informed Consent document, and I would like to read that aloud now and give you time
to ask questions about this research.
Read INFORMED CONSENT.
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What questions do you have?
Collect Informed Consent document.
What does being healthy mean to you?
How would you describe your health? If you rate your health, what word would you
use?
1.
Excellent
2.
Very good
3.
Good
4.
Fair
5.
Bad
6.
Prefer not to say
Tell me about the last time you were sick and how you got help to feel better.
Do you have a regular health care provider whom you see? This could be a doctor,
nurse practitioner, physician’s assistant, or someone else.
Y
N
How often do you see him or her? How many times did you go in the past year?
What other doctors or health care providers do you see?
How would you define mental health?
Tell me how you think mental health is related to overall health.
What do your friends and family think about mental health?
Who do you talk to when you feel nervous, stressed out, sad, or angry?
[incorporate the participant’s definition of mental health into the remainder of questions]
 Have you ever gone to a pastor?
Y
N


Have you ever been to a support group or a self-help group?
Y
N



Have you ever used a friend or family member?
Y
N



Have you seen a mental health provider, such as a counselor, a social worker, a
psychologist, or a psychiatrist?
Y
N
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Have you ever taken medication because of emotional or mental health problems?
Y
N



Have you ever gone to the emergency room because of emotional or mental
health problems?
Y
N



Have you ever stayed overnight in the hospital for emotional or mental health
problems?
Y
N

If “Yes”
Tell me about the experience of seeing a health care professional for mental health
services.
 What or who influenced your decision to see a counselor or use medication?
 Tell me about how you chose to see the counselor that you do. How did you find
out information about your choices for who to see?
 Does it help to go to counseling? How does it help? OR Why do you think it
doesn’t help?
 What are the effects of taking medications for emotional or mental health
problems?
 What would you say to family and friends to get someone else to use mental
health services?
 How do you get to appointments? How does the clinic’s schedule impact your
ability to see a provider when you want to?
What has been your experience using [your MCO] for mental health services?
 How much does it cost you to see a counselor or pick up medications?
 Have you ever gotten to an appointment and been surprised about what you have
to pay because you have Medicaid?
 Have you ever been told you can’t get the medicine you need or schedule an
appointment? What did you do then?
Have you ever thought you needed help for emotional or mental health problems
but got less help than you needed or there was a delay in getting care? What
happened to cause that?
Have you ever been prescribed a medication and then didn’t actually pick it up
from the pharmacy or didn’t use it once you had it at home?
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If “No”
Tell me about your reasons for not using professional mental health services.
 What are your insurance benefits for counseling? What is the copay?
 How much does it cost when you get a medication from the pharmacy?
 Where would someone who lives in West Louisville go for counseling?
 What do your friends and family think about using mental health services?
Was there ever a time when you felt that you might need to see a professional
because of mental health problems but didn’t go?
What happened to cause that?
Have you ever been prescribed a medication and then didn’t actually pick it up
from the pharmacy or didn’t use it once you had it at home?
What happened to cause that?
What are some things that would help you decide to go to counseling?
Lastly, I would like to ask you a few questions about yourself so that I can describe the
group of people I interview for this study.
How old are you?
What gender do you identify with?
1. Male
2. Female
3. Other:
What is your race or races do you identify with?
1. White
2. Black or African American
3. Hispanic
4. Asian
5. American Indian or Alaska Native
6. Native Hawaiian and Other Pacific Islander
What is the highest level of education you have completed?
1. 12th grade or less (no diploma)
2. High School/ GED
3. Some college, no degree
4. Associate or technical degree
5. Bachelor’s college degree
6. Graduate or Professional Degree
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When did you get Medicaid? (best guess of month, year)
Before you signed up for health insurance through Obamacare, did you have other health
insurance?
1. Yes, I was insured
2. No, I did not have health insurance
If you were NOT insured, how long were you without insurance?
1. Less than 1 month
2. 1-3 months
3. 4-6 months
4. 7 months – 1 year
5. longer than a year
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