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HEALTH INSURERS IN THE

United States have histori-
cally treated mental illness as
distinct from all other medi-

cal illnesses by imposing higher out-
of-pocket costs and instituting special
restrictions for the use of mental health
services.1,2 The pursuit of equivalent
benefits for mental health and general
medical conditions has been among the
most vigorously debated health policy
issues over the past several decades.3-6

Advocates for parity argue that re-
stricted mental health coverage un-
fairly discriminates against individuals
with mental illness. Higher cost sharing
and limited benefits can expose indi-
viduals with mental illness to cata-
strophic levels of health care spending,
thereby negating a primary purpose of
health insurance.7 Differential treat-
ment of mental health benefits rein-
forces a stigma that mental illness is less
deserving of generous coverage than
other illnesses.8 Finally, because less than
half of individuals with mental illness re-
ceive care for their condition, parity in
insurance coverage could improve the
use of effective treatment.9

The movement to ensure insurance
parity for mental health conditions
gained considerable momentum in 2008.
On July 15, 2008, the US Congress en-
acted a Medicare law that reduced coin-
surance in the Medicare program for out-
patient mental health services from 50%
to 20%, which is equivalent to the Medi-
care Part B coinsurance rate for other

medical and surgical services, to be
phased in over 5 years starting in 2010.10

On October 3, 2008, the US Congress
and President Bush approved the Emer-
gency Economic Stabilization Act of
2008. This law, which provided author-
ity for the federal government to pur-
chase as much as $700 billion of dis-
tressed financial assets, also required
insurance parity in cost sharing and visit
restrictions for mental health and medi-
cal services among group health plans

covering more than 50 employees be-
ginning in 2010.11

Few studies have assessed the effect
ofparityontheaccessandqualityofmen-
tal health care. Implementation of men-

Author Affiliations: Department of Community Health,
Warren Alpert Medical School at Brown University (Drs
Trivedi, Swaminathan, and Mor); and Research En-
hancement Award Program, Providence VA Medical
Center (Dr Trivedi), Providence, Rhode Island.
Corresponding Author: Amal N. Trivedi, MD, MPH,
Department of Community Health, Warren Alpert
Medical School at Brown University, Box G-S121,
Providence, RI 02912 (amal_trivedi@brown.edu).

Context Mental health services are typically subject to higher cost sharing than other
health services. In 2008, the US Congress enacted legislation requiring parity in insur-
ance coverage for mental health services in group health plans and Medicare Part B.

Objective To determine the relationship between mental health insurance parity and
the use of timely follow-up care after a psychiatric hospitalization.

Design, Setting, and Population We reviewed cost-sharing requirements for out-
patient mental health and general medical services for 302 Medicare health plans from
2001 to 2006. Among 43 892 enrollees in 173 health plans who were hospitalized for
a mental illness, we determined the relation between parity in cost sharing and receipt
of timely outpatient mental health care after discharge using cross-sectional analyses
of all Medicare plans and longitudinal analyses of 10 plans that discontinued parity
compared with 10 matched control plans that maintained parity.

Main Outcome Measures Outpatient mental health visits within 7 and 30 days
following a discharge for a psychiatric hospitalization.

Results More than three-quarters of Medicare plans, representing 79% of Medi-
care enrollees, required greater cost sharing for mental health care compared with pri-
mary or specialty care. The adjusted rate of follow-up within 30 days after a psychi-
atric hospitalization was 10.9 percentage points greater (95% confidence interval [CI],
4.6-17.3; P� .001) in plans with equivalent cost sharing for mental health and pri-
mary care compared with plans with mental health cost sharing greater than primary
and specialty care cost sharing. The association of parity with follow-up care was in-
creased for enrollees from areas of low income and less education. Rates of follow-up
visits within 30 days decreased by 7.7 percentage points (95% CI, −12.9 to −2.4; P=.004)
in plans that discontinued parity and increased by 7.5 percentage points (95% CI, 2.0-
12.9; P=.008) among control plans that maintained parity (adjusted difference in dif-
ference, 14.2 percentage points; 95% CI, 4.5-23.9; P=.007).

Conclusion Medicare enrollees in health plans with insurance parity for mental health
and primary care have markedly higher use of clinically appropriate mental health ser-
vices following a psychiatric hospitalization.
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tal health insurance parity in the Fed-
eralEmployees’HealthBenefits program
in 2001 did not increase mental health
spendingbutwasassociatedwithamod-
est improvement in the quality of acute-
phase depression care.12,13 States that
enacted parity laws experienced little
change in the use of mental health ser-
vices or perceived access to care.14-17

In this study, we assessed insurance
benefits for mental health and general
medical services for all Medicare health
plans from 2001 to 2006. We investi-
gated the relation between parity in out-
patient cost sharing and adherence to 2
Health Plan Employer Data and Infor-
mation Set (HEDIS) quality indicators,
assessing whether enrollees visited a
mental health practitioner within 7 and
30 days following a hospitalization for
mental illness. Timely outpatient men-
tal health care following a psychiatric
hospitalization is associated with fewer
readmissions, more effective transi-
tions to community-based services, and
improved mental health outcomes.18-24

For more than 10 years, these indica-
tors of mental health care quality have
been used to assess clinical perfor-
mance for all Medicare health plans as
well as most commercial and Medicaid
managedcareplans in theUnitedStates.25

METHODS
Data Sources
and Study Population

We obtained Medicare HEDIS data from
2001 to 2006 containing 37 446 029

observations for individuals in Medi-
care managed care from the Centers for
Medicare & Medicaid Services (CMS).
Information about data collection, mea-
sure specifications, and CMS-spon-
sored audits have been published previ-
ously.26,27 Brown University’s Human
ResearchProtectionsOfficeandtheCMS
Privacy Board approved the study pro-
tocol and waived the need for patient
consent.

We matched observations in the
HEDIS data set to the Medicare enroll-
ment file to determine enrollees’ demo-
graphic characteristics. We obtained
monthly information on health plan ben-
efits from 2001 to 2006 from CMS and
linked these data to the study sample.
This information included each plan’s re-
quired co-payment or coinsurance for a
primary care, specialty care, or mental
health outpatient visit. Co-payments re-
fer to fixed out-of-pocket fees required
to obtain medical services. Coinsur-
ance is a cost-sharing arrangement re-
quiring enrollees to pay a percentage of
the total cost of the visit. To obtain in-
formation on health plan characteris-
tics, we linked the data to the Inter-
study Competitive Edge Database.28 For
27 health plans that could not be
matched to this database, we ascer-
tained these characteristics by contact-
ing the plans directly. Zip code–level data
on income and education were ob-
tained from the 2000 US Census. We ex-
cluded 8% of observations that could not
be linked to the Medicare enrollment file,

health plan benefits data, or data from
the Interstudy Competitive Edge Data-
base, yielding 34 478 237 enrollees from
302 health plans. We used this sample
for analyses of national trends in co-
payments and enrollment in plans with
and without parity in insurance cover-
age (FIGURE 1).

For analyses of the association of par-
ity on rates of follow-up visits after a
psychiatric hospitalization, we lim-
ited the sample to observations from
2002 to 2006 that were assessed for 2
HEDIS indicators assessing follow-up
care after a psychiatric hospitalization
among plans with at least 2 years of par-
ticipation in Medicare (n=53 647). Less
than 2% of observations from staff or
group model health plans had un-
equal cost sharing for mental health ser-
vices compared with general medical
services; therefore, we excluded obser-
vations from these plans (n=5569).
Staff and group model plans had sig-
nificantly better performance on the 2
HEDIS measures than all other plans
but we were unable to assess whether
this improved performance was medi-
ated by the presence of parity or the
model type of the plan. Our main ana-
lytic sample, therefore, included 48 078
observations representing 43 892 indi-
viduals in 173 health plans. The me-
dian number of observations per en-
rollee was 1 and the maximum was 4.

Variables

The main dependent variables were
whether an enrollee who was hospital-
ized for a mental illness received fol-
low-up care with a mental health prac-
titioner within 7 or 30 days after
discharge. Visits made within 7 days fol-
lowing discharge were included in
analyses measuring visits within 30
days. Only enrollees who were con-
tinuously enrolled in the health plan
from the date of discharge to 30 days
after the discharge were eligible for
these measures.

The primary independent variable
was whether the enrollee’s health plan
had equivalent cost sharing for mental
health, primary care, and specialist out-
patient visits. We classified plans in 3

Figure 1. Parity for Outpatient Mental and Physical Health Services in Medicare Health Plans,
2001-2006
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groups depending on whether the
health plan’s mental health cost shar-
ing was (1) less than or equal to pri-
mary care cost sharing (full parity); (2)
greater than primary care cost sharing
but less than or equal to specialist cost
sharing (intermediate parity); or (3)
greater than both primary care and spe-
cialist cost sharing (no parity). Health
plan cost sharing was defined by the
plan’s benefit policy in January of the
measurement year. For 9% of plans with
multiple insurance products with vary-
ing levels of parity, we classified par-
ity status on the basis of the plan’s me-
dian co-payment for outpatient services.

Individual-level covariates included
age, sex, race, proportions of individu-
als aged 65 years or older in an individu-
al’s zip code with reported income less
than the federal poverty level, propor-
tionsof individualsaged65yearsorolder
in an individual’s zip code who reported
attending college, and year of measure-
ment. Race was derived from the Medi-
care enrollment file. Plan-level covari-
ates included US Census region, average
yearlyMedicareenrollment,planage, tax
status,andtheplan’sco-payments forpri-
mary care and specialist visits.

Statistical Analysis

We assessed annual trends in co-
payments for mental health, primary
care, and specialist outpatient visits and
the proportion of enrollees in each of
the 3 parity categories. We measured
unadjusted adherence rates to the
HEDIS measures by health plan parity
status as well as by the absolute level
of mental health cost sharing. To de-
termine the adjusted association of
health plan parity with rates of fol-
low-up after hospitalization, we con-
structed linear regression models with
generalized estimating equations that
adjusted for sociodemographic and
health plan characteristics, measure-
ment year, clustering of observations
within plans, and repeated measure-
ment among enrollees. We assessed
whether the adjusted estimates of par-
ity varied by income, education, and
race by assessing 2-way interactions of
these variables with health plan parity.

This main analytic sample con-
tained 4348 observations in plans with
full parity and 24 220 in plans with no
parity. Therefore, the study had greater
than 99% power to detect a 5 percent-
age–point difference in follow-up rates
for plans with full parity compared with
rates for plans with no parity, with �
of .05. Using the method described by
Kerry and Bland29 to account for the
effect of clustering of observations, the
study had 80% power to detect a 5 per-
centage–point difference between full-
parity and no-parity plans with a de-
sign effect of as much as 5.

There were 13 health plans that dis-
continued full parity between Decem-
ber 2002 and January 2006 by increas-
ing mental health cost sharing. We
matched 10 of these plans to 10 con-
trol plans with continuous Medicare
participation from 2002 to 2005 that
maintained full parity. Each plan was
randomly matched to 1 control plan
stratifying by US Census region and tax
status. We matched identical years of
measurement for each case and con-
trol plan. Among plans that discontin-
ued parity, the mean increase in men-
tal health co-payments was $12. Three
plans that discontinued full parity were
excluded because we could not iden-
tify control plans with identical cen-
sus region and tax status that retained
full parity. They included 2 western for-
profit plans and 1 midwestern for-
profit plan. In these 3 excluded plans,
the rate of follow-up visits 7 days after
a hospitalization for mental illness was
57.9% in the year prior to discontinu-
ing full parity and 38.8% in the year af-
ter discontinuing full parity.

We calculated the change in posthos-
pitalization follow-up rates from the year
before to the year after a plan discontin-
ued full parity to the longitudinal change
in rates of follow-up for corresponding
years within control plans. We further
adjusted for age, sex, race, income, edu-
cation, clustering within plans, and re-
peated measurements of enrollees using
generalized estimating equations. We de-
termined if our results were sensitive to
the inclusion of more than 1 year of data
before a plan discontinued parity. We

also performed an analysis of posthos-
pitalization follow-up rates using a
sample of enrollees who were continu-
ously enrolled in their respective plans.
All analyses were performed using SAS
statistical software version 9.1 (Cary,
North Carolina) and reported with
2-tailed P values or 95% confidence in-
tervals (CIs).

RESULTS
Mental Health Parity in Medicare
Managed Care Plans

Medicare plans without parity outnum-
bered intermediate- and full-parity
plans for each year of the study
(Figure 1). Across all years of the study,
47% of the enrollee observations
(16 224 431) were from Medicare plans
with no parity, 32% were from plans
with intermediate parity (11 058 364),
and 21% were from plans with full par-
ity (7 195 442).

Mean co-payments for mental health
outpatient services were greater than co-
payments for either primary care or spe-
cialty outpatient services (FIGURE 2).
From 2001 to 2006, the mean co-
payment for a mental health outpa-
tient visit was $20.36 (interquartile
range [IQR], $12.50-$27.50), com-
pared with $10.04 for a primary care
visit (IQR, $5.00-$15.00), and $18.06
for visits to specialist physicians (IQR,
$10-$25). Of the 997 plan-years in the
study, 14% (139) required coinsur-
ance for a mental health visit for at least
1 of the plan’s insurance products. By
contrast, the prevalence of coinsur-
ance for a primary care or specialist visit
among these plans was 2% (20). Among
plans that required coinsurance, the
mean coinsurance for a mental health
visit was 38% (range, 10%-50%) and the
mean coinsurance for both primary care
and specialty visits was 19% (range,
10%-20%). Mean mental health co-
payments were $9.32 (IQR, $0-$15)
and $23.90 (IQR, $20-$30) in full- and
no-parity plans, respectively.

Insurance Parity and Rates
of Follow-up Visits

Enrollees who were hospitalized for a
mental illness were demographically

INSURANCE PARITY AND MENTAL HEALTH CARE
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similar regardless of the parity status of
their plan (TABLE 1). Enrollees in full-
parity plans were more likely to be in

smaller plans in the West with fewer
years of operation and not-for-profit tax
status.

Individuals in full-parity plans were
more likely to visit a mental health prac-
titioner within 7 and 30 days after a hos-
pitalization compared with enrollees in
Medicare plans with intermediate or no
parity (FIGURE 3). We observed a simi-
lar relationship between the absolute
level of mental health cost sharing and
rates of follow-up after discharge. For
example, rates of 7-day follow-up in
health plans with mental health co-
payments of $15 or less were 37.5%
(95% CI, 36.8%-38.3% [n=16 039]),
compared with follow-up rates of 29.6%
(95% CI, 28.5%-30.8% [n = 5872])
among health plans with co-payments
of more than $30.

In analyses adjusting for individual
and health plan characteristics, rates of
follow-up within 7 and 30 days after a
psychiatric hospitalization were greater
in plans with equivalent cost sharing for
mental health and primary care vs plans
with mental health cost sharing greater
than primary and specialty care cost
sharing (TABLE 2). The association of
parity with follow-up visit rates was
greater than any of the individual or
health plan–level covariates in our
model.

The association between insurance
parity and follow-up visits was magni-
fied for individuals from areas of lower
income and education. For example, in-
dividuals in the lowest quartile of area-
level income had an adjusted 7-day fol-
low-up rate that was 14.7 percentage
points lower (95% CI, 7.2-22.3) in plans
with no parity vs plans with full par-
ity. For individuals in the lowest quar-
tile of area-level education, the 30-day
follow-up rate was 18.3 percentage
points lower (95% CI, 10.3-26.2) in
plans with no parity vs plans with full
parity. The interaction of race and par-
ity was not statistically significant.

Results of Difference-in-
Differences Analyses

Rates of outpatient follow-up de-
creased in 10 plans that discontinued
parity and increased in 10 control plans
that maintained full parity (TABLE 3).
Among 8 plans with 2 years of data be-
fore discontinuing parity, rates of fol-

Figure 2. Cost Sharing for Outpatient Mental and Physical Health Services in Medicare
Health Plans, 2001-2006
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Table 1. Sociodemographic and Health Plan Characteristics of Enrollees, by Mental Health
Parity Status of the Health Plana

Characteristic
No Parity

(n = 24 220)
Intermediate Parity

(n = 19 510)
Full Parity
(n = 4348)

Enrollees
Age, mean (SD), y 65 (15) 65 (15) 67 (14)
Female, % 60 59 61
Race, %b

White 81 85 86
Black 13 11 9
Other 6 5 5

Below poverty level, %c 11 10 10
Attended college, %d 33 32 35

Plans
Region, %

Northeast 30 34 29
South 31 37 18
Midwest 12 13 19
West 27 16 35

No. of Medicare enrollees in plan, %
0-24 999 15 18 30
25 000-49 999 45 36 63
�50 000 40 47 7

Age of plan, y, %
�10 12 15 20
10-24.9 73 49 50
�25 14 36 29

Tax status, %
Not-for-profit 25 17 64
For-profit 75 83 36

aPercentages may not total 100 because of rounding. Parity was defined based on whether the health plan’s mental
health cost sharing was: (1) less than or equal to primary care cost sharing (full parity); (2) greater than primary care
cost sharing but less than or equal to specialist cost sharing (intermediate parity); or (3) greater than both primary
care and specialty cost sharing (no parity).

bRace was derived from the Medicare enrollment file.
cThis category denotes the mean percentage of individuals living in the enrollee’s zip code area who were aged 65

years or older and reported income less than the federal poverty level.
dThis category denotes the mean percentage of individuals living in the enrollee’s zip code area who were aged 65

years or older and who reported attending college.
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low-up in 7 days were 49.8% (95% CI,
45.7%-53.9% [n=555]) 2 years before
discontinuing parity, 47.0% (95% CI,
43.0%-50.9% [n = 584]) in the year
prior, and 37.9% (95% CI, 34.0%-
41.8% []n=561) in the year after dis-
continuing parity. We observed simi-
lar trends for rates of 30-day follow-
up. In a sensitivity analysis restricted
to individuals continuously enrolled in
their Medicare plan, the rates of fol-
low-up in 7 days decreased by 6.9 per-
centage points in plans that discontin-
ued parity and increased by 1.8
percentage points in control plans that
maintained parity (difference-in-
difference, 8.7 percentage points; 95%
CI, −4.0 to 21.4).

COMMENT
We investigated the relationship be-
tween parity in cost sharing for men-
tal health services and clinical perfor-
mance on 2 widely used mental health
quality indicators. Our results strongly
suggest that beneficiaries enrolled in
Medicare plans in which mental health
cost sharing is greater than cost shar-
ing for other health services are less
likely to receive outpatient follow-up
care within 7 and 30 days after hospi-
talization for a mental illness. The as-
sociation of parity with receipt of ap-
propriate follow-up care was consistent
in both cross-sectional analyses of all
Medicare plans and longitudinal analy-
ses of 10 plans that dropped parity com-
pared with control plans that main-
tained parity.

We previously reported an 8 per-
centage point–lower rate of biennial
breast cancer screening in health plans
with mammography co-payments av-
eraging $20 compared with screening
rates in health plans with first-dollar
coverage.30 In this study of mental
health insurance parity, co-payments
that were $14 greater in plans without
parity compared with full-parity plans
were associated with an 11 percentage
point–lower rate of follow-up after a
psychiatric hospitalization. The asso-
ciation of parity with follow-up visit
rates was increased by a factor of 1.4
for enrollees in the lowest quartiles of

zip code–level income and 1.7 for en-
rollees in the lowest quartile of zip
code–level education. Our study is
therefore broadly consistent with re-
sults from the Rand Health Insurance
Experiment, which found that mental
health services are more sensitive to cost
sharing than other medical services and
that the effect of cost sharing is in-
creased in vulnerable subgroups.31-33

Our findings differed from the more
modest effects observed in other stud-
ies of parity and the quality of mental
health care. Two studies of the Fed-
eral Employees’ Health Benefits pro-
gram found that implementation of be-
havioral health parity resulted in a slight
increase in the number of mental health
visits and use of medication therapy fol-
lowing a diagnosis of major depres-
sion.12,13 However, a large proportion
of depression care occurs in primary
care settings.34,35 Reductions in cost
sharing for mental health visits may not
affect visit frequency or antidepres-
sant prescriptions for individuals who
receive depression care exclusively from
generalists.

Studies of the effect of state parity
laws find little effect on the use of men-
tal health services among individuals
with mental illness.15,16 However, state
parity laws do not apply to the major-
ity of US residents who receive cover-
age through self-insured plans or the
federal Medicare program.36 More-
over, such laws are heterogeneous. For
example, some state parity laws apply
to only 1 specific mental illness or may
not address cost sharing for outpa-
tient services.14,37 In contrast to these

studies, our analysis assessed health
plan benefit policies to determine par-
ity in insurance coverage and quality in-
dicators that specifically measured
whether critical postacute visits to men-
tal health practitioner occurred.

The overall rate of follow-up after a
psychiatric hospitalization was disturb-
ingly low, even for plans with full par-
ity, suggesting that parity alone is in-
sufficient to raise the quality of mental
health care to acceptable levels.6 For ex-
ample, a referral to a mental health prac-
titioner and the availability of mental
health appointments strongly predict
receipt of appropriate aftercare ser-
vices.21 Both of these factors are largely
unrelated to insurance parity.

Performance on the measures in this
study was substantially lower than per-
formance on HEDIS process of care in-
dicators assessing diabetes, cardiovas-

Figure 3. Rates of 7-Day and 30-Day
Follow-up After Hospitalization for a Mental
Illness by Health Plan Parity Status
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Table 2. Adjusted Effect of Mental Health Parity Status on Follow-up Visits After
Hospitalization for Mental Illness

Measure

Mental Health Parity Statusa

No Parity
(n = 24 220)

Intermediate Parity
(n = 19 510)

Full Parity
(n = 4348)

Rate (95% CI)
P

Value Rate (95% CI)
P

Value

Follow-up in 7 days Reference 3.0 (−0.5 to 6.5) .10 10.5 (3.8 to 17.1) .002

Follow-up in 30 days Reference 4.0 (0.2 to 7.8) .04 10.9 (4.6 to 17.3) �.001
Abbreviation: CI, confidence interval.
aEstimates reflect adjusted percentage point differences in follow-up rates compared with rates in plans with no parity

(the reference group). Estimates have been adjusted for sociodemographic and health plan characteristics, year of
measurement, clustering of observations within health plans, and repeated measurements of enrollees. Levels of
parity are defined in the “Variables” section of the “Methods” and in the first footnote to Table 1.
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cular, and cancer screening care.26

Furthermore, many aspects of mental
health care remain unmeasured. For ex-
ample, of the 179 quality indicators in-
cluded in the National Healthcare Qual-
ity Report, only 4 are related to mental
illness.38,39 In order to improve the qual-
ity of mental health, further valid qual-
ity indicators are urgently needed.

Because in indemnity insurance the
demand for mental health care is par-
ticularly sensitive to cost sharing, insur-
ers have had concerns that generous cov-
erage may induce patients to overuse
mental health services of questionable
benefit. However, recent studies in man-
aged care settings have observed little
impact of expanded benefits on mental
health services use or spending.12,40 Our
study further suggests that patients with
severe mental illness are likely to forgo
valuable services in response to even
modest co-payments. Reductions in cost
sharing for outpatient mental health ser-
vices could improve the use of clini-
cally appropriate follow-up care after a
psychiatric hospitalization, thereby
averting costly rehospitalizations among
high-risk patients.19,20

The US Congress enacted legisla-
tion to equalize cost sharing for men-
tal and physical health services in group
health plans and the Medicare Part B
program.11,12 Our findings suggest 3 im-
portant policy questions regarding such
parity. First, does equal cost sharing re-
fer to equivalent co-payments or coin-
surance? Because mental health ser-
vices are frequently reimbursed at a
lower level than other physician ser-

vices or are delivered in less expensive
formats such as with social workers or
group visits, equivalent co-payments for
mental and other medical services may
still represent higher coinsurance for
mental health services.41,42

Second, does equivalence in cost
sharing refer to equal cost sharing for
mental health compared with primary
care or specialty care? In contrast to
physician specialty care that requires a
single consultation or infrequent re-
peat visits, individuals with severe men-
tal illness generally require more in-
tensive and frequent visits.43 Therefore,
mental health co-payments could
quickly become prohibitive, even if they
were equivalent to co-payments for
other specialist care. Our study sug-
gests that equivalent cost sharing for
mental health and primary care would
likely have a greater effect on use of ap-
propriate mental health care.

Third, should insurance parity be ex-
tended to other populations? Parity leg-
islation enacted in 2008 did not re-
quire insurance parity in group health
plans with 50 or fewer employees, in-
dividual insurance policies, Medicare
Part A (which retains a lifetime limit of
190 covered inpatient days in psychi-
atric hospitals), or the Medicare man-
aged care program (the focus of this
study). Our study suggests that policy
makers consider additional efforts to ex-
tend mental health parity to these
groups.

Our study has several important limi-
tations. We cannot exclude the possi-
bility that the higher performance rates

in full-parity plans could be explained
by such plans enrolling individuals with
a higher tendency to use outpatient
mental health services. However, this
selection effect is unlikely to explain our
findings for 3 reasons. First, the sample
was restricted to individuals with prior
use of inpatient mental health care. Sec-
ond, we observed few differences in the
demographic characteristics of age, sex,
race, and area-level income and edu-
cation. Third, plans that discontinued
full parity experienced a decline in fol-
low-up rates compared with plans that
maintained full parity, and this trend
was observed in analyses restricted to
individuals who were continuously en-
rolled in their plan.

Our data did not include informa-
tion on other mechanisms that plans
may use to reduce use of mental health
services. For example, plans with lim-
ited numbers of contracted mental
health practitioners or more stringent
prior authorization policies may re-
duce use of outpatient mental health
care irrespective of the plan’s parity sta-
tus.44,45 We were unable to determine
whether the higher proportion of fol-
low-up visits in full-parity plans was as-
sociated with lower rates of rehospital-
ization. We lacked information on
beneficiaries’ psychiatric diagnoses and
were therefore unable to determine
whether the effect of insurance parity
differed by the type of mental illness.
We were unable to determine which en-
rollees in our sample may have been eli-
gible for Medicaid coverage of their co-
payments. Finally, our study was

Table 3. Change in Rates of Follow-up After a Hospitalization for Mental Illness in Medicare Plans That Discontinued Full Parity (n = 10) vs
Medicare Plans That Maintained Full Parity (n = 10)

Measure Type of plan

Rate of Follow-up
Visits, No. (%)a Change Between-Group Differenceb

Year Before
Change

Year After
Change

Percentage
Points

(95% CI)
P

Value

Unadjusted,
Percentage Points

(95% CI)
P

Value

Adjusted,
Percentage Points

(95% CI)c
P

Value

Follow-up in 7 d Discontinued full parity 650 (46.9) 615 (35.7) −11.2 (−16.4 to −5.8) �.001 20.2 (12.1 to 28.2) �.001 19.0 (6.6 to 31.3) .003

Maintained full parity 544 (45.8) 456 (54.8) 9.0 (3.0 to 15.0) .004

Follow-up in 30 d Discontinued full parity 650 (64.8) 615 (57.1) −7.7 (−12.9 to −2.4) .004 15.1 (7.4 to 22.8) �.001 14.2 (4.5 to 23.9) .007

Maintained full parity 544 (68.5) 456 (76.0) 7.5 (2.0 to 12.9) .008
Abbreviation: CI, confidence interval.
aRefers to the denominator of total observations in each category.
bDifference between plans that discontinued full parity and plans that maintained full parity.
cAdjusted for sociodemographic and health plan characteristics, clustering by plan, and repeated measurements of enrollees.
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limited to Medicare managed care plans
and may not be generalizable to other
settings.

Most Medicare health plans, like
most commercial health plans, have un-
equal coverage for mental health ser-
vices compared with other medical ser-
vices. Enrollees in plans without parity
in cost sharing are less likely to re-
ceive timely outpatient care following
a hospitalization for mental illness.
While prior studies have shown that
adoption of mental health parity does
not increase mental health spending,
parity legislation that equalizes cost
sharing for mental health and primary
care may increase the use of clinically
appropriate mental health services.
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