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ABSTRACT 

 Rising rates of mental illness leave researchers questioning the accessibility and 

effectiveness of mental healthcare. Individuals most at risk for narrow treatment 

protocols include our most socially and economically vulnerable groups. The purpose of 

this study is to analyze how insurance coverage (private, public, and uninsured) affects 

treatment patients with mental illness receive including therapy, medication, and 

alternative treatments. The National Survey on Drug Use and Health (2009) was used to 

analyze a representative sample of adults with a self-reported mental illness in the past 

year. Three regressions were run analyzing effects of insurance on treatment received 

controlling for basic demographic variables as well as mental illness severity (mild, 

moderate, and severe). Results confirm that uninsured adults are considerably less likely 

to receive mental health treatment compared to those with insurance. Several 

governmental safety-net policies have been implemented in order to control for 

discrepancies in the form of healthcare accessibility among underprivileged groups. 

However, this study reveals there is still a high percentage of uninsured individuals going 

without treatment. Findings contribute to the understanding of inequality by revealing the 

ways in which insurance mediates the mental healthcare market, leaving the uninsured 

population at the greatest risk for receiving no treatment.
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CHAPTER I 

Introduction 

 Mental illness affects the lives of one in four Americans today and despite 

treatment innovations made within the past fifty years, rates of diagnosis continue to rise 

(Nwokeji, Bohman, Wallisch, Stoner, Christensen, Spence, Reed, and Ostermeyer 2012; 

Marth 2009; Snorkin, Pham, and Ngo-Metzger 2009; Grazier, Mowbray, and Holder 

2005; Busfield 2004). Since the 1950’s mental health care has changed, beginning with 

the deinstitutionalization of American asylums (Grazier et al. 2005). This process of 

deinstitutionalization placed the responsibility of mental illness treatment within the 

community and called for a reconceptualization of symptom management. At this time, 

psychopharmacology was introduced as a way to ease the transition of individuals with 

mental illness from mental hospitals to the community. The American Psychiatric 

Association’s first Diagnostic and Statistical Manual (DSM 1952) was published shortly 

after this social movement with new categories of illness making the diagnostic and 

prescribing processes more efficient (Szalavitz 2012; Whitaker 2010). The 

deinstitutionalization of America, the introduction of psychopharmacology, and the 

publication of the DSM were believed to be improvements in healthcare and the 

management of mental illness. Since the 1950’s when all of these alterations took place, 

rates of diagnoses have increased (Nwokeji et al. 2012; Marth 2009; Snorkin et al. 2009; 

Grazier et al. 2005; Busfield 2004). Some researchers suggest the rising rates in mental 

illness can be attributed to managing the mental illness problem more effectively. Others 

are suspicious of the increasing number of categories of diagnoses in the DSM, harmful 



 

 

2 

side effects of long-term psychotropic drug use, and the monetary influence behind the 

psychiatric industry (Whitaker 2010; Conrad 2007; Harrow 2007; Szasz 1961). 

 Psychotropic medication has become particularly controversial. A growing body 

of researchers as well as practitioners have provided evidence for significant physical, 

emotional, and financial risks of this approach to treatment and argue that the short-term 

benefits do not outweigh these costs (Whitaker 2010; Kirsch 2010; Harrow 2007). There 

are also “Open Dialogue” projects in Finland and the US that seek to limit the use of 

psychotropic medication as a first course of treatment, but rather to offer it after 

alternative approaches have proven ineffective (Whitaker 2010). This strategy has been 

the position the American Psychological Association has held since 2006 regarding the 

treatment of mental health disorders in children and adolescents (Brown, Antonuccio, 

DuPaul, Fristad, King, Leslie, Pelham, Piacentini, and Vitiello 2006). However, 

psychotropic medication is the most common first course of treatment and many people 

are prescribed medication without being informed of these other available treatment 

options or the significant risks posed by the drugs (Kirsch 2010; Whitaker 2010; Harrow 

2007). Individuals most at risk for this narrow treatment protocol may be our most 

socially and economically vulnerable groups (Bazargan, Bazargan-Hejazi, and Baker 

2004).  

 Current debates on forms of treatment highlight disparities in the accessibility to 

mental healthcare as well as knowledge on alternative methods of treatment (Eack and 

Newill 2012; Snorkin et al. 2009; Ruiz 2004). Accessibility to health care and alternative 

forms of treatment varies according to dimensions of stratification including age, race 

and ethnicity, sex, disability, income and educational attainment, poverty, and insurance 
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coverage (Eack and Newill 2012; Snorkin et al. 2009; Roy-Byrne 2006; Thoits 2005; 

Ruiz 2004; Adda, Chandola, and Marmot 2003). Mental healthcare accessibility is linked 

to the quality and form of care made available to individuals from various social and 

economic backgrounds and since a certain social status may hinder an individual from 

receiving care, it remains imperative to study contributing factors. This study will focus 

on one dimension of inequality leading to disparity in healthcare access that affects 

mental health treatment, insurance. The study will examine the relationship between the 

type of insurance/lack of insurance and the treatment individuals receive to address their 

mental health problems. Particular attention will be paid to how insurance relates to the 

use of psychotropic medications relative to non-pharmacological interventions.  
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CHAPTER II 

Literature Review 

History of Mental Illness and Forms of Treatment 

 In 1684, the first English physician to write on the concept of madness was 

Thomas Willis (Scull 1989). Admired for his investigations on the nervous system, Willis 

conceptualized patients with mental illness as animal-like, lunatics that needed to be 

dominated or broken. The thought process at the time was to physically weaken these 

individuals (Cullen 1805). Methods of therapy included bleeding, purges, emetics, and 

nausea-inducing procedures. Starving patients was also a form of management utilized 

and was viewed as a way to distract patients from their mental turmoil, forcing them to 

focus on their physical pain (Kraeplin 1962).  Remedies altered in 1774 with the passage 

of the Act for Regulating Madhouses, Licensings, and Inspection, which required 

physician certification of someone as mentally ill prior to institutionalizing them (Battie 

1969).  

 The regulation of madhouses led to the introduction of Moral Treatment in 1812 

(Grob 1994). Philippe Pinel, appointed by King Louis XVI to govern asylums, believed 

patients suffering from mental illness did so due to negative life outcomes such as 

disappointment, poverty, relationship dilemmas, and business letdowns (Pinel 1962). 

Pinel’s politics along with Quaker ideals rooted in religious beliefs worked together to 

form Moral Therapy. Moral Therapy was centered on treating individuals with 

compassion and nurturance instead of physical restraint and aggression. Eventually, this 

form of treatment moved to America where institutionalizations sought to keep low 

numbers of patients admitted in order to better serve their conditions (Scull 1989). Since 
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the Quakers were in charge of running these asylums, physicians had little to do with 

managing care. In 1844, the Association of Medical Superintendents of American 

Institutions for the Insane was formed granting physician access into mental institutions, 

requiring chief executive officers to be medically trained (Deutsch 1937). Shortly after 

this was put in to place, institutions became over-populated with syphilitics, alcoholics, 

and the senile elderly, making Moral Therapy physically and financially difficult to 

maintain. Syphilis deemed untreatable at the time led critics to believe that Moral 

Therapy was flawed. This assumption along with patient-to-physician ratios being high 

and wages remaining low led many asylum employees to lose sight of their Moral 

Therapy work ethic (Grob 1995). Coercion and brute force took the place of compassion 

and therapy as a cheaper, easier alternative.  

 In 1883, Francis Galton introduced the idea of Eugenics suggesting mental illness 

was due to inheriting bad genes (Chase 1980). People with bad genes included socially 

stigmatized individuals such as criminals, mental illness patients, immigrants, paupers, 

and imbeciles. This theory sought to blame individuals’ dishonor on their genetic 

makeup. This perpetuated social class dichotomies by creating a wedge between those 

exhibiting good genes versus those with faulty DNA (Kevles 1985). Since immigration to 

America was rampant at the time, many blamed immigrants for the spread of corrupt 

genetics also known as social bacteria (Grob 1994). Individuals viewed as social invalids 

lost their right to marry in 1896, were subjected to forced sterilization prohibiting them 

from reproducing, and were institutionalized at higher rates than others.  

 Henry Cotton was the first to begin experimenting with other forms of treatment 

and introduced his theory on teeth removal in the early 1900s (Hinsie 1929). Going along 
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with the notion of bacteria being harbored by the body and causing brain malfunctions 

expressed as mental illness symptoms, Cotton believed by removing patients’ bacteria-

ridden teeth, symptoms would lessen or disappear. This rationale led to the removal of 

infected organs including tonsils, colon, gall bladder, appendix, fallopian tubes, uterus, 

ovaries, cervix, and seminal vesicles (Cotton 1919). According to Cotton, upon the 

removal of these teeth and/or organs, his patients appeared to be doing better and 

experienced a decrease in symptomology. Though his patients had a 43% death rate, 

Cotton had other physicians convinced he was curing mental illness. However, when 

other psychiatrists attempted to replicate his studies, they did not have the similar 

outcomes leading them to question Cotton’s methods (Scull 1989).  

 The search for a better treatment continued and the next remedy that surfaced was 

the use of barbiturates to keep patients asleep for days or even weeks at a time in hopes of 

restoring their nervous system (Scull 1989). After the use of sleep remedies, came the use 

of shock therapy meant to control patients at a cheaper cost (Sakel 1937). This treatment 

presented problems as it caused hemorrhages in the brain destroying nerve tissue in the 

cortex. According to physicians at the time, this form of therapy was quick, easy, cheap 

and reliable making it easier to treat larger numbers of patients (Sullivan 1940). 

Physicians then began experimenting with insulin, investigating the nature of insulin-

induced comas and seizures meant to restore brain functioning. This, like many other 

treatment experiments, did not fare well. 

 In 1935, Antonio Egas Moniz introduced the first psychosurgical procedure 

known as the lobotomy (Scull 1989). Lobotomies were used as a way to treat those 

suffering from psychosis by severing connections between the brain and the prefrontal 
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cortex through the eye sockets. This form of surgery at the time gained a lot of prestige 

leading Moniz to win a Nobel Prize in 1949. Walter Freeman, M.D. later took over as the 

expert by championing this procedure in the US, performing over 3,000 lobotomies. 

After receiving this surgery, many patients were left dependent upon others and unable to 

empathize or hold personal relationships due to the inability to express or experience 

emotion. Negative side effects, such as skyrocketing death rates led critics to question the 

safety of this surgical procedure. Despite these criticisms, the lobotomy was the most 

common form of treatment up until the end of World War II. 

 WWII shed light on American hypocrisy (Young 1967). The American military 

was sent to Europe to help free individuals who were experiencing maltreatment due to 

principles centered on Eugenics. Many felt mental institutions at the time closely 

mirrored Nazi concentration camps leading to the criticism of the institutionalization 

logistics (Cole 1959). Some argued that people with mental illness should be served in 

the community rather than in asylums. In 1949, Congress created the National Institute of 

Mental Health (NIMH) to oversee this modification (Grob 1994). Pharmaceutical firms 

then began developing new medications including anesthetics, sedatives, and 

antihistamines all assumed to help better serve mental illness in the community (Garrett 

1995). These pharmaceutical innovations were thought to provide evidence of how 

scientists were improving the manufacturing of chemical compounds in order to benefit 

the central nervous system. In 1954, Thorazine was introduced providing patients with 

what was compared to a chemically induced lobotomy, kicking off the 

psychopharmacological revolution (United States’ Department of Health and Human 

Services 1999).  
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 Shortly after the introduction of Thorazine, minor tranquilizers were marketed 

and used for quieting hospitalized patients (Valenstein 1998; Swazey 1974; Ayd 1970). 

Miltown was later promoted to the general population as a way to control anxiety. In 

1957, Marsilid was introduced as a psychic stimulant and was used to treat Tuberculosis 

patients by lifting their spirits (Valenstein 1998). By the end of the 1950’s, there were 

several different forms of psychotropic medication believed to lessen symptoms of 

schizophrenia, depression, and anxiety and with the Durham-Humphrey Amendment act, 

most of these drugs were available by prescription to the public giving physicians control 

over the public’s access to medicine (Valenstein 1998; Mintz 1965).  

 In 1952, the American Medical Association quit publishing its yearly book on 

useful drugs and instead allowed pharmaceutical companies to advertise new drugs 

(Mintz 1965). At the time, federal approval of drug effectiveness was not necessary in 

order to put a drug on the market. Scientists were only required to verify their chemicals 

were not toxic (Swazey 1974; Mintz 1965). This meant that a majority of the time 

scientists researched the effectiveness of the drug after physicians had already distributed 

it among their patients in the form of treatment and failed to find any disease process or 

brain abnormality prior to implementation (Mintz 1965). Treatment preceded knowledge 

of diseases.  

 Eager to learn more about mental illness and how the brain plays a part in 

symptomatology, scientists began conducting brain research in the early 1960’s (Chakos 

1994; Azmitia 1991). Theories on mental illness surfaced regarding chemical brain 

imbalances due to an increase or decrease of one or both of the two brain chemicals 

known as serotonin and dopamine. Psychotropic drugs began to be marketed as a way to 
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balance brain chemicals and manage symptoms of mental illness (Mendels 1974). The 

Diagnostic and Statistical Manual III (APA) was published in 1980 detailing symptoms 

linked to different forms of mental illness diagnoses and creating more categories of 

illnesses (Healy 2002). This made the diagnostic process more efficient as general 

practice physicians and psychiatrists were able to better categorize their patients and 

prescribe treatment accordingly. The American Psychiatric Association (APA) teamed 

with pharmaceutical companies in search of proper treatment for mental illness. Very 

quickly, psychotropic medications became the predominant treatment for mental 

disorders and today is still the most widely utilized mental illness remedy (Whitaker 

2010; Kirsch 2010; Harrow 2007).   

Psychopharmacology 

 Robert Whitaker, a renowned journalist, conducted an epidemiological analysis of 

the history of psychotropic medications in his book Anatomy of an Epidemic: Magic 

Bullets, Psychiatric Drugs, and the Astonishing Rise of Mental Illness in America (2010). 

His book outlines the history of psychotropic drugs. He first chronicles the introduction 

of each form of new drug including antipsychotics, benzodiazepines (or antianxiety 

medications), mood stabilizers, stimulants, and antidepressants. He then goes on to 

describe studies performed on the effectiveness of these drugs including both historical 

accounts as well as more recent experiments. His work produces a core meta-analysis of 

the research of the effectiveness and safety of psychotropic medication.  

Antipsychotics 

 Thorazine was the first drug to be marketed as a way to treat mental illness in 

patients with schizophrenia in the early 1950’s (Boyle 1990). It was assumed to function 



 

 

10 

similarly to a chemical lobotomy, lessening psychotic symptoms, leading to greater 

manageability of patients with mental illness. Prior to the introduction of Thorazine, 

patients with schizophrenia were treated with natural remedies (Cole 1959). The NIMH 

conducted a study on first-episode patients with psychosis admitted to Warren State 

Hospital in Pennsylvania from 1946 to 1950 and found that 62 percent of patients with 

schizophrenia were discharged within a year and 73 percent in three years. Lehrman 

(1961) found in a study conducted in the Hillside Hospital in Queens, NY that 87 percent 

of schizophrenic patients were discharged by 1950 and only 20 percent of the patients 

were continuously hospitalized. These positive results lead to national optimism about 

recovery from schizophrenia prior to the implementation of psychotropic drugs.  

 In 1961, the California Department of Mental Hygiene reported rates of release on 

1,413 patients with schizophrenia hospitalized in 1956 (after Thorazine was introduced) 

and found that 88 percent of patients who did not take Thorazine left the asylum within 

eighteen months compared to 74 percent of those treated with the antipsychotic (Epstein 

1962). Researchers concluded that drug-treated patients tended to stay hospitalized for 

longer periods of time compared to those not on Thorazine. Higher rates of discharge 

occurred after the enactment of Medicare and Medicaid in 1965 (Silverman 1968). This 

legislation provided federal subsidies for nursing home care but failed to do so for mental 

institutions. In hopes of saving money, patients with mental illness were transported to 

other facilities. Although at the time the declining number of patients with schizophrenia 

in mental facilities was attributed to the effectiveness of Thorazine, it appears these 

patients were not being released back into the community but rather into other facilities. 
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This lessening of the amount of asylum inhabitants actually reflected a rising number in 

nursing home residents, which is not evidence of the effectiveness of the new drug.  

 At the time, scientists were not required to prove the effectiveness of drugs prior 

to placing them on the market (Swazey 1974; Mintz 1965). This changed when the 

NIMH appointed Jonathan Cole to head studies measuring the effectiveness of Thorazine 

(Cole 1959). Cole came up with what is now known as a placebo-based study in which an 

active drug is compared to an inactive (sugar) pill known as a placebo. The rating scales 

used in his studies measured symptom characteristics such as the reduction of anxiety, 

hostility, and suspiciousness. The drug would pass as being effective if it significantly 

reduced symptoms in six weeks suggesting short-term decline in symptoms as 

confirmation of the drug’s effectiveness. Cole found that the drug worked in reducing 

symptoms when compared to the placebo in all of his trials. Another researcher by the 

name of Schooler (1967) found patients who received the placebo treatment were less 

likely to be rehospitalized than those on the antipsychotic. Only seven percent on the 

placebo relapsed compared to 65 percent of patients taking Thorazine before the drug 

was withdrawn. He concluded that drugs may be effective in immediately relieving 

symptoms but were making patients more prone to psychosis over long-term usage 

leading to higher rehospitalization rates. Withdrawal from Thorazine led to harsh 

symptoms including nausea, vomiting, diarrhea, agitation, insomnia, headaches, and 

motor tics suggesting the possibility of psychosis returning upon the cessation of 

medication (Cole 1959). 

 Relapse rates of the 1960s spurred research interests in the 1970s once again 

leading to studies examining discharge rates of patients with schizophrenia both on and 
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off antipsychotics (Carpenter 1977). In these studies conducted by the NIMH, researchers 

had similar findings of patients treated with drugs and without. Only 35 percent of those 

not on drugs relapsed compared to 45 percent of medicated patients. Non-medicated 

patients showed greater long-term improvements by being able to adjust better in the 

community after leaving mental hospitals. The NIMH concluded that patients with 

mental illness on drugs are less able to cope with life stressors leading them to a greater 

chance of relapsing post discharge (Rappaport 1978).  

 It was not until the late 1970s that Americans were introduced to a possible 

explanation as to why patients on medication appeared to be more vulnerable to 

psychosis (Chouinard 1978). Chouinard (1978) discovered that antipsychotics were 

designed to block 70 to 90 percent of all D2 receptors in the brain forcing the brain to 

compensate for this blockage. The density of the postsynaptic neurons increases as well 

as the density of the receptors making the brain supersensitive to its psychosis mediator 

(dopamine). Antipsychotics such as Thorazine slow down dopamine transmission forcing 

the brain to accelerate dopamine production. If the drug is withdrawn abruptly, the brake 

on the dopamine is released and the dopaminergic pathways in the brain become 

critically out of balance. Neurons in the basal ganglia fire rapidly causing patients who 

are withdrawing from the drug to suffer psychomotor agitations. Before this theory, 

symptoms accompanied by withdrawal were assumed to be signs that the disease was 

resurfacing after patients ceased taking the drug leading many to assume the drugs were 

abating symptoms of the disease and that these symptoms return because the medicine is 

not in the patient’s system anymore. Chouinard’s research on dopaminergic pathways 

proves withdrawal from the drug elicits these symptoms rather than the return of the 
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disease. He further reiterates the possible, irreversible damage done on the brain if 

patients continue taking antipsychotics long-term by stating dopaminergic pathways may 

become permanently dysfunctional due to their constant hyperactive state, leading to 

tardive dyskinesia, or the inability to control tongue movements, and tardive psychosis 

(Myslobodsky 1993). 

 The World Health Organization (WHO) conducted a cross-cultural study 

evaluating the difference in antipsychotic drug use between developed and 

underdeveloped nations (Jablensky 1992). This study found that patients in 

underdeveloped countries fared better than those in the richer countries. At first, 

researchers attributed this difference in outcomes to compliance suggesting that persons 

in underdeveloped countries were more compliant in taking their medicine than those in 

the developed countries. Further analysis proved the opposite. People in the poorer 

countries were less compliant in taking antipsychotics than patients in the developed 

countries. In countries where patients had not been regularly maintained on 

antipsychotics, most recovered, suggesting negative health outcomes to be associated 

with psychotropic drug use. 

 Eager to understand effects of psychotropic drug use on brain chemistry, 

researchers began conducting Magnetic Resonance Imaging (MRI) studies in the 1980s 

(Gur 1998; Chakos 1994). Nancy Andreasen, a psychiatry professor and editor in chief of 

the American Journal of Psychiatry, conducted a longitudinal MRI study on over 500 

patients with schizophrenia assessing effects of long-term antipsychotic usage on brain 

chemistry (Andreasen 2005). Andreasen noticed patients at the initial time of diagnosis 

did in fact have smaller frontal lobes than normal. Over the next three years, this area of 
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their brain got even smaller. This reduction in brain volume appeared to be related to the 

worsening of psychotic symptoms leading her to conclude this disorder to be 

neurodevelopmental. Antipsychotics seemed to be therapeutically ineffective in treating 

such a disorder. As patients’ frontal lobes shrank and their psychotic symptoms 

worsened, their ability to think declined. Andreasen states in her research that 

antipsychotics block basal ganglia activity restricting necessary prefrontal cortex input. 

This reduces symptoms in the beginning but eventually causes the prefrontal cortex to 

weaken. The weakening of the prefrontal cortex makes psychotic symptoms return at a 

harsher degree, ultimately leading to cognitive impairment.  

 Martin Harrow also conducted a longitudinal study assessing the effects of long-

term psychotropic drug usage on overall health and recovery from psychosis (2007). He 

broke up time intervals in thirty month, four and a half year, and fifteen year increments 

to see how patients’ overall health changes according the length of drug usage. Harrow 

found that at the end of two years, patients with schizophrenia not on antipsychotics were 

doing slightly better than those using antipsychotics. By the end of four and a half years, 

39 percent of those not on drugs were in recovery and more than 60 percent were 

employed. Of those on antipsychotics, only six percent were in recovery and very few 

were working. After fifteen years, 40 percent of patients not on drugs were recovering 

compared to 5 percent of those being treated with antipsychotics. He concluded that 

medicated patients had one-eighth the recovery rate of those not being treated with 

antipsychotics suggesting an association between lack of recovery and psychotropic drug 

use.  
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Benzodiazepines 

 Shortly after the introduction of antipsychotics such as Thorazine, came the 

introduction of benzodiazepines as a way to cure neuroses felt by anxious individuals 

(Hollister 1975). Miltown was the first minor tranquilizer to be marketed as a way to cure 

bad nerves in the 1960s. Negative side effects of this drug appeared almost immediately 

with people complaining of becoming sick shortly after beginning the medication 

suggesting the possibility of addiction (Essig 1964). Greenblatt and Shader (1971) found 

in 26 well-controlled trials that only five of them proved Milltown was more effective 

than the placebo for calming nerves. 

 Similar to studies of antipsychotics, many scientists began studying effectiveness 

and side effects of anti-anxiety agents (Solomon 1978). In 1978, Kenneth Solomon at 

Albany Medical College in New York reviewed 78 double-blind trials of 

benzodiazepines and found that drugs proved to be more effective than the placebo in 

only half of them (1978). Arthur Shapiro at Mt. Sinai School of Medicine in New York 

found in his study on anxious patients that Valium was only superior to the placebo in the 

first week with effectiveness decreasing in the second week and disappearing altogether 

by week six (Shapiro 1983). Not only was effectiveness questionable, but side effects of 

these drugs appeared to be harmful as well (Maletzky 1976). Many patients complained 

of suffering from an increased intensity in anxiety upon quitting the drug often termed 

rebound anxiety. Other patients complained of dry mouth, hot and cold symptoms, 

insomnia, seizures, tremors, headaches, blurred vision, sensitivity to noise, nightmares, 

and hallucinations (Petursson 1981). Depression also appeared to be a reoccurring 

symptom of patients on benzodiazepines. 
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 Benzodiazepines affect brain chemistry like antipsychotics do (Cowen 1982). 

This form of medication affects a neurotransmitter in the brain known as GABA, which 

inhibits neuronal activity acting similar to a braking system of the brain. When a 

benzodiazepine binds to a GABA receptor, the central nervous system is suppressed. In 

response to this, the brain decreases output of GABA and decreases the density of 

receptors in an attempt to restore normal functioning. When this type of drug is 

withdrawn, the brain becomes hyperactive leading to negative symptoms experienced by 

patients ceasing treatment. 

 Long-term side effects of taking benzodiazepines include depression, panic 

attacks, long-term damage of the cerebral cortex and cognitive impairment (Pelissolo 

2007; Patten 1995; Golombok 1988). Many researchers find that the dosage of 

benzodiazepines is related to the risk of impairment meaning that higher dosages are 

linked to greater risk of experiencing harsh side effects of long-term usage. Many people 

using anti-anxiety drugs long-term suffer poor coping skills leading to a poor quality of 

life and poor performances in work and in their social life (Caplan 1985). Researchers 

conclude that there is no evidence to support long-term use of benzodiazepines as a way 

to cure anxiety disorders (Whitaker 2010). 

Antidepressants 

 Antidepressants are the next psychotropic drug to be analyzed. Introduced in the 

1950s as well, iproniazid and imipramine made their way to the psychopharmacological 

market in America (Medical Research Council 1965). Almost immediately after their 

introduction, people became skeptical of their effectiveness. In 1969, NIMH conducted a 

review of well-controlled studies in which they found antidepressants to play a minor role 
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in improving the clinical course of the illness (Smith 1969). Placebo-based trials began 

running their course in assessing the effectiveness of antidepressants and in 1982, 

researchers introduced an active placebo into trials in order to better control for biased 

outcomes (Thomson 1982). In six out of seven trials using active placebos, there was no 

difference between active placebos and the active drugs. Many concluded that only 

severely depressed patients fared better on antidepressants rather than an active or regular 

placebo (Elkin 1990). Antidepressants lost popularity until the late 1980s when Prozac 

was marketed as a way to make people feel fewer side effects linked to depression. 

 In 2010, Irving Kirsch, a psychologist at the University of Hull in the United 

Kingdom analyzed new generation antidepressants (including Prozac) and found that 

symptoms of medicated patients dropped 9.6 points compared to 7.8 points for the 

placebo group (Kirsch 2010). This difference is only 1.8 points. According to the 

National Institute for Clinical Excellence in Britain three points difference is required in 

order for the pill to be deemed as effective and able to be marketed as a form of 

treatment. This meant that there was no difference between older antidepressant and the 

newer forms. Other studies of antidepressants, similar to studies researching 

antipsychotics and benzodiazepines, found that people who were never treated with 

active drugs fared better than those prescribed antidepressants (Patten 2004; Ronalds 

1997). Long-term use of antidepressants is associated with an increased risk of permanent 

disability rendering patients suffering from depression incapable of remaining gainfully 

employed (Patten 2004). 

 Along with the risk of being permanently disabled, comes the presence of harsh 

physical and emotional side effects of antidepressant use (NIMH The Numbers Count 
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1998). These symptoms include major depressive disorder, sexual dysfunction, muscle 

tics, fatigue, emotional blunting, and apathy. Memory impairment as well as problem-

solving difficulties and loss of creativity are associated with long-term use (Fava 2006). 

After reviewing these symptoms, it becomes clear why patients on antidepressants are at 

a greater risk of losing their jobs and remaining unemployed as it appears almost 

impossible to work under such incapacitating conditions.  

Drug Cocktails 

 Recent studies on bipolar disorder shed more light on how harmful psychotropic 

medications can be over the long-term and when mixed with other chemicals such as 

other psychotropic medications (Healy 2008). Bipolar disorder first showed up in the 

DSM III in 1980 and since then diagnoses have increased significantly. The NIMH 

reports that today, bipolar illness affects one in every forty adults in the United States and 

is believed to be onset by drug use – both legal and illegal (NIMH 2008). The increase in 

diagnostic categories affects part of the increase in diagnoses while the other half of the 

story lies in drug use and the tendency for chemicals to alter brain chemistry leading to 

permanent imbalances (Baethge 2005). Manic symptoms appear to surface a lot of the 

time after the introduction to antidepressants, and stimulants such as cocaine, marijuana, 

and hallucinogens (Goldberg 2008; Angst 1985). Yale University School of Medicine 

conducted a study reviewing records of 87,290 depressed and anxious patients and found 

that those treated with antidepressants converted to bipolar diagnoses at a rate of 7.7% 

annually (Martin 2004; Goldberg 2001).  

 If treated with psychotropic drugs, bipolar disorder requires a cocktail of 

prescriptions (Healy 2008). This cocktail includes an antidepressant, an antipsychotic, a 
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mood stabilizer, a benzodiazepine and sometimes a stimulant as well. The more medicine 

a patient receives, the greater the risk of impairment leading to disability, unemployment, 

and lack of social support. Patients with bipolar disorder also suffer from more 

physiological symptoms as well including cardiovascular problems, diabetes, obesity, and 

thyroid dysfunction all assumed to be side effects of drug toxicity (Kupfer 2005).  

 In Harrow’s study on long-term use of psychotropic drugs, he compares outcomes 

of patients with schizophrenia with those of patients with bipolar disorder (2007). At the 

thirty-month mark, he finds differences in patients on drugs and off drugs. Each set of 

patients off drugs fared slightly better than those on drugs. However, at the four and half 

year mark, Harrow finds schizophrenia patients off drugs are markedly better than manic-

depressive patients on drugs. Given that schizophrenia is known to be a more severe 

mental disorder, it remains puzzling that patients with bipolar disorder are faring far 

worse. This provides further insight on how debilitating psychotropic drug cocktails can 

be over the long-term.  

 Though each psychotropic drug is different and aims to treat a different form of 

mental illness, similar patterns of effectiveness emerge raising questions regarding 

benefits (Whitaker 2010). Over the last fifty years, studies have consistently found little 

evidence proving effectiveness and have also found lower rates of recovery among 

patients staying on psychotropic drugs long-term. As summarized by Whitaker (2010), 

monetary gains experienced by pharmaceutical companies and physicians may help 

explain why psychotropic drugs are continuously prescribed, despite the overwhelming 

evidence of lack of effectiveness and harmful physical side effects.  
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Current Access to Mental Health Care and Treatment 

  With the rise in rates of mental illness and the increase in people on Social 

Security Income (SSI) and Social Security Disability Income (SSDI) due to mental illness 

diagnoses, healthcare access remains a topic of importance (Eack and Newill 2012; 

Whitaker 2010; Snorkin et al. 2009; Ruiz 2004; U.S. Department of Health and Human 

Services 1999). There are many dimensions of stratification that affect mental healthcare 

access in a variety of complex ways (Eack and Newill 2012; Snorkin et al. 2009; Ruiz 

2004). Some of these factors of interest include age, sex, race and ethnicity, poverty, and 

form of insurance coverage. Socially and economically disadvantaged groups such as 

women, children, the elderly, racial and ethnic minorities, and people belonging to a 

lower economic class, are likely to experience barriers in their attempts to access care 

(Harris et al. 2012; Each and Newhill 2012; Nwokeji et al. 2012; Nejtek et al. 2011; 

Anglin et al. 2008; Lesser et al. 2007; Anglin, Link and Phelan 2006; Bazargan, 

Bazargan-Hejazi and Baker 2004; Uehara 1994). The form of healthcare available may 

be different for those belonging to an underprivileged social class, affecting the type of 

treatment they receive as well as their rate of recovery and symptom management (Rost 

et al. 2011; Lesser et al. 2007; Stevens, Harman and Kelleher 2005).  

 Age and sex affect the accessibility of mental healthcare leaving individuals of 

underprivileged groups with a greater risk of experiencing inequality (Virnig et al. 2013; 

Harris et al. 2012; Nwokeji et al. 2012; Horvitz-Lennon et al. 2009; Lesser et al. 2007; 

Stevens et al. 2005). Thoits (2005) found, in her study on prevalence of mental disorders, 

that women are more likely than men to suffer from emotional turmoil leading to a 

diagnosis. These rates could be linked to an increase in the prevalence of life stressors 
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among women such as economic inequality, single parenting, and lack of social support 

(Nwokeji et al. 2012). Thoits (2005) also found people who are not married to be at a 

greater risk for experiencing mental illness than those who are married further providing 

further proof that lack of social and economic support provided through marriage may 

cause single individuals to experience emotional despair to a greater degree. Researchers 

note that men are less likely to seek help due to the stigma associated with the inability to 

manage emotions, which could also contribute to higher reported rates of mental illness 

rates among women (Nwokeji et al. 2012; Thoits 2005).  Another study done by Lesser et 

al. (2007) finds women are more likely to be publicly insured also affecting their 

accessibility to mental healthcare as well as available forms of treatment, hindering 

access to equitable care.  

 Several studies have been done on psychotropic drug use among children and 

elderly individuals suggesting rates to be higher for these groups compared to the general 

adult population (Virnig et al. 2013; Harris et al. 2012). In a study done by Harris et al. 

(2012) researchers found that children on psychotropic drugs are typically not receiving 

any other form of treatment, suggesting the possibility of disparity in available treatment 

options presented to this group. Both Lesser et al. (2007) and Nwokeji et al. (2012) found 

age to be a significant indicator of persons receiving drug treatment for mental and 

emotional disorders stating that older persons are more likely to be on medication. Thoits 

(2005) found that older individuals on Medicare are more likely to be hospitalized for a 

mental illness. Since hospitalization requires a mental illness diagnosis from a medical 

authority, one can assume that the older population contains individuals more likely to be 

diagnosed as having a severe mental illness. It remains important to note that inpatient 
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therapy does not necessarily suggest better treatment and also suggests higher rates of 

psychotropic drug use (Horvitz-Lennon et al. 2009).  

 These age groups remain reflective of populations more likely to be using public 

insurance programs including Medicare and Medicaid (Virnig et al. 2013; Rost et al. 

2011). The lack of diversity among health care options due to form of insurance may lead 

elderly individuals as well as children into disparate healthcare settings. These healthcare 

settings reflect a higher rate of inpatient services, higher rates of psychotropic drug use, 

and lower rates of alternative therapy, likely hindering rate of recovery and increasing the 

chances of experiencing alternative medical, economical, and social issues and injustices 

(Virnig et al. 2013; Harris et al. 2012; Nwokeji et al. 2012; Horvitz-Lennon et al. 2009; 

Lesser et al. 2007).  

 Racial and ethnic minorities are also at a greater risk for suffering emotional 

turmoil leading to a mental illness diagnosis due to racial discrimination and the stress 

this can cause physically, financially, and emotionally (Conner et al. 2010; Bazargan et 

al. 2004; Ruiz 2004). The inaccessibility of mental health care can be viewed as a 

consequence of several barriers. Public and internalized stigma on mental illness 

diagnoses remains to be a prominent theme in existing literature (Conner et al. 2010; 

Conner, Koeske, and Brown 2009), along with the mistrust racial minorities have in the 

healthcare system and with physicians – both primary and psychiatric (Kranke et al. 

2012; Copeland and Snyder 2011; Conner et al. 2010; Whitaker 2010; Ruiz 2004). 

Cultural beliefs centered on spirituality and inner strength necessary to be a functioning 

member of society add to the pressure to avoid seeking treatment (Kranke et al. 2012; 

Conner et al. 2010; Anglin et al. 2008; Ruiz 2004). Other difficulties in accessing care 
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include the inaccessibility of transportation, poor quality housing, poor quality care by 

physicians lacking psychiatric expertise, and the presence of substance abuse further 

complicating existing mental disorders (Eack and Newill 2012; Nejtek et al. 2011; Anglin 

et al. 2008; Anglin, Link and Phelan 2006; Uehara 1994). 

 Kranke et al. (2012) found not only the illness to be shameful but also 

psychotropic drugs as treatment to be equally as stigmatizing. Risk of dependence and 

negative side effects contribute to doubts of effectiveness of psychotropic drugs as a form 

of treatment (Kranke et al. 2012; Diaz, Woods, and Rosenheck 2005). This information 

might be able to explain lower compliance rates found in some studies on mental illness 

treatment among minority populations (Horvitz-Lennon et al. 2009; Bazargan et al. 

2004). Themes of untrustworthiness are still prevalent today and are seen in the 

unwillingness to access care or comply with mental healthcare treatment regimens for 

fear that the care being sought is more harmful than helpful (Kranke et al. 2012; 

Copeland and Snyder 2011; Conner et al. 2010; Whitaker 2010; Ruiz 2004).  

 Eack and Newill (2012) found that African Americans who do gain access to care 

receive a different standard of care. This standard of care includes greater use of inpatient 

services such as hospitalization and less use of outpatient treatment options contributing 

to a lower quality care (Eack and Newill 2012; Sorkin et al. 2009; Schwartz and 

Feisthamel 2009). African Americans, if treated in an inpatient facility, are less likely to 

return to work and less likely to follow up with treatment when compared to white 

individuals suffering from similar diagnoses. Current literature highlights greater 

prevalence for African Americans to be involuntarily committed to inpatient facilities 

compared to whites. Greater chances of being involuntarily committed to inpatient 
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facilities are accompanied by the tendency for African Americans to be diagnosed as 

having a psychiatric illness rather than obtaining a mood disorder diagnosis (Horvitz-

Lennon 2009; Rost et al. 2011). Since type of illness is associated with form of treatment, 

one can expect African Americans diagnosed as mentally ill to be more prone to being 

placed on antipsychotics or other forms of psychotropic drugs. Interesting to note that 

overall, African Americans are less likely to take psychotropic drugs but once they are 

granted access into inpatient facilities (sometimes involuntarily), they are more likely to 

be placed on drugs believed to treat more severe symptoms. This may suggest that access 

to care for this population leads to the over-prescription of drugs, hindering their rate of 

recovery and increasing the risk of experiencing other health problems (Harrow 2007; 

Kirsch 2010).  

 Some researchers attribute higher rates of inpatient care among African 

Americans to the misconception of symptoms by diagnosticians (Eack and Newill 2012; 

Sorkin et al. 2009; Schwartz and Feisthamel 2009). The misdiagnosis, over-diagnosis, 

and under-diagnosis of mental disorders all play a part in the mistrust, and 

miscommunication between African Americans with mental illness and their physicians 

further obstructing accessibility to proper mental healthcare. Researchers state one way to 

increase trust between a patient and their physician is by matching the ethnicity of the 

patient with that of their physician (Eack and Newill 2012). Some suggest the 

misinterpretation of symptoms could be attributed to a barrier in place by racial bias of 

the physician. Matching ethnicities would help to eliminate the risk of misinterpretation 

leading to inconsistent patterns of diagnosis, though given the low number of minority 

mental healthcare physicians available this is rather difficult to accomplish. 
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 Current literature underlines several issues racial and ethnic minorities face in 

regards to their accessibility to proper healthcare. Solutions offered by some and include 

an increase in education among people with mental illness, an increase in understanding 

or proper training of physicians in dealing with persons outside of their racial or ethnic 

group, and a reconceptualization of mental illness among ethnic and racial minorities 

taking into account increased stress due to racial discrimination (Eack and Newill 2012; 

Kranke et al. 2012; Copeland and Snyder 2011; Conner et al. 2010; Ruiz 2004). Because 

African Americans are so involved in their church, Kranke et al. (2012) suggest psycho-

educational programs be present in churches inviting everyone to work together on 

educating themselves on mental illness, the importance of spirituality, as well as other 

forms of treatment, while providing role models of resiliency believed to offer hope to 

those suffering. Researchers highlighting negative aspects of physician-patient 

relationships suggest more training for physicians in working with people of different 

cultural and ethnic backgrounds (Eack and Newill 2012; Copeland and Snyder 2011; 

Ruiz 2004). An increased understanding could lead to a greater chance of empathy 

increasing the chance of recovery rates for mental health outpatient and inpatient 

treatment. 

 Poverty status affects the accessibility of mental healthcare and treatment (Eack 

and Newill 2012; Nejtek et al. 2011; Anglin et al. 2008; Anglin et al. 2006; Thoits 2005; 

Uehara 1994). Barriers include the lack of reliable transportation, poor public housing, 

homelessness, substance abuse and the risk of seeing a physician lacking expertise in 

diagnosing and treating mental illness. Poverty is often accompanied by unemployment, 

lack of insurance coverage or the use of public assistance programs, lack of 
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transportation, and (at its worst) homelessness believed to increase chances of substance 

abuse (Nejtek et al. 2011).  

 It is important to note how lack of economic resources can affect individuals who 

are at a greater chance of facing stigma by highlighting their inability to work their way 

out of an undesirable lifestyle (Eack and Newill 2012; Nejtek et al. 2011; Anglin et al. 

2008; Anglin et al. 2006; Uehara 1994). Unemployment leads to a cycle of poverty 

difficult to escape especially when accompanied by symptoms of mental illness. 

Treatment for mental illness varies and can be controversial. Critics suggest the use of 

psychotropic drugs can be permanently debilitating, stating long-term use may result in 

permanent placement on SSI or SSDI (Whitaker 2010). Whitaker (2010) summarizes 

many studies done on the harmful side effects of psychotropic drugs and notes most 

people who remain on them long-term have greater chances of remaining financially 

dependent due to poor health conditions that appear as a result of medication use. People 

at a greater risk for being prescribed psychotropic drugs may share other lifestyle aspects 

such as similar socio economic standings and insurance coverage (Rost et al. 2011). 

 Financial standing is related to insurance coverage, which affects mental 

healthcare access in a variety of complex ways (Rost et al. 2011; Lesser et al. 2007; Roy-

Byrne et al. 2006; Thoits 2005; Wagner et al. 2005; Grazier et al. 2005; Bazargan et al. 

2004). Private insurance in the United States is tied exclusively to employers suggesting 

those covered through private vendors are either gainfully employed or married to 

someone who is (Grazier et al. 2005). Individuals who are privately insured have greater 

access to physicians in a vast majority of fields increasing the likelihood that they are 

made aware of alternative forms of treatment. Public forms of insurance such as 
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Medicaid and Medicare are offered to certain groups of individuals who have a 

household income below the poverty line.  

 Public forms of insurance, though helpful in assisting individuals of a lower socio 

economic status, are at times restrictive in physician choices which is linked to a decrease 

in the variety of available treatment options (Thoits 2005). In a study done on children 

enrolled in Medicaid, Harris et al. (2012) found there were a substantial number of 

children utilizing antipsychotic medication without the use of any other forms of 

treatment such as therapy when compared to those covered by private insurance. It is 

suggested by these critics that parents should be made aware of other forms of treatment 

placing less emphasis on antipsychotic use with their children and more on therapy as 

well as alternative forms of mental illness treatment. Stevens, Harman, and Kelleher 

(2005) found different results in their study on children with ADHD. Children with 

private insurance and Medicaid are more likely to be diagnosed than those who are 

uninsured, and thus private insurance was associated with an increase in prescriptions of 

stimulants. Stevens, Harman, and Kelleher (2005) suggest the uninsured children are at 

the most risk for under-diagnosis and under-treatment in regard to ADHD. Though these 

research designs capture differences in psychotropic drug use according to insurance 

coverage, their population includes children and not adults and covers only a few specific 

diagnoses (ADHD and schizophrenia) as well as specific drugs associated with managing 

alleged symptoms (Harris et al. 2012; Stevens et al. 2005). Harris et al. (2012) state they 

are unsure if their findings can be generalized to individuals not on public assistance. 

 In another study done by Horvitz-Lennon et al. (2009), researchers found poorer 

quality care to be associated with greater use of psychiatric inpatient services, such as 
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hospitalization. As suggested before, the use of psychiatric inpatient services requires a 

severe mental illness diagnosis with psychotropic drugs as a form of treatment suggesting 

those being treated with inpatient services are more likely to be prescribed medication 

(Horvitz-Lennon et al. 2009; Thoits 2005). Further, Rost et al. (2011) found in their study 

on insurance coverage and patients with schizophrenia that people on Medicare and 

Medicaid are more likely to be hospitalized compared to those who have private 

insurance. They also found individuals who lack insurance coverage have a decreased 

chance of hospitalization. Since inpatient services are related to a lower quality of care 

and individuals with public insurance are the most likely to be hospitalized, research 

suggests the publicly insured are at a greater risk for experiencing substandard treatment, 

affecting their use of psychotropic drugs as well as their rates of recovery (Rost et al. 

2011; Horvitz-Lennon et al. 2009).  

 Another aspect of insurance coverage is the type of practitioner available 

(DeLeon et al. 2003). Researchers state primary health care clinics treat disadvantaged 

groups at higher rates than a private physician such as a psychiatrist. The type of doctor 

an individual sees is related to suggested treatment regimens. A primary care doctor may 

not be as knowledgeable on psychiatric diagnoses and available treatment options as 

would a psychiatrist. Rost et al. (2011) found in their study that primary care physicians 

provided 14% of the visits of their patients of which 62% involved antipsychotic 

medication. Psychiatrists in this study provided 86% of the visits to patients with a 

diagnosis of schizophrenia; 85% of these visits involved antipsychotic medication. Rost 

et al. (2011) also found that those on public insurance are more likely to be hospitalized 

contributing to higher rates of inpatient treatment use. This study lacks any information 
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regarding alternative forms of treatment, though, remains to be one of few studies 

comparing private insurance, public insurance, and lack of insurance and how forms of 

coverage affects type of doctor seen, inpatient treatment utilization as well as outpatient 

treatment.  
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CHAPTER III 

Theoretical Framework 

 Karl Marx’s historical sociological theory of capitalism and the subjugation of the 

proletariat class by the bourgeoisie can be applied to themes of mental healthcare 

accessibility and suggested treatment regimens (Lemert 2010). Capitalism refers to a 

societal structure seeking to maximize profits or capital while minimizing cost or risk. 

Weber refers to the upper class as the bourgeoisie and the lower class as the proletariat. 

He states that members of the upper class seek to overpower individuals belonging to the 

lower class as a means of increasing or maintaining their power. Many modes of behavior 

are utilized in order to carry this notion to fruition including but not limited racism, 

sexism and ageism or in other words tying stigma to members of disadvantaged groups in 

order to create categories of normality and deviance (Goffman 1963). Stigmatized 

individuals, because they are viewed as unworthy or less than human due to their 

association with deviance, are restricted from class resources preventing social and 

economical mobility and limiting access to resources to those categorized as normal or 

the bourgeoisie.  

 The conceptualization of mental illness has changed through the years with the 

latest theme centered on an increase in the number of mental illness categories reflective 

of an increase in the number of behaviors being defined as deviant (Conrad 2007). Peter 

Conrad’s theory on the Medicalization of society outlines the process of turning 

behavioral abnormalities into medical disorders calling for symptom management and 

behavior control (2007). He defines medicalization as a process by which nonmedical 

problems become defined and managed as medical issues. Conrad’s theory suggests the 
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diagnosing and treating of mental illnesses may be reflective of our society’s need to 

conceptualize and categorize human behavior, medicalizing deviant portrayals. He argues 

that any human behavioral difference runs the risk of being considered a diagnosable 

disorder, subject to medical intervention. Medicalization transforms normal life stressors 

into pathologies, which in turn narrows the scope on tolerable behavior or emotional 

expression.  

 Medicalizing behavior and emotions has its benefits for those who are equipped 

with the power to define, diagnose, recommend, and profit from treatment (Conrad 

2007). Those who have the authority to define symptoms reflective of a disorder dictate 

the constitution of a medical problem. The pharmaceutical industry, for instance, benefits 

greatly from the increase in mental illness categories since psychotropic medication is 

used more than any other form of treatment. Daily life stressors and normal levels of 

social anxiety and fear have now been defined as disorders instilling a need for treatment 

in the form of medication in individuals who identify as having associated disorders. The 

pharmaceutical industry goes to great lengths to advertise these disorders as well as the 

associated drug assumed to manage symptoms. In a sense, drug companies are equipping 

the public with tools used to self-diagnose their ailments, giving them a medical reason to 

associate with their emotional discomfort. Patients are now able to transform their list of 

unclear, unconnected, and mysterious complaints into an organized illness. This 

contributes to over-diagnosis, an increasing number of mental illness categories in the 

DSM, and the over-medicalization of mental illness. The medicalization of emotional 

instability and turmoil labels behavior, providing justification for thinking, feeling, and 
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behaving in certain ways leading the labeled individual free from responsibility and 

behavioral accountability.  

 According to Conrad, one major danger for the medicalization of behavior as 

mental illness is that it diminishes our tolerance for and appreciation of diversity by 

deeming abnormalities as disorders requiring treatment (2007). Treating behavioral 

differences as medical problems appears to benefit only those in charge of categorizing 

behaviors into illnesses, which is reflective of Marx’s theory of capitalism (Lemert 2010). 

Conrad also suggests this to be a form of social control. Many sociologists agree that 

some amount of social control is necessary for a society to function. In this case, medical 

norms create expectations for bodies, behavior and health which set boundaries and 

norms assumed to guide and influence behavior (2007). Treating the individual with 

mental illness is reflective of Conrad’s notion of the individualization of social problems 

(Conrad 2007). He states this to be a consequence of medicalization, which seeks to solve 

the problem of the individual instead of the social environment. Psychotropic drugs as a 

form of treatment also serves a form of social control in their ability to alter the behavior, 

body, and psychic state of the individual taking the prescribed medication. Psychotropic 

drugs have been viewed as a form of medical social control of deviance. 

 Forms of treatment available are correlated with insurance coverage (Conrad 

2007). When third parties pay for treatment or therapy, this is known as a mediated 

market. The market is mediated by the coverage policy of the insurance company or 

governmental program. The form of treatment one receives for the management of 

mental illness symptoms depends greatly on what is covered through their policy. Most 
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insurance policies pay the most for psychotropic drugs as a form of treatment offering 

little compensation for alternative methods and/or therapy.  

 Given the knowledge we have on the effectiveness of psychotropic drugs as well 

as risks of harmful side effects, the issue of medicalization of behavior becomes more 

disconcerting. Psychotropic drugs raise suspicion among researchers who fail to find 

evidence, proving effectiveness of this form of treatment (Kirsch 2008; Harrow 2007). 

Short-term relief of symptoms is often misinterpreted as proof of the effectiveness of the 

drug. Research conducted on effects of psychotropic drugs suggest long-term use leads to 

physical ailments including but not limited to heart failure, diabetes, obesity, headaches, 

psychomotor abnormalities, and addiction (Kupfer 2005; Ashton 1991). Cognitive 

impairment leaves many suffering from mental illness permanently debilitated and unable 

to remain employed (Harrow 2007). Unemployment leads to rising rates in people on SSI 

and SSDI as well as those publicly insured and uninsured (Nwokeji et al. 2012; Horvitz-

Lennon et al. 2009; Lesser et al. 2007). Insurance is reflective of form of treatment 

leading many who are on pubic assistance programs to be overly diagnosed and 

prescribed psychotropic drugs. This cycle perpetuates inequality by leaving many 

unemployed and unable to escape poverty due to debilitating effects experienced through 

use of psychotropic drugs. 

 Rising rates of mental illness accompanied by rising rates of people on SSI and 

SSDI leave some questioning reasons behind suggested forms of treatment (Whitaker 

2010). Whitaker (2010) theorizes in his extensive review of current and historical 

literature that monetary benefits associated with pharmaceutical companies are at the root 

of the medicalization of behavior, the over diagnosing of mental illness and the over 
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prescribing of psychotropic drugs. His theory ties into Marx’s theory on class domination 

through the restriction of social and economic mobility of lower class individuals, 

rendering them mentally, physically, economically, and socially debilitated (Lemert 

2010). The upper class, or bourgeoisie, benefits economically, physically, and socially by 

suppressing the proletariat class, or in this case, those suffering from mental illness 

convinced they need treatment in the form of symptom management.  
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CHAPTER IV 

Study Purpose 

 My study aims to fill gaps left in existing literature by analyzing how insurance 

relates to treatment received by adults with a self-reported mental health disorder. The 

study will examine how insurance is correlated with the presence of mental illness 

treatment. For those respondents who do receive treatment it will also examine whether 

they receive psychotropic medication only or other forms of treatment (therapy or 

medication combined with therapy). Finally it will explore how insurance relates to the 

use of alternative types of treatment (e.g. herbalism, support groups). All analyses will 

compare treatment variables such as medication only, therapy and medication, therapy 

only, and alternative forms of treatment for respondents who are insured by Medicaid or 

Medicare, receiving VA insurance, privately insured, or uninsured. Multivariate analyses 

will be conducted to examine if relationships between insurance status and treatment 

remain when controlling for mental illness severity, age, sex, race/ethnicity, income, and 

education.  

 The research question I aim to address in my current study is whether or not 

treatment varies according to form of insurance. Given information provided by existing 

literature I have come up with three hypotheses regarding the relationship between 

mental illness treatment and type of insurance.  

• H1: The uninsured are less likely to receive treatment for their mental health 

problems than people with private or public forms of insurance. 

• H2: The uninsured are more likely than those with private or public insurance to be 

treated with medication only. 
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• H3: Individuals who utilize alternative forms of treatment differ according to their 

insurance status. 

 Given the research on the harmful effects of long-term psychotropic drug use, it 

remains important to analyze whether insurance influences the types of treatments people 

with mental health problems receive, particularly if they are receiving less treatment, or 

treatment which is heavily reliant on protocols with significant risk as opposed to those 

which pose less risk.  



 

 

37 

CHAPTER V 

Methods 

 The 2009 National Survey on Drug Use and Health (NSDUH) was used for all 

analyses and can be identified as a probability sample of the US population. Respondents 

are age 12 and older. However, for this study, I examined only respondents age 18 and 

over. For this particular survey, a scientific random sample of households was selected 

and a professional interviewer made a visit to each household to conduct surveys in 

person. The interview response rate was 75.56%. The high response rate and random 

probability sampling design make the sample generalizable to the US adult population. 

This data set is comprised of responses to survey questions on mental health, form of 

treatment utilized, insurance coverage, as well as other demographic variables including 

age, income, education, race and ethnicity, and sex. A subset was pulled from the original 

data to include only adults who self-reported having a mental illness (non-specific). 

 Mental illness was measured using a variable created in the data set from a larger 

number of questions. The 2009 NSDUH used a set of scales in order to measure the 

prevalence and severity of mental disorders. The Psychological Distress Scale: K6 is a 

screening instrument for nonspecific psychological distress and was used to capture both 

past month and past year prevalence. The K6 scales include questions such as: During the 

past 30 days, how often did you feel nervous? Answer options include: all of the time (4), 

most of the time (3), some of the time (2), a little of the time (1) and none of the time (0).  

If a respondent scored 13 or greater, they were classified as having serious psychological 

distress (SPD). The Functional Impairment Scale: World Health Organization Disability 

Assessment (WHODAS) was also used to measure functional impairment. This scale 
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consists of a series of questions assessing disturbances in social adjustment and behavior. 

A reduced set of 13 questions from the WHODAS was included in the NSDUH 2009. 

The questions asked respondents if their emotions, nerves, or mental health caused them 

to have difficulties in daily activities. An example of a question used is: Did problems 

with your emotions, nerves, or mental health keep you from leaving the house on your 

own? Answers included: no difficulty (0), mild difficulty (1), moderate difficulty (2), 

severe difficulty (3), and I do not know or refused to answer (0). Due to time limitations 

and resources, it was not possible to perform structured diagnostic clinical interviews to 

assess mental illness on all respondents. Short screener scales – K6 and WHODAS – 

which, measure psychological distress and functional impairment were used in a 

statistical model to accurately predict mental illness. Responses from both of these scales 

were transformed and summed to create total score variables predicting the probability of 

mental illness. Respondents were given a score of 0-17 indicating the presence of mental 

illness as well as the level of severity. Four recoded variables assessing the presence and 

severity of mental illness used in the current study include any mental illness (AMI) in 

the past year (yes or no), severe mental illness (SMI) (yes or no), moderate mental illness 

(yes or no), and mild mental illness (yes or no). The subset for this study included 

respondents who were coded as having any mental illness in the past year. Level of 

severity was used as a control variable in the three regressions ran and assumes the 

presence of the need for treatment.  

 Form of treatment was measured for past year use and captured eight categories:  

inpatient treatment only; outpatient treatment only; inpatient and outpatient treatment 

only; medication only; inpatient and medication only; outpatient and medication only; 
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inpatient, outpatient, and medication; and no treatment. To simplify, I collapsed these 

items into four categories: therapy only (inpatient and/or outpatient); medication only; 

therapy and medication; and no treatment. Respondents were also asked about their use 

of other, non-pharmacological forms of treatment which include herbalism, chiropractic 

measures, religious and spiritual guidance, and/or group support (both online and in 

person). These variables were obtained by asking respondents which type of treatment 

they used in the past twelve months. I recoded this variable to capture any use of 

alternative treatment, with no regards to specific forms.  

 Insurance coverage was assessed by asking respondents which type of healthcare 

they have (e.g. private, Medicaid or Medicare, Military and Veteran Insurance, and 

none).  

 Control variables included in the analyses were sex (male and female), 

race/ethnicity (White, African American, Native American, Asian American, Hispanic, 

and other), education measured as a four point ordinal scale (less than high school, high 

school graduate, some college, and college graduate), income measured as a four point 

ordinal scale (less than $20,000, $20,000-$49,000, $50,000-$74,999, and $75,000 and 

over), and age measured as a 17 point ordinal scale.  
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CHAPTER VI 

Analysis 

Univariate Analysis 

 Tables 1 & 2 provide the univariate (descriptive) analyses of study variables. 

Table 1. Univariate Analysis-Demographic Variables. 

Variable % N 

Sex 
• Female 
• Male 

 
• 62.4% 
• 37.6% 

 
• 6,188 
• 3,734 

Race 
• White 
• Black 
• Native American 
• Asian 
• Hispanic 
• Other 

 
• 65.7% 
• 11.0% 
• 1.5% 
• 3.7% 
• 14.0% 
• 4.1% 

 
• 6,521 
• 1,094 
• 147 
• 364 
• 1,394 
• 402 

Income 
• Less than $20,000 
• $20,000-$49,999 
• $50,000-$74,999 
• $75,000 or More 

 

 
• 31.7% 
• 34.4% 
• 14.3% 
• 19.7% 

 
• 3,142 
• 3,413 
• 1,416 
• 1,951 

Education 
• Less than high 

school	  
• High school 

graduate	  
• Some college	  
• College graduate	  

 
• 18.2% 

 
• 32.4% 
• 31.1% 
• 18.2% 

 

 
• 1,808 

 
• 3,215 
• 3,089 
• 1,810 

Age  11.87 (22-25 years of age) 9,922 
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Table 2. Univariate Analysis-Key Independent and Dependent Variables. 

Variable % N 

Insurance 
• Medicare 
• Medicaid 
• VA Insurance 
• Private Insurance 
• Uninsured 
• Missing 

 
• 1.4% 
• 15.6% 
• 2.4% 
• 52.6% 
• 27.7% 
• 0.6% 

 
• 141 
• 1,546 
• 238 
• 5,216 
• 2,752 
• 29 

Treatment 
• Therapy Only 
• Medication Only 
• Therapy and Meds 
• None 
• Missing 

 
• 5.2% 
• 12.6% 
• 14.4% 
• 67.2% 
• .6% 

 
• 515 
• 1,255 
• 1,429 
• 6,667 
• 56 

Serious Mental Illness 
• No past year 
• Yes past year 

 
• 74.4% 
• 25.6% 

 
• 7,381 
• 2,541 

Moderate Mental Illness 
• No past year 
• Yes past year 

 
• 78.8% 
• 21.2% 

 
• 7,823 
• 2,099 

Mild Mental Illness 
• No past year 
• Yes past year 

 
• 46.8% 
• 53.2% 

 
• 4,640 
• 5,282 

Alternative Treatment 
• Yes 
• No 

 
• 16.7% 
• 83.2% 

 
• 1,653 
• 8,257 

 

 The sample chosen for this study (respondents who have experienced a mental 

health disorder in the past year) is comprised of 9,922 respondents. The majority of these 

respondents are female and white. The plurality of respondents state their household 

income is between $20,000 and $49,999 and approximately half of the respondents have 

a high school degree or less. Slightly more than half of respondents are privately insured, 

though the second to largest group claim to be uninsured at 27.7%. Over two-thirds of 

respondents report that they received no treatment for their mental illness/disorder within 
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the past year (67%). The majority of the respondents have mental health disorders that 

are mild, compared to moderate or serious. 

Bivariate Analysis 

 To test the hypotheses that there is a relationship between insurance coverage and 

form of treatment, I ran a chi square analysis. The results can be found in the Table 3. 

Table 3. Chi Square Analysis-Insurance and Form of Treatment. 

Treatment Medicare Medicaid VA 
Insurance 

Private 
Insurance 

Uninsured Significance 

Therapy 
Only 

7.8% 4.7% 3.8% 5.8% 4.4% .000 

Meds 
Only 

12.8% 15.8% 16.9% 13.3% 9.5%  

Therapy 
and Meds 

33.3% 20.4% 23.3% 14.7% 9.2%  

None 46.1% 59.2% 55.9% 66.3% 76.8%  
 

 With p being less than or equal to .05, there is a significant relationship between 

insurance and treatment. Table 3 reveals that the uninsured are less likely to receive 

treatment than those with insurance and the differences between the uninsured and 

insured are quite substantive. It is interesting to note that the second largest category for 

the uninsured are those receiving only medication, whereas for all the insurance groups 

the second largest category is therapy and medication combined. These findings provide 

some support for my first and second hypotheses. However, the chi-square is not able to 

tease out these specific group differences (only a broad relationship between the two 

variables) and it does not control for potential spurious relationships. 

 To test the hypothesis that there is a relationship between insurance and 

alternative treatment use, I ran a chi square analysis. The results can be found in Table 4. 
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Table 4. Chi Square Analysis-Insurance and Alternative Treatment. 
Alternative 
Treatment 

Medicare Medicaid VA 
Insurance 

Private 
Insurance 

Uninsured Significance 

No 84.4% 84.7% 80.3% 80.9% 87.2% .000 
Yes 15.6% 15.3% 19.7% 19.1% 12.8%  
 

 With p being less than or equal to 0.05, there is a significant relationship between 

insurance and alternative treatment. Table 4 reveals that the uninsured are less likely to 

utilize alternative forms of treatment than those with insurance. Though differences 

between the uninsured and publicly insured are not that great, it remains interesting that 

the group with the highest percentage of alternative treatment use is individuals who have 

Veteran Insurance with respondents who have private insurance as the second largest 

group. These findings support my third hypothesis. However, the chi-square is only able 

to capture a general relationship between these variables. In order to control for potential 

spurious relationships, multivariate analyses were conducted. 

Multivariate Analysis 

 In order to rule out the possibility of spurious relationships, certain variables need 

to be controlled. Thus, three logistic regressions were conducted. For the first regression 

whether the respondent received treatment (yes/no) was the dependent variable. The 

variable for treatment was coded as 1=yes and 0=no. This includes any form of 

treatment—therapy only, medication only, and a combination of the two. Insurance was 

measured by five dummy variables and were all coded as 1=yes and 0=no (e.g. Medicare 

1=yes and 0=no). No insurance served as the reference category and was left out of the 

regression. Control variables were sex (1=female and 0=male), race with white being 

held out as the reference category, income, age, education, and mental illness severity 
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with mild mental illness being held out as the reference category. Table 5 provides the 

results of this regression. 

Table 5. Logistic Regression-Any Form of Treatment. 
Variables B Exp (B) 
Insurance 

• Medicare 
• Medicaid 
• VA Insurance 
• Private Insurance 

 
• .338 
• .721 
• .607 
• .250 

 
• 1.403** 
• 2.057*** 
• 1.835*** 
• 1.285*** 

Sex (1=female, 0=male) .441 1.555*** 
Race 

• Black 
• Native American 
• Other 
• Asian 
• Hispanic 

 
• -.963 
• -.324 
• -.227 
• -1.283 
• -.643 

 
• .382*** 
• .723 
• .797 
• .277*** 
• .523*** 

Income .093 1.097*** 
Age .115 1.122*** 
Education .062 1.064* 
Mental Illness Severity 

• Serious 
• Moderate 

 
• 1.309 
• .507 

 
• 3.702*** 
• 1.660*** 

*p<.05; **p<.01; ***p<.001 

 This regression explains 19% of the variation in treatment and correctly classifies 

71.5% of the cases. According to this analysis, individuals on Medicare are 40% more 

likely to receive treatment and those on Medicaid are 106% more likely to receive 

treatment when compared to those who are uninsured. Individuals on military forms of 

coverage are 84% more likely to receive treatment. Private insurance is associated with a 

29% increase in treatment utilization. Results reveal that Hispanics are 48% less likely, 

Asian Americans 72% less likely, and African Americans 62% less likely to receive 

treatment than Whites. Individuals who self identify as having a serious mental illness are 

270% more likely to receive treatment than individuals who self identify as having a mild 

mental illness.  
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 The next table reflects results from a binary logistic regression with Medication 

Only as a dependent variable. The intent was to examine, among those who do receive 

treatment, which groups are most likely to receive medication only (coded as 1) as 

compared to other forms of treatment such as therapy or medication and therapy (coded 

as 0) See Table 6 for more detailed results. 

Table 6. Logistic Regression-Medication Only Compared to Other Treatment. 
Variables B Exp (B) 
Insurance 

• Medicare 
• Medicaid 
• VA Insurance 
• Private Insurance 

 
• -.380 
• -.164 
• -.103 
• -.028 

 
• .684** 
• .849 
• .902 
• .973 

Race 
• Black  
• Native American 
• Other 
• Asian 
• Hispanic 

 
• -.383 
• -.214 
• -.166 
• -.156 
• -.190 

 
• .681* 
• .808 
• .847 
• .855 
• .827 

Income .044 1.045 
Age .055 1.057*** 
Sex .135 1.145 
Education -.302 .739*** 
Mental Illness Severity 

• Serious 
• Moderate 

 
• -.632 
• -.298 

 
• .531*** 
• .743** 

*p<.05; **p<.01; ***p<.001 

 This regression analysis explains 5% of the variation in the dependent variable 

and correctly classifies 63% of the cases. Individuals with Medicare are 32% less likely 

than uninsured individuals to receive medication only as a form of mental illness 

treatment. African Americans are 32% less likely than Whites to receive medication only. 

Individuals who self identify as having a serious mental illness are 47% less likely than 

those who self identify as having a mild mental illness to receive medication only while 
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those who have a moderate mental illness are 26% less likely to be on medication only 

with no other forms of treatment.  

 The last regression reflects an analysis using alternative treatment as a dependent 

variable (yes=1, no=0). See Table 7 for detailed results. 

Table 7. Logistic Regression-Alternative Treatment. 
Variables B Exp (B) 
Insurance 

• Medicare 
• Medicaid 
• VA Insurance 
• Private Insurance 

 
• .003 
• .191 
• .253 
• .203 

 
• 1.003 
• 1.211* 
• 1.288 
• 1.225** 

Sex .429 1.535*** 
Race 

• Black 
• Native American 
• Other 
• Asian 
• Hispanic 

 
• -.513 
• -.165 
• .247 
• -.216 
• .031 

 
• .598*** 
• .848 
• 1.281 
• .805 
• 1.032 

Income .076 1.079** 
Age .046 1.047*** 
Education .275 1.317*** 
Mental Illness Severity 

• Serious 
• Moderate 

 
• .632 
• .211 

 
• 1.881*** 
• 1.234** 

*p<.05; **p<.01; ***p<.001 

As mentioned previously, alternative treatment includes herbalism, chiropractic 

measures, religious tactics, and social networking (both online and in person). This 

regression explains 6.8% of the variation in the dependent variable and correctly 

classifies 83.3% of the cases.  

 Individuals on private insurance are 23% more likely than the uninsured to utilize 

alternative methods of treatment at a significance level of p<.001 while people on 

Medicaid are 21% more likely at a significance level of p<.05. African Americans are 

40% less likely than Whites to use alternative treatment. Serious mental illness is 
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associated with an 88% increase in alternative treatment use while moderate mental 

illness reflects a 23% increase compared to mild mental illness.  
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CHAPTER VII 

Discussion 

 These findings suggest uninsured patients with mental illness are less likely than 

patients with insurance to receive treatment for their illness. In addition, this relationship 

remained when controlling for several other demographic variables often associated with 

a lack of insurance (e.g. income, education). And the effect sizes were large. Thus the 

study reveals that there is a strong and independent effect of a lack of insurance on the 

odds of receiving treatment for a mental illness. These results provide support for my first 

hypothesis. These findings are consistent with previous studies examining treatment 

utilization among privately insured, publicly insured, and uninsured mental illness 

patients (Rost et al. 2011). In their study on inpatient hospitalization rates, Rost et al. 

(2011) find lack of insurance to be correlated with lower rates of hospitalization when 

compared to individuals on private insurance. Public insurance (Medicaid and Medicare) 

was associated with the highest likelihood of hospitalization when compared to private 

insured patients. In a similar study done by Stevens et al. (2005) on children with ADHD, 

researchers found private insurance and Medicaid to be strong predictors of mental illness 

diagnoses and accessibility to treatment. Uninsured children were, in turn less likely to be 

diagnosed thus less likely to be treated. Though this study was done on children, the 

current study analyzing treatment utilization of uninsured adults reflect a similar trend. It 

appears that this study is the only study yet that has found uninsured adults with mental 

illness are less likely to get treatment when controlling for other demographic factors. 

 My second hypothesis asserts that those who are uninsured would be more likely 

to receive medication only as a form of treatment. I did not find support for this 
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hypothesis. Those lacking insurance are not more likely to be treated with medication 

only when compared to patients with mental illness who also had insurance. Questions 

regarding psychotropic medication use did not capture prescriptions given. Since this 

study only analyzed psychotropic medication use, it could have excluded patients who 

were prescribed medication in order to treat mental illness symptoms but who did not 

take them due to lack of financial feasibility. Previous studies have analyzed inpatient 

hospitalization rates assumed to be associated with rates of psychotropic medication rates 

however medication only as a form of treatment was not analyzed (Rost et al. 2011; 

Thoits 2005). This study adds to the literature by collapsing treatment categories making 

psychotropic medication use only without the use of other forms of treatment (such as 

inpatient hospitalization) its own category. Given the theory of Medicalization of society 

and its explanation of mediated treatment markets dependent on insurance coverage, we 

can conclude one reason uninsured adults are less likely to be prescribed psychotropic 

medication only as a form of mental illness treatment may be due to the inability to pay 

out of pocket for the medication (Conrad 2007).  

 My third hypothesis assumes individuals who utilize alternative methods of 

treatment are different than those who do not. Private insurance is associated with an 

increase in the odds of utilizing alternative methods of treatment. Therefore, my third 

hypothesis is supported by these findings. In addition, results reveal that individuals who 

self identify as having a serious or moderate mental illness are also more likely than those 

who have a mild mental illness to utilize alternative methods. Private insurance is 

associated with a greater variety of physicians available along with available treatment 

options. In a mediated treatment market with third party payers dictating what is covered 
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versus what is not covered, it makes sense that privately insured (more likely to be 

gainfully employed) patients with mental illness have greater access to a greater variety 

of less harmful, less risky alternative methods of mental illness treatment (Conrad 2007).  

 One interesting, unexpected finding included the association between mental 

illness severity and the use of medication only as a form of treatment. It appears that 

individuals who self-identify as having a mild mental illness are significantly more likely 

to use medication only than those who self-identify as having a severe or moderate 

mental illnesses. Individuals with a more mild form of mental illness could benefit more 

by using therapy, alternative methods, or a combination of therapy and medication. Since 

their illness is less severe, resorting to medication only could have more harmful side 

effects than benefits (Whitaker 2010; Harrow 2007). Research shows that therapy as well 

as alternative treatment methods are effective in managing mental illness symptoms 

associated with more mild disorders. The use of medications may not be necessary and 

may pose greater physical, emotional, and psychological risks than benefits (Harrow 

2007). Given the results from this study, it appears the opposite is happening. Further 

investigation should be done in order to explore why milder forms of mental illness are at 

a greater risk for receiving more harmful and possibly less effective treatment regimens. 

Perhaps patients experiencing milder symptoms of mental illness feel medication is a way 

to quickly manage less severe symptoms before their disorder becomes severe and harder 

to manage. Our physicians and patients erroneously assume that medication alone is 

sufficient, and therefore the most desirable option for treating mild forms of mental 

illness. 
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 Limitations of this study include the issue of self-report. Social desirability bias 

could be affecting responses to questions regarding the experience of mental illness and 

treatment received. Since the issue of mental illness as well as forms of treatment are 

both so stigmatized it makes sense why some may be hesitant to reporting receiving 

treatment for mental and emotional distress. As mentioned before, the mental illness 

severity variable is a recoded item based on answers to questions centered on anxiety and 

mental distress so severe the respondents’ daily routine was interrupted. Because of the 

way this item was recoded, the mental illness severity variable may be excluding 

individuals with more severe and specific diagnoses such as schizophrenia. Since there is 

no item asking for a specific diagnosis, this variable appears to be the best way to capture 

the presence of a mental illness, though limitations are present and accounted for. Though 

the study is nationally representative, it is highly likely that those with serious mental 

illness are underrepresented in the data set. 

 The percentage of individuals with a self-reported mental illness who did not 

receive any treatment at all in the past year for their illness is the highest in all categories 

of insurance coverage - the greatest percentage being among those who are uninsured. 

Even after controlling for all demographic variables as well as need for treatment (mental 

illness severity), over 70% of people who are uninsured do not receive treatment for their 

mental illness. Safety net measures such as free clinics and Community Mental Health 

Centers as well as governmentally assisted insurance programs are assumed to help those 

in greater financial need for assistance in accessing equitable mental healthcare. Given 

the percentages of those lacking insurance who failed to receive treatment in the past 

year, it appears these safety measures are not solving the issue of lack treatment 
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coverage. According to Conrad’s theory of the Medicalization of Society third party 

payers mediate the mental health treatment market, which affects the form of treatment 

one receives (2007). Restricting access to mental health care and available treatment 

options reflects a form of social control also discussed in the theory of Medicalization. 

Marx’s theory on capitalism and restricting resources of those undeserving helps 

maintain the higher status of the bourgeoisie (Lemert 2010). Since insurance is reflective 

of economic standing, it is assumed that those who lack insurance are more than likely 

economically disadvantaged while those who have private forms of coverage are more 

financially stable. Thus, percentages reflecting lower rates of mental illness treatment - in 

any form - for uninsured adults with mental illness are reflective of class resource 

restriction. Further providing proof of this theory is the rates of alternative treatment use 

being higher for privately insured individuals compared to publically insured patients 

with mental illness. Access to alternative treatment methods is restrictive and only 

available to those who are capable of paying for it or whose policies are more willing to 

pay for a variety of treatment options.  

 Directions for future research could analyze the effect of the Affordable Care Act 

on the relationship between insurance and treatment. The act not only works to insure 

more people, but also works to bring more mental health treatment to primary care clinics 

as well as clinics that serve low-income uninsured populations. Research attempting to 

better understand how we can improve access to mental health treatment for the 

uninsured population is recommended.
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