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INTRODUCTION

Adults aged 18 to 64 who have been identified as being in poor physical health typically
exhibit chronic health conditions such as diabetes, cardiovascular disease, heart disease,
being overweight, or combinations of these conditions; chronic conditions such as these are
linked with higher health care expenditures.1-5 Additional studies have linked behavioral
health conditions with poorer physical health outcomes for those with chronic health
conditions6,7 and suggest that a lack of health care insurance can also be linked to poorer
outcomes for both behavioral and physical health.8 Individuals with behavioral health
conditions also have higher out-of-pocket costs than those without such conditions.4,9

People in poor physical health reporting behavioral health conditions have proportionately
lower health insurance coverage and may face barriers to treatment access.10 This report
focuses on the insurance status and health care expenditures of adults aged 18 to 64 in poor
physical health who reported behavioral health conditions.

Adults aged 18 to 64 in poor physical health who●

also reported behavioral health conditions (i.e.,
mental health or substance use disorders) had
higher total health care expenditures than adults
in poor health without behavioral health
conditions.

The higher health costs for people with poor health●

and behavioral health problems were due to their
higher physical health care expenditures.

These higher costs hold true for all types of●

insurance coverage.
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DATA SOURCE, METHODS, AND DEFINITIONS

Estimates for this report were generated from the Medical Expenditure Panel Survey (MEPS), an annual survey conducted by the Agency for
Healthcare Research and Quality within the U.S. Department of Health and Human Services. This survey has been conducted annually since
1996 and is designed to produce national and regional estimates for the U.S. civilian noninstitutionalized population. MEPS collects data on
health care utilization, expenditures, sources of payment, insurance coverage, and health care quality.

This report uses 2012 data from the full-year consolidated files, medical condition files, and medical event files. Descriptions of these MEPS data
files and detailed information on the MEPS survey design are available at http://www.meps.ahrq.gov.

Respondents to MEPS self-report their health status in response to this question: “In general, compared to other people of (PERSON)'s age, would
you say that (PERSON)'s health is excellent, very good, good, fair, or poor?” In this report, the term poor health covers both self-reported fair and
poor health.

Mental health and substance use disorders, referred to in this report as behavioral health conditions, are defined based on the International
Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) (http://www.cdc.gov/nchs/icd/icd9cm.htm) and the Clinical
Classifications Software (CCS) for ICD-9-CM (http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp). Persons who had any of the selected
diagnostic codes10  associated with treatment resulting in health care expenditures were defined as having a behavioral health condition.

RESULTS

As Figure 1 shows, adults with behavioral health conditions were more likely to self-report poor physical health than those without such
conditions. An estimated 50 percent of adults who were uninsured and reported behavioral health care treatment also reported being in poor
physical health, whereas 22 percent of adults who were uninsured with no behavioral health care treatment reported poor physical health.
Thirty-nine percent of adults who were insured and reported having behavioral health treatment reported being in poor physical health, whereas
16 percent of adults who were insured and reporting having no behavioral health care treatment reported poor physical health.

Figure 1. Adults aged 18 to 64 self-reporting poor health status, by
behavioral health care treatment and insurance coverage status: 2012

Source: Agency for Healthcare Research and Quality, Medical Expenditure Panel
Survey (MEPS), 2012.
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Table 1 shows 2012 estimated health care expenditures for adults aged 18 to 64 in poor physical health with and without behavioral health care
treatment, by health care insurance coverage status. Health care expenditures for both physical and behavioral health care treatment were
higher for those adults who reported having had behavioral health care treatment than for adults without such treatment, regardless of their
health insurance coverage.

Table 1. Average health care expenditures for adults aged 18 to 64 in poor
health, by health insurance status and treatment for behavioral health
condition: 2012

Notes: Standard deviations were calculated but are not reported. Behavioral health
conditions are defined as mental health or substance use disorders.

Source: Agency for Healthcare Research and Quality, Medical Expenditure Panel
Survey (MEPS), 2012.

DISCUSSION

Adults in poor physical health who also reported behavioral health conditions had higher health care expenditures than adults in poor physical
health who reported no behavioral health conditions, regardless of health care insurance status. More importantly, adults in poor physical health
with behavioral health conditions had higher physical health care expenditures compared to adults in poor physical health with no behavioral
health conditions. Several factors and causal pathways may contribute to this finding.11 Adults in behavioral health care treatment may have
limitations that challenge access to health care.12  Individuals with major depressive disorder and a co-occurring chronic condition such as
diabetes, cardiovascular disease, or other diseases may face challenges in adhering to treatment regimens.13,14 Those who take antipsychotic
medications to address the symptoms of psychoses are at increased risk for metabolic syndrome disorders and cardiovascular disease, as well
as behavioral health risks of inactivity and tobacco.15-17  Individuals reporting behavioral health conditions frequently report needing better
access to appropriate treatment.18  Expanded health care coverage following passage of the Affordable Care Act may improve opportunities for
those with behavioral health conditions to access quality health care services for both their physical and behavioral health care needs.  Initial
analysis of the Act finds that it had the intended effect of eliminating quantitative limitations on access to behavioral health care without
constraining behavioral health coverage.18 Even after the implementation of the Act and parity legislation, access still remains elusive for many
with behavioral health conditions.19
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SUMMARY

Background: Adults who have been identified as being in poor health typically exhibit chronic health conditions and concomitant higher health
care expenditures. These adults have proportionately lower health insurance coverage and may face barriers to treatment access. Method:
Estimates for this report were generated from the Medical Expenditure Panel Survey (MEPS), which is an annual survey conducted by the Agency
for Healthcare Research and Quality within the U.S. Department of Health and Human Services. Results: Adults with behavioral health
conditions were more likely to self-report poor health than those without such conditions. Health expenditures for both physical and behavioral
health treatment were higher for those adults who reported having behavioral health care treatment than for adults without such treatment,
regardless of their health insurance coverage. Conclusion: Expanded health coverage following passage of the Affordable Care Act may
improve opportunities for those with behavioral health conditions to access quality health services for both their physical and behavioral health
care needs.
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