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Abstract Insurance coverage for mental health services

has historically lagged behind other types of health ser-

vices. We used a simulation exercise in which groups of

laypersons deliberate about healthcare tradeoffs. Groups

deciding for their ‘‘community’’ were more likely to select

mental health coverage than individuals. Individual prior-

itization of mental health coverage, however, increased

after group discussion. Participants discussed: value, cost

and perceived need for mental health coverage, moral

hazard and community benefit. A deliberative exercise in

priority-setting led a significant proportion of persons

to reconsider decisions about coverage for mental health

services. Deliberations illustrated public-spiritedness,

stigma and significant polarity of views.

Keywords Mental health � Insurance � Health policy �
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Background

Public opinion surveys have documented widespread con-

cern about insurance coverage for mental health services. A

national poll conducted for the National Mental Health

Alliance (NMHA) revealed that 93 percent of Americans

believe mental illnesses should be treated the same as

physical illnesses (National Mental Health Association

2008). Support for parity was strong and did not vary by

age, income, region or race. A more in depth examination,

however, reveals that attitudes about insurance coverage of

mental health services may be more complicated.

A review of public opinion on mental health services

and the parity debate by Kristina Hanson affirms that many

studies cite strong support for mental health and substance

abuse (MH/SA) treatment benefits by the public; yet, she

warns ‘‘some evidence suggests that this support is rela-

tively soft in that it deteriorates rapidly if the potential for

personal financial sacrifice is acknowledged’’ (Hanson

1998). In one survey, ‘‘support for a guaranteed mental

health benefit dropped from 69 percent of respondents to

34 percent when the survey questions indicated that higher

taxes or premiums would be involved’’ (Institute for Policy

Research, 1994). In another telephone survey mental health

was chosen by 28% of subjects as the coverage they would

be most likely to give up (Los Angeles Times 1994). Such
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evidence suggests that coverage decisions may be influ-

enced by individuals’ concerns about the best use of their

money, or by perceptions of low personal risk and reluc-

tance to help support the care of others. Additionally,

certain beliefs or attitudes such as treatments for MH/SA

conditions being ineffective or persons with MH/SA con-

ditions being responsible for their symptoms may be

associated with lower financial support for mental health

services (Corrigan et al. 2004b).

Corporate employers appear to place a greater value on

MH/SA services. Although 100% of benefits officers of

Fortune 500 companies rated coverage for outpatient

treatment for cocaine use as important, only 61% of the

public agreed. Public respondents distinguished between

types of MH/SA services: 88% of respondents who

answered that MH/SA services should ‘‘always’’ be cov-

ered would cover treatment of a suicidal patient; 70%

would cover treatment for severe depression (Fowler Jr.

et al. 1994). Such studies however, do not tell us why there

are differences in these priorities. Employers may consider

MH/SA treatment important because of the potential

overall positive effects on productivity, or because they

know more about the general incidence or prevalence rates

of mental illness in workers. Indeed, self-insured compa-

nies and large employers provide more generous mental

health and substance abuse benefits than other employers

(Jensen and Morrisey 1991; Merrick et al. 2001).

Public opinion reflecting uncertainty about mental

health coverage may also be related to evidence that

suggests that the public is not well informed about

mental illness, treatment, and coverage, and may harbor

misperceptions and stereotypes (Corrigan et al. 2001a;

Gyrd-Hansen et al. 2002; Halpert 1969; Link et al. 1999;

McSween 2002). In a Robert Wood Johnson Foundation

survey, 60% of respondents thought they should know

more about mental illness, 87% of respondents identified

mass media as their primary source of knowledge, while

only 34 percent rated mass media reporting as very or

extremely believable (Borinstein 1992). Americans also

know little about the debate on expanding MH/SA benefits.

When asked if they knew whether mental health coverage

was included in congressional Republicans’ legislative

proposals in the early 1990s, 31 percent of participants

responded that such a benefit was included, 20 percent that

it was not, and 49 percent that they did not know the

answer to the question (Princeton Survey Research Asso-

ciates 1993). Hanson reasons that ‘‘the conceptual isolation

of MH/SA treatment services from physical health care has

resulted in a lack of public interest in the current mecha-

nisms for insuring persons with mental illness’’ (Hanson

1998). A more informed public might respond differently

(Bartels 1996). There is a dearth of recent literature

regarding public support for mental health coverage.

Recent articles illustrate potential service use or financial

cost implications around parity implementation (Dixon

2009; Trivedi et al. 2008); however, public engagement in

this debate is lacking.

Interest in and familiarity with an issue can often help to

foster understanding and decrease misperceptions and ste-

reotypes (Corrigan et al. 2001b; Zuvekas and Meyerhoefer

2009). In contrast, lack of familiarity can lead to stigma

and can affect help-seeking and disclosure of MH/SA

problems and subsequently lower recognition of the prev-

alence of MH/SA disorders among the general population.

This becomes a phenomenon that, with the low levels of

mental health service use relative to need, forms a vicious

cycle of public detachment and misunderstanding. From

previous research we know that although 26% of the

American population will suffer from a mental disorder in

a given year, less than half of those individuals will use

services (Kessler et al. 2005; Wang et al. 2005).

To be valuable and credible, public input on policy

options must be informed and reflective. Although survey

data can help us to quantify the range and rates of public

opinions it is often not clear what lies behind those

responses or how fixed or malleable opinions are. In this

study, we used a simulation exercise in which groups of

laypersons deliberate about healthcare tradeoffs, to provide

insight into public values and preferences for MH/SA

services. General feasibility of the CHAT exercise to

facilitate collective decision-making, stimulate dialogue

about healthcare choices, elicit individual preferences and

incorporate responses of others within a group has been

demonstrated by other studies (Danis et al. 2002; Danis

et al. 2004; Goold et al. 2005). This study applies this

unique approach for eliciting attitudes in order to under-

stand public values regarding MH/SA insurance coverage

and how deliberation and sharing of MH/SA related

experiences can influence subsequent choices for, prioriti-

zation of and attitudes about MH/SA insurance coverage

relative to other types of coverage. We also examined:

(1) changes in decisions to include MH/SA coverage in a

health insurance plan before and after group deliberations

and (2) differences in choice of and attitudes toward

MH/SA coverage within a group versus individual context.

Methods

Study Population and Sampling

Five hundred sixty-two individuals took part in 50 group

discussions of limited resources, using the CHAT�

(Choosing Healthplans All Together) exercise. All fifty

exercises were professionally facilitated and overseen by

Praxis, Inc (a consulting firm specializing in the evaluation
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of educational and human service programs. Praxis Inc

was hired to help with recruitment and facilitation of the

focus groups) in 1999–2000. Twenty-five group sessions

(N = 255) were audiotaped and transcribed. Consequently,

although quantitative data is available for all groups,

qualitative data is only available for half of the group

discussions.

The sample included North Carolina residents without

healthcare expertise, recruited from ambulatory care and

community settings. Participants were not told that the

study would discuss mental health specifically, but were

informed that the study referred to healthcare coverage

more generally. We chose to oversample low-income

individuals. Although this may decrease the study’s sta-

tistical ‘generalizability’ it was also considered a strength

given that these groups tend to be underrepresented in other

surveys. Typical sites for recruiting participants included

doctors’ offices, senior citizens’ centers, and community

centers. Participants were recruited in person by an

employee of Praxis, Inc. or responded to written flyers or

materials about the project. Volunteers received $25 to $75

cash to compensate them for their participation. Groups

were assembled and convened to be homogeneous with

regard to two characteristics: type of health insurance

(1 Medicaid, 7 Medicare or Medicare/Medicaid, 9 private,

8 uninsured) and site of recruitment (13 general groups and

12 healthcare groups). Otherwise groups were recruited to

be, as much as possible, heterogeneous with respect to

other characteristics (gender, age, race). Therefore,

although we felt it was essential to include a range of views

in this research, the primary goal of this study was not to

compare views by these characteristics.

Of the 25 groups, 13 were recruited from community

settings and 12 were recruited from healthcare settings.

There were eight groups of uninsured individuals and 17

groups of insured individuals. Insured groups were com-

posed either of senior citizens covered by Medicare, or

younger individuals who were insured either through

Medicaid or with private (commercial) insurance

(Table 1).

Instruments

This study relied on Choosing Healthplans All Together

(CHAT), a structured, small group simulation exercise.

CHAT allows groups of nine to fifteen laypersons to con-

struct health plans constrained by limited resources. The

CHAT exercise is designed to provide a fair opportunity to

all participants to voice priorities or considerations based

on their experiences. CHAT has been validated and used in

projects in several states in the US and abroad with a

variety of participants, and has been rated highly by par-

ticipants regarding ease of use, information sharing and

enjoyment (Danis et al. 2002; Danis et al. 2004; Goold

et al. 2004). (Further details about the CHAT exercise can

be obtained from the authors). Group sessions were led by

trained facilitators and lasted approximately 2.5 h.

The first step of CHAT uses a game board resembling a

pie chart (Fig. 1) in which 15 insurance benefit categories

are represented. Participants receive 50 pegs which repre-

sents 100% of the premium cost. This allows them to fill

only about 60 percent of the holes on the CHAT board,

forcing them to ‘‘simultaneously weigh desired clinical

services against the realities of resource constraints’’

(Goold et al. 2005) when choosing their health insurance

package. Participants may select varying levels of coverage

(see Table 2 for coverage descriptions) for each benefit

category (basic, medium or high) or may forgo a category

altogether. The benefit choices vary somewhat for senior

and working-age participant groups. Specifically, the

MH/SA benefit option for seniors includes the choice of

Table 1 Group characteristics of participants in the qualitative study

(N = 255)

Recruitment site Community Healthcare

Uninsured 4 4

Insured 9 8

Medicare* 5 2

Medicaid 0 1

Commercial 4 5

Total 13 12

*Includes groups of individuals eligible for both Medicare and

Medicaid

Fig. 1 The CHAT board is shown with the number of pegs for each

service type and coverage level visible as holes around the board.

Each peg represents 2% of the per member per month (PMPM) cost

of coverage
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only one level of coverage (the Basic level) while the

benefit option for the working-age participants includes a

choice between basic and medium levels. The senior

CHAT version also does not include the infertility category

and differs in costs compared to the version of CHAT used

with participants of working-age (eg., relative costs for

home health care and longterm care were higher for

seniors). Although participants may have conflicting views

about coverage of varying conditions (eg., between treat-

ment for mental health versus substance abuse disorders)

the structure of the benefits reflects those that may be

offered in a typical insurance plan.

After making benefit selections, participants spin a

roulette wheel (including all service categories arrayed

around the circumference as shown in Fig. 1) and receive a

hypothetical ‘‘health event’’ corresponding to the category

on which they land. Each health event describes an illness

scenario and the associated consequences of coverage

choices, including out-of-pocket payment responsibilities,

access and choice of provider or treatment. For example, in

one of the MH/SA category health events, a player is

advised that his/her spouse has become very depressed, and

recently began talking about feeling suicidal. Players are

instructed to read the event aloud to the group and are then

encouraged to reflect aloud on their benefit coverage

choices in light of their health event.

These two steps comprise Round 1. All together there

are four rounds, allowing participants to make choices and

face consequences (1) alone, choosing benefits for them-

selves and their families, (2) in groups of three, choosing

benefits for their neighborhood, (3) as an entire group,

choosing benefits for the community and (4) once again,

choosing for themselves. Each participant receives a

‘‘health event’’ after both Round 1 and Round 2. This

progression promotes group decision-making and allows

comparison of individual and group choices.

Data Collection

Group discussions were audio recorded and participants

were given an alias to preserve anonymity. Participants

completed both a pre-exercise questionnaire to collect

socio-demographic and health information and a post-

exercise questionnaire which asked participants about their

views on the CHAT exercise (Gallup Organization 1994).

This project was deemed exempt from continuing IRB

review by the Offices of Human Subjects Research at the

Clinical Center of the National Institutes of Health, and

approved by IRBs at the University of Michigan, the

University of North Carolina at Chapel Hill, and Duke

University.

Analysis

Descriptive statistics (Table 3) characterize study partici-

pants and their attitudes towards health insurance coverage.

McNemar’s chi-square test was employed to assess the

degree of agreement between individual health care cov-

erage choices made during the first and fourth cycles of the

game. To use McNemar’s test, coverage choice was reco-

ded into a dichotomous indicator (i.e., coverage was either

selected or not selected).

In order to better understand why benefit choices were

selected, we analyzed the transcripts from twenty-five

audio taped groups (n = 255 participants). Each group

transcript was searched, both manually and using N6 (QSR

software), for terms related to MH/SA. Search terms

included depression, substance abuse, alcohol, addict,

psych, mental health and schizophrenia. As text was

identified, new search terms were added. Investigators read

all text preceding and following the search terms and

determined when to code dialogue as relating to mental

health/illness, substance abuse, or related conditions. One

investigator (SEL) read all text coded for MH/SA in an

open coding process, developing a list of reasons, justifi-

cations and values that were expressed when participants

chose whether and to what extent to include MH/SA ben-

efits. This coding scheme was then compared to a more

comprehensive coding scheme that had been developed

previously for all dialogue (i.e., not just MH/SA) by other

investigators (SDG, NMB). Without exception, all codes

identified during interpretation of MH/SA discourse map-

ped directly on themes in the larger, main coding scheme.

In addition to line by line coding using this comprehensive

Table 2 Details of benefits

Type of coverage

Basic Medium (not available for Senior groups)

Mental Health and Substance Abuse (pays

for counseling and therapy, treatment of

mental illness, and alcohol and drug

abuse)

2 pegs: Your plan pays for up to 30 visits per

year to a therapist. You pay $10 per visit. Your

plan pays for up to 30 days per year in a

hospital for mental illness or drug abuse. You

pay $50 for each day in the hospital.

2 ? 1 pegs: Your plan pays for an unlimited

number of visits to a therapist or counselor.

You pay nothing per visit. Your visits are free.

You plan pays for an unlimited number of days

in a hospital for mental illness or drug abuse.

You pay nothing for each day in the hospital.
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Table 3 Participant characteristics and baseline attitudes (N = 562)

Entire Sample (N = 562 in 50 groups) Recorded Subset (N = 255 in 25 groups)

Characteristic N %* or Mean ± SD N %* or Mean ± SD

Age (in years) – 47.8 ± 19.0 – 47.1 ± 19.4

Female 290 52.5 137 53.7

Missing 10 –

Race (missing 47/562)

White 312 56.2 150 58.8

Black or African American 219 39.5 91 35.7

Hispanic or Latino 12 2.3 4 1.6

Other/Unknown 24 4.4 10 3.9

Insurance status

Private Insurance 172 44.3 89 38.9

Medicaid 15 3.9 7 3.0

Medicare 90 23.2 81 35.2

Other Insurance 25 6.4 0 0.0

Uninsured 86 22.2 53 23.0

Missing 174 – 25 –

Marital Status

Married 145 26.1 58 23.2

Single or never married 212 38.1 94 37.6

Widowed/divorced/separated 199 35.8 98 39.2

Educational Attainment

Less than high school 61 10.9 22 8.7

High school graduate or GED 144 25.8 70 27.6

Some college 137 24.6 67 26.4

College graduate or more 216 38.7 95 37.4

Household Income

$0 – \$7,500 130 25.0 36 14.1

$7,500 – \$15,000 106 20.3 54 21.1

$15,000 – \$35,000 140 26.9 70 27.4

$35,000 or more 145 27.8 60 23.5

Unknown or not reported 41 – 35 13.7

Health Status

Excellent 108 19.3 53 20.9

Very Good 192 34.3 91 35.8

Good 169 30.2 79 31.1

Fair 81 14.5 29 11.4

Poor 10 1.8 2 0.8

Chronic illness in household in past year 193 36.0 82 34.3

Member of household hospitalized in past 6 months 96 17.6 36 14.6

C1 physician visits in households in past 6 months 531 94.5 235 92.2

Out-of-pocket healthcare costs, past 12 months

$0 88 18.2 29 11.4

\$500 196 40.5 96 37.6

$500 – \$2,000 137 28.3 66 25.9

$2,000 or more 63 13.0 19 7.4

Unknown 78 – 45 17.6

*Percentages do not always add to 100 due to unknowns and rounding. The number of individuals with unknown values ranges from 2 to 5;

where more frequent, we report the number of unknowns as a separate category
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coding scheme, two investigators (SEL, NMB) read and

analyzed all MH/SA dialogue for overarching general

themes, hypothesis generation and patterns and relation-

ships among themes. Although a coding framework had

already been developed to analyze dialogue referring to all

healthcare categories, open coding was performed again

specifically for the text referring to MH/SA discourse to

ensure saturation of the coding structure and reliability of

coding.

Results

Sample Characteristics

Participants had a mean age of 48 and a wide range of

incomes and educational attainment (Table 3). Low

income persons were over-represented. About half of par-

ticipants were men and 44% self-identified as non-white

race. More than one quarter reported fair or poor health

status. A similar percentage reported a chronic or serious

illness in their household and about one-fifth reported a

household member hospitalized in the past 6 months. The

vast majority had had a visit with a doctor in the past year.

The overall sample was older and more ethnically/racially

diverse than the average North Carolina resident (com-

pared with Census data from 2000).

Selection of Insurance Coverage

Individuals’ prioritization of mental health coverage

increased after group discussions. Just over one third

(36.7%) of participants in senior groups included mental

health coverage before the exercise while 45% selected it

following group discussion (Table 4). These percentages

were higher for working-age groups: 60.8% chose some

mental health coverage prior to and 69.6% after group

discussion; increases were statistically significant

(McNemar’s Chi = 11.57, P = 0.0007). The same trend

occurred in subgroup analyses of Medicaid, uninsured, and

insured participants. Not surprisingly, individuals who

agreed prior to the group exercise that MH/SA coverage

was important were more likely to select MH/SA coverage

(66.5 vs. 55.2%, P = 0.01). Neither income nor education

was associated with an individual’s choice of mental health

coverage.

Groups selected MH/SA coverage more frequently than

individuals (Table 5). Nearly all groups, including 9 of 10

senior groups and 38 of 39 working-age groups (including

21 of 22 uninsured groups) included MH/SA coverage in

their final group selections.

Group dialogue about MH/SA coverage reflected a

variety of themes which we organized into the following

major categories: magnitude of value in MH/SA coverage,

beliefs and attitudes about treatment efficacy, benefit to the

community or society as a whole, value of MH/SA cov-

erage relative to other options, the high cost of care (if not

insured), low personal risk of MH/SA problems, and moral

hazard. Finally we identified ‘‘polarity in beliefs’’ as an

overarching theme evident throughout many parts of the

dialogue.

Magnitude of Value in MH/SA Coverage

The theme ‘‘magnitude of value in MH/SA coverage’’

referenced dialogue about the potential for MH/SA

Table 4 Initial and final individual choices for mental health and substance abuse coverage

Population Initial individual N (%) Final individual N (%)

Working-age (n = 441) None 155 (39.3) None 119 (30.2)

Basic 113 (28.7) Basic 159 (40.4)

Medium 126 (32.0) Medium 116 (29.4)

Senior (n = 121) None 75 (62.5) None 66 (55.0)

Basic 44 (36.7) Basic 54 (45.0)

Medium Not available Medium Not available

Working-age groups comprised publicly and privately insured and uninsured adults between 18 and 65. Senior groups included mostly adults

C 65 years old, although a few participants in these groups were under 65. Senior group participants’ choices are analyzed and presented

separately since the options available in CHAT and their relative costs differed from those available for the other groups. Missing data for

Working-age groups represented about 10%; for Senior groups \ 1%

McNemar’s Chi-square = 11.57, P = 0.0007, for comparison of proportion choosing No Coverage

Table 5 Group benefit choices for MH/SA

Working-age group choices Senior group choices

MH/SA

Benefit

Frequency

(%)

MH/SA

Benefit

Frequency

(%)

(n = 39) (n = 10)

No benefit 1(2.6) No benefit 1(10)

Basic benefit 28(71.8) Basic benefit 9(90)

Medium benefit 10(25.6)
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coverage to protect against substantial harms or losses, or

when MH/SA coverage was described as important or

necessary or, conversely, as trivial or unnecessary.

‘‘And I think mental health, substance abuse for one

more. The benefits you get from that are very

important.’’

Harms or losses which participants suggested might be

avoided through insurance coverage and subsequent access

to treatment included foregone social or work activities to

both individuals with mental illness and family members or

caregivers.

‘‘I think we should have at least a basic level of

mental health and drug abuse because that’s a big

reason people miss work.’’

‘‘Well most of the homeless people they do have a

mental illness or a drug abuse problem. This is true

and of course a lot of people get into drug abuse

because they do have a mental illness and it’s because

I realize that in this room 1 out of every 4 of us are

going to be affected by mental illness by a family

member or ourselves. 22–25% of people have neu-

rosis and the others that can not hold down a job

socially.’’

Participants reflected on the prevalence of MH/SA

problems, and commented on the importance of coverage

for those in the community as well as individuals, families

and workplaces.

‘‘Mr. J. says we have a lot of people in [city] that

need to go to mental health for substance abuse.’’

‘‘I think the major thing is depression. And that has

such a high incidence. Depression is also very com-

mon. The triggers for depression can be losses or

chronic illnesses and those are things that almost any

person of the senior age will encounter.’’

Participants recognized that MH/SA services are

essential and yet often undercovered.

‘‘I know a lot of insurance companies don’t cover

mental health … even if you have insurance through

your company, … and, it’s, I mean, definitely a

need… It helps thousands and thousands.’’

Beliefs and Attitudes About Treatment Efficacy

Beliefs or attitudes about treatment efficacy also influenced

coverage choice. Although many believed coverage for

MH/SA treatment was generally important, participants

expressed great uncertainty regarding medical treatment

and services available to help persons with MH/SA

problems.

Some felt treatment might be potentially harmful:

‘‘Because most of time they put you on all this BS

medication that screws you up worse than what you

were when you got there.’’

‘‘I mean, I’ve had a personal experience with a friend

who had anorexia and she went to a ‘‘wham, bam,

thank you ma’am’’ clinic and they didn’t do

anything! She was sicker!’’

Others expressed the view that the use of medical

treatments for MH/SA conditions was inappropriate:

‘‘I just, I feel like there’s a deeper seated problem

than there is mental health being needed to be treated.

They’re not treating the origin of the problem.’’

Other participants suggested some problems are actually

facilitated through the provision of MH/SA problems.

‘‘I’m referring, to the way the psychiatrist told me

right now is that a high percentage of women in our

society are diagnosed as depressed and, of course,

that means medication. I believe that their problems

do not need to be dealt with that way and it just

becomes a habit…Maybe we can reverse the problem

by not having insurance coverage knowing that

they’re gonna get paid for it.’’

Finally, some comments reflected judgments that some

MH/SA services could be provided by other sources or

managed in other ways.

‘‘The mental health stuff doesn’t appeal to me. If you

have to do that, I would say family might be able to

handle some of it. I would suggest not doing that.’’

Benefit to the Community or Society as a Whole

Support for MH/SA benefits was sometimes justified as a

benefit to the community or society as a whole, for

instance, by keeping persons with MH/SA problems from

posing a danger to others. This was especially evident in

dialogue about the seriousness of addiction as a problem in

communities.

‘‘I made a suggestion about certainly including

pharmaceuticals and mental health. That doesn’t only

benefit the patient, it benefits the community. We

might not have so many problems with psychiatric

patients not being under care.’’

When discussing need for basic mental health coverage

for the community, one respondent stated:

‘‘It actually applies to a reasonable amount of the

population; I mean it’s kind of scary when you think
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about it! There’s supposed to be a lot of drug users

around here.’’

Value of MH/SA Coverage Relative to Other Options

Despite the prominent place of dialogue about the impor-

tance of MH/SA treatment, and the large magnitude of

harm or loss such services aim to prevent, another promi-

nent theme in the dialogue was, paradoxically, the relative

unimportance of MH/SA coverage. This sentiment was

shared when participants characterized MH/SA services as

being a lower priority than other health services.

‘‘If we’re going to have all mental health-well, I have

four kids—we need dental.’’

Cost of Care

Another argument proffered about MH/SA coverage

appealed to the need to ameliorate the high costs of drug

treatments and psychotherapy. This theme was termed cost

of care.

‘‘I think we ought to at least have basic mental health.

That’s actually an expensive thing.’’

‘‘I’ve been to counseling and if I had to pay for it, it is

$95 an hour (if) you’re lucky. I just know it is

expensive.’’

Low Personal Risk of MH/SA Problems

While groups discussed the importance of having good

mental health care coverage, they often perceived a low

personal risk of MH/SA problems, as in the following

example:

‘‘That’s, see, for me that’s not a priority because I just

don’t see anything like that happening to me.’’

Moral Hazard

Participants discussed both positive and negative aspects of

the influence of coverage for MH/SA services on utiliza-

tion, that is, the economic phenomenon of moral hazard.

When coverage is available, they argued, more people will

use it, or individuals will use more services than they

would if they did not have coverage. On one hand, it was

suggested that such availability means more people will

use MH/SA services and coverage could decrease the

stigma associated with treatment for MH/SA problems and

perhaps meet heretofore unmet needs. On the other hand, it

was suggested that wide availability of MH/SA services

could encourage an inappropriate overuse of services and

have a negative impact on health care costs:

‘‘you don’t just go dilly dallying in [to treatment]… for

every excuse,… again let’s think of those because

[other] people can really abuse the system, I’m afraid.’’

Polarity in Beliefs

Interpretation of group dialogue about MH/SA coverage

revealed a strong overarching theme we labeled ‘‘polarity

in beliefs.’’ Perceptions of the risk of mental illness provide

a telling example. While participants agreed that MH/SA

problems are serious and relatively prevalent, participants

did not feel personally at risk. The quote below highlights

the individual’s understanding for the potential importance

of mental health coverage, yet also states that he feels no

personal risk or subsequent need for individual MH/SA

coverage.

‘‘When I landed on the [red] wheel and ended up with

the mental health, it didn’t have any importance – I

know it had a lot of importance to a lot of people,

I would probably say I prefer not to have it, but again,

it can happen to be [valuable].’’

Support for coverage of substance abuse services

reflected similar contrasts. Some felt that the gravity of the

problem demanded some action (usually for the overall

good of the community) while others felt those with sub-

stance abuse problems may not be deserving of treatment.

There was disagreement as to whether coverage should be

provided because a substance abuse problem was consid-

ered by some to be a behavioral problem rather than a

medical condition.

‘‘Mental health and medical health are totally dif-

ferent… I guess part of my disagreement with it is

I’m okay with mental health in the sense of manic

depression. I have problems with drug abuse and

alcohol abuse. To me, that is a behavior issue more

than a mental health issue.’’

Finally, others felt generally conflicted about coverage

for MH/SA as they suggested that it is more complicated to

ensure coverage for the range of issues categorized as MH/

SA problems compared to other types of medical coverage

which is more straightforward.

‘‘It’s not black and white as if you need an organ

transplant. There are some issues here that seem to be

part of our culture and our society….’’

Discussion

The majority of individual participants, and nearly all

groups, chose to include MH/SA benefits in a health benefit
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package. Consistent with these choices, there was a strong

belief that mental health is a significant social issue despite

the relatively poor coverage of MH/SA in most existing

health insurance relative to other health needs. However,

participants’ attitudes about MH/SA treatment were not

consistently favorable and polarity in beliefs was evident.

While some comments reflected judgments about the

importance of MH/SA services for both patients and the

community, other comments alluded to MH/SA services as

ineffective, unnecessary, and/or able to be ‘‘handled’’ by

oneself or one’s family. The polarization of attitudes

toward MH/SA care is echoed in public opinion surveys

(DYG Inc 1989; Gallup Organization 1994; Hanson 1998),

where initial support for mental health parity, for instance,

weakens once cost is mentioned.

Comments reflected the stigmatization of those with

MH/SA disorders, for instance the need to treat mental ill-

ness to assure community safety, and, tellingly, in partici-

pants’ unwillingness to confront the possibility of mental

illness for themselves. Participants also wondered aloud

about the ‘‘medical’’ nature of mental illness, and especially

substance abuse. Behavioral matters or problems of char-

acter, according to these participants, should not be treated

so much as corrected or controlled in other, nonmedical

ways. As a result, limited resources were seen as being more

deserved elsewhere. Other research has also shown that

persons with mental illness are perceived as being more

responsible for their situation than persons with physical

illness. A study by Weiner et al., showed that persons with

mental or behavioral conditions elicited attitudes of little

pity, anger, and potential neglect while persons with phys-

ical illness elicited pity, no anger, and judgments to help

(Weiner et al. 1988). In addition to participants being

influenced by stigmatizing attitudes about the origin of MH/

SA conditions in our study, public skepticism regarding the

need for treatment for mental illnesses also discouraged

participants from choosing MH/SA coverage. These per-

ceptions may have significant associations with policy;

Corrigan et al. demonstrated the impact of negative atti-

tudes toward mental illness and treatment efficacy on policy

decisions. Their study showed a positive association

between perceived importance of mandated treatment and

stigmatizing attitudes in participants completing various

measures of resource allocation. Allocating resources to

mandated treatment (vs. rehabilitation services) was posi-

tively associated with attitudes of pity and fear while

donation of money to a mental health charity was negatively

associated with attitudes of blame or not being willing to

help (Corrigan et al. 2004b). Corrigan and Watson have also

emphasized the impact of perceptions of personal respon-

sibility in making resource allocation decisions, which our

participants reflected in their calls to ‘‘handle it [mental

illness]’’ (Corrigan and Watson 2003).

The CHAT exercise and the group deliberations it

stimulated affected individuals’ points of view and sub-

sequent decisions; most allocations to MH/SA coverage

(even when choosing a plan for themselves and their

families) increased after the session. Throughout the

CHAT exercise, participant discussion focused on per-

ceived personal risk of mental illness (which most con-

sidered low), the trivial, less serious nature of mental

illness compared to physical illnesses, mental illness as

being something you could or should ‘deal with’ yourself

(especially in relation to substance abuse) and about the

ineffectiveness of treatment. They also, however, articu-

lated reasons in support of MHSA coverage, including the

seriousness of mental illness and addiction, the impact of

those diseases on individuals, families, workplaces and

communities, and the high cost of obtaining care absent

insurance coverage. At least some participants also rec-

ognized, in comments after hypothetical health events, and

responses to the experiences of other group members, that

mental illness might be more of a possibility for themselves

or their family members than they initially thought. For

example, one participant, after reading a health event in

which her spouse was diagnosed with manic-depressive

disorder, and hospitalized for 2 weeks, said ‘‘I had no

coverage. I would though if I’d known I was going to have

problems.’’ Group discussion of the exposure to financial

risk that such illness brings might also allow participants

with experience to ‘‘win over’’ other participants without

such experience. Increased support for MH/SA coverage

might also reflect improved understanding about the group

nature of insurance and a recognition of the importance of

MH/SA services for others. Coverage chosen for one’s self

or one’s family is also coverage available to a group or

community, and the CHAT exercise, like real allocation

decisions, must reflect the tension of tradeoffs between

competing needs of many individuals.

These data have implications for many areas of health

insurance policy. The past decade has seen improvements

in access to and coverage of MH/SA services occurring

alongside the expansion of SCHIP, Medicare part D and

passage of the Medicare Improvement for Patients and

Providers Act (HR 6331). Increases in the treated preva-

lence of mental disorders among children has been attrib-

uted to improvements in access to primary care among

children (Glied and Frank 2009). The Children’s Health

Insurance Program Reauthorization Act of 2009, signed by

President Obama in February 2009, requires dental cover-

age and mental health parity. The mental health parity act

of 2008 improves on the mental health parity act of 1996

by prohibiting financial requirements or treatment limita-

tions which have been more restrictive for MH/SA

compared to physical health services (Ostrow and Mand-

erscheid 2009). The Medicare Improvement Act
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specifically mandates a gradual decrease in the copay for

mental health services from 50% to align with the copay

for physical health services (20%) by 2014 (Shern et al.

2009). Finally, the Patient Protection and Affordable Care

Act (PPACA), passed in March 2010 mandates that qual-

ifying health insurance plans must adhere to enacted leg-

islation requiring mental health and substance abuse parity.

Although it is anticipated that the new reform will improve

access, leading to 1.15 million new users of mental health

services and that there will be increases in mental health

related service use (Garfield et al. 2011); of question is the

effectiveness of the policy to address the specific needs of

those with severe mental illness, how formularies or utili-

zation management will be applied (Garfield et al. 2010)

and how this will vary by state (Aggarwal et al. 2010).

Additionally, of concern for the future is how MH/SA

benefits will vary among private insurance companies as

well as public plans, and whether employers will greatly

restrict or even eliminate MH/SA coverage in an effort to

stem the rising cost of health insurance benefits. So-called

‘‘consumer directed health plans,’’ to the extent they truly

permit individuals to select the coverage they think they

will need, would, predictably, exacerbate uninsurance for

mental illness as consumers underestimate their need for

MH/SA services. The data from this study suggest that

consumers may substantially underestimate their risk and

potential need for MH/SA coverage. As further negotia-

tions are made at the state level it would seem prudent to

incorporate deliberative simulation exercises such as

CHAT to improve the awareness of both the need and

benefits of MH/SA coverage. Such deliberative discussions

could facilitate consideration of the prevalence of MH/SA

conditions and effectiveness of treatment among consum-

ers and policy-makers. The CHAT model could help

demonstrate the relative value of these services among a

complicated array of options. If the new legislation is

effective in improving access to adequate MH/SA treat-

ments, this could help to reduce stigma especially, if

treatments address associated psychotic symptoms or sub-

stance abuse which are features associated with high levels

of public stigma. (Hinshaw and Stier 2008). Additionally,

reducing structural discrimination (i.e., allocating fewer

resources or restricting benefits to people with MH/SA

problems) may improve public perceptions about the

effectiveness of mental health treatments or decrease self-

stigma among consumers (Corrigan et al. 2004a) could also

be reduced.

Additional implications of this work include incorpo-

ration of the CHAT exercise into the process of selecting

employer sponsored health insurance plans. For the Cap-

ital CHAT project, employees or associates from 41 public

and private sector employers sponsored 72 CHAT ses-

sions. Following the study, one of the participating

employers used the collected information to modify its

benefit plan and a second went on to conduct additional,

customized CHAT exercises to seek employee input for

possible benefit changes (Danis et al. 2007). Other CHAT

papers (Goold et al. 2005) have noted that CHAT might

be used as an empowerment tool for consumers and

communities and noted recommendations of how citizen

participation in health care priority setting might be

achieved (Daniels and Sabin 1998; Fleck 1992; Giacomini

et al. 2000; Goold et al. 2005; Gutmann and Thompson

2011).

Limitations

While this study contributes new and important informa-

tion on how members of the general public view and value

mental health coverage, the sample is geographically lim-

ited and the sample was not designed to achieve statistical

proportionality. On the other hand, greater inclusion of the

viewpoints of minorities and lower income individuals can

be perceived as a strength, since they tend to be under-

represented in other studies (including public opinion

surveys). Missing data on insurance coverage is also a

limitation. Due to a clerical error, half of the groups did not

receive the insurance question on their questionnaire.

Rather than assume that group type perfectly correlated

with insurance type, we treated that item as missing for

those participants. As these data were collected in

1999–2000, today’s political environment, and the contin-

uing rise of health care costs may have influenced the

public’s view. Mental health coverage, however, has not

been a major part of recent discussions about healthcare

and therefore new data are lacking. Recent analyses of the

General Social Survey by Pescosolido et al. compared

attitudes about the causes of mental illness, endorsement

for medical treatment and social distance from 1996 to

2006. It suggests increasing public endorsement of a

neurobiological model of mental illness and medical

treatment; but, this was also associated with increases in

stigma and/or social distance (Pescosolido et al. 2010), as

has been shown in other studies (Corrigan and Watson

2004; Rusch et al. 2010). This suggests that although there

might be increasing support for MH/SA services for the

community, the increase in social distance may also be

associated with less perceived personal risk for need of

MH/SA coverage. Additionally, the CHAT exercise is a

simulation exercise and choices made in the exercise may

not precisely reflect how individuals would make trade-off

decisions in real life. Our study offers new insight into the

views of the public and helps to further develop the debate

on mental health parity, both through our findings and

unique methods.
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Conclusions

As public and private institutions struggle to set health care

priorities, it is imperative that we gain insight into the values

and perspectives of those affected by allocation decisions,

and that we assure that the perspectives of diverse individuals

and communities are included (Rosenheck 1999). Because

individual reasoning may change based on new information

or perceptions (Booske et al. 1999; Mechanic 1996),

engaging individuals in deliberative activities, wherein they

have an opportunity to learn, reflect, and reason collectively,

provides an opportunity for public input into policy making

that may be an improvement over, or at least complementary

to, public opinion polls. Our study suggests that deliberative

processes have the potential to broaden individual perspec-

tives, as shown by the increase in individual preferences for

mental health coverage from Round 1 to Round 4.

Deliberative forums can help policy makers, grappling

with the enduring challenge of limited resources available

to meet physical and mental health needs, understand cit-

izens’ reasoning. Insights gained from this and future

studies of public deliberations may shed light on an issue

that is politically, intellectually and morally complex and,

by using a fair, open and transparent process, contribute to

an equitable distribution of limited health care resources.
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