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Abstract
The COVID-19 public health emergency (PHE) caused significant disruptions in the delivery of care, with in-person visits decreasing and telehealth 
use increasing. We investigated the impact of these changes on mental health services for Medicaid-enrolled adults and youth in Washington 
State. Among enrollees with existing mental health conditions, the first year of the PHE was associated with a surge in specialty outpatient 
mental health visits (13% higher for adults and 7% higher for youth), returning to pre-PHE levels in the second year. Conversely, youth with 
new mental health needs experienced a decline in specialty outpatient visit rates by ∼15% and 37% in the first and second years of the PHE, 
respectively. These findings indicate that while mental health service use was maintained or improved for established patients, these patterns 
did not extend to Medicaid-enrolled youth with new mental health needs, potentially due to barriers such as difficulty in finding providers and 
establishing new patient-provider relationships remotely. To bridge this gap, there is a need for a multi-faceted approach that includes 
improving service accessibility, enhancing provider availability, and optimizing initial care encounters, whether in-person or virtual, to better 
support new patients.

Lay summary
The COVID-19 public health emergency (PHE) generated a wide-ranging shock to the health care system and disrupted the ways in which people 
accessed care. This study explores how these changes affected mental health care for Medicaid-enrolled adults and youth in Washington State. 
Our findings show that enrollees with existing mental health conditions had better access to mental health services during the first year of the 
PHE, with visit rates 13% higher than before. However, youth who developed new mental health needs during the PHE faced challenges, with 
their access to specialty mental health services dropping by 15% in the first year and 37% in the second year. These results suggest that the 
COVID-19 PHE may have adversely affected access among youth with new mental health conditions. To address these potential 
shortcomings, efforts must extend beyond telehealth solutions to encompass a broader strategy that includes increasing provider capacity 
and ensuring that the initiation of care, whether in-person or remote, is welcoming and effective for new patients.
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Introduction
The COVID-19 public health emergency (PHE) generated a 
wide-ranging shock to the health care system, with more 
than 500 000 excess deaths occurring in the United States 
(US) in 2020.1 The toll on mental health was substantial. In 
2020, ∼39% of US adults had symptoms of anxiety disorder, 
and 32% had symptoms of depression, rates that were more 
than four times higher than rates reported in 2019.2

The PHE’s disruption of in-person care was met with the 
rapid uptake of telehealth, catalyzed in part by the 
Coronavirus Aid, Relief, and Economic Security Act, which 
included provisions that reimbursement for telehealth services 
for Medicare enrollees should match rates equivalent to those 
for in-person care. Most Medicaid programs followed suit, 
recognizing that telehealth created an opportunity to ensure 
continuity of care while minimizing the risk of viral 
transmission.3-5 Washington State implemented provisions 

that allowed for a wide variety of telehealth technologies, in
cluding audio-only options; payment parity, meaning that tel
ehealth services were reimbursed at the same rate as in-person 
visits; and licensing flexibility, permitting out-of-state pro
viders with equivalent licensing to offer care to Medicaid 
beneficiaries.6

Understanding the impact of the PHE on mental health serv
ices in Medicaid is critical, given who the program covers. 
Medicaid is the largest payer of mental health services nation
ally.7 It covers a disproportionate number of people with ser
ious mental illness, a population that may have worse 
outcomes with disruptions in the continuity of care.8-11 The 
program also covers a larger share of lower-income individu
als with fewer social supports, which may make telemedicine 
access difficult.12-14

Medicaid also covers ∼50% of all children in the U.S. 
(growing to 53 million between March 2020 and July 
2022), including 75% of children living in poverty.15,16 This 
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population is of particular concern, as adolescent mental 
health has been worsening for nearly a decade,17 culminating 
in a 2021 Declaration of a National Emergency in Child and 
Adolescent Mental Health from the American Academy of 
Pediatrics, the American Academy of Child and Adolescent 
Psychiatry, and the Children’s Hospital Association,18 accom
panied by an official Advisory by the Surgeon General.19

Most studies of mental health services during the PHE find 
that in-person visits dropped substantially but were offset by 
dramatic increases in the use of telehealth.20-24 The limited 
number of studies of the Medicaid population25-27 have fo
cused on enrollees with mental health conditions diagnosed 
prior to the PHE, generally finding that telehealth allowed 
enrollees to maintain access to mental health services during 
the PHE. There is less evidence on how mental health 
services fared among children and adolescents, and, to our 
knowledge, no studies have assessed the extent to which 
Medicaid-enrolled adults or youth who newly experienced 
mental health needs during the PHE may have experienced 
challenges in accessing care. To address these gaps in 
knowledge, we investigated the implications of the PHE on 
outpatient mental health use and acute service use among 
Medicaid enrollees, including adults and youth, in 
Washington State.

Data and methods
Study design and setting
This study used Medicaid claims data from Washington State 
from April 1, 2019, through March 31, 2022, to assess mental 
health service use with the onset of the COVID-19 PHE. 
Claims were obtained from the Washington Health Care 
Authority. Our enrollee study population included individuals 
ages 3–64. We excluded members who were dually eligible for 
Medicare and Medicaid, part of the Emergency Medicaid or 
medically needy spend-down program, moved from one 
county grouping to another, or were part of the fee-for-service 
population. We also excluded member-calendar years in 
which the member was not enrolled for at least three months 
(Appendix A).

PHE and pre-PHE cohorts
To determine whether these outcomes during the PHE were 
different than typically observed year-over-year, we defined 
a PHE cohort as having a baseline year (Year 0) from April 
1, 2019, through March 31, 2020. We then assessed outcomes 
from April 1, 2020, through March 31, 2021 (Year 1) and 
April 1, 2021, through March 31, 2022 (Year 2). We defined 
the pre-PHE cohort as having a baseline year (Year 0) from 
April 1, 2017, through March 31, 2018, and assessed out
comes from April 1, 2018, through March 31, 2019 (Year 
1) and April 1, 2019, through March 31, 2020 (Year 2). For 
each cohort, we used the baseline Year 0 to identify individu
als with prior mental health diagnosis (MI), defined as any 
psychiatric inpatient, residential, or partial hospitalization 
claim, or at least two other non-inpatient claims on separate 
dates in the year with any mental health or self-harm diagno
sis. Among the cohort with a history of mental illness, we also 
defined a sub-cohort of enrollees with SMI: those with any in
patient, psychiatric residential, or partial hospitalization claim 
or at least two other claims on separate dates in the year, with 
a primary diagnosis of schizophrenia (ICD10 F20, F25), bipo
lar I (ICD10 F30, F31.0-F31.77), or major depressive disorder 

(ICD10 F32.2, F32.3, F33.2, F33.3). We defined individuals 
as having no history of mental illness if they did not meet 
one of these criteria. We defined children as enrollees aged 
3–18 and adults as enrollees aged 19–64. Enrollees in each co
hort were required to be enrolled in all 3 years.

Outcome variables
The primary outcome was the number of outpatient mental 
health visits (including in-person and telehealth visits) to a 
mental health specialist, per person per month. Secondary out
comes included changes in emergency department visits for 
mental health conditions and the probability of self-harm 
events. These outcomes may serve as proxies for the quality 
of care. We studied the probability of any self-harm event ra
ther than counts of visits because a larger number of visits with 
self-harm diagnoses may either represent worse outcomes (ie, 
repeated self-harm events) or better management (ie, multiple 
visits for follow-up care). The ICD-10 codes and CPT codes 
used to define outpatient mental health services are provided 
in Appendix B.

Covariates
We included the following patient-level covariates: age, sex, 
rurality (derived from rural–urban commuting area codes), 
and 15 Chronic Illness and Disability Payment System risk ad
justers24 (Appendix B).

Statistical analysis
Our analyses were conducted at the member-quarter level. We 
used linear regression to assess changes from the baseline Year 
0 through Years 1 and 2, with indicator variables for the PHE 
cohort and year; interactions between indicator variables for 
the PHE cohort and year; and demographic covariates. 
Standard errors were clustered at the primary care service 
area level.28

Limitations
This study has several limitations. The study takes place in 
Washington, a state that has dedicated significant resources 
to improving mental health in its Medicaid program.29-33

The maintenance of access to mental health care may not be 
generalizable to other states with fewer resources. The con
struction of our patient cohort, definition of patient character
istics, and measurement of outcomes were constrained by the 
data collected through claims, which lacked detailed clinical 
and sociodemographic information. For instance, we were un
able to assess clinical outcomes based on patient or clinician 
reports of mental health symptoms. In addition, our analysis 
of variations across different subgroups did not include adjust
ments for multiple testing, meaning these results should be 
viewed as exploratory. Our study may also be limited by the 
application of an adult-centric definition of SMI to the youth 
cohort. Traditionally, SMI encompasses schizophrenia, bipo
lar disorder, and major depressive disorder in adults. While 
this definition aligns with our adult cohort, it does not include 
anxiety disorder or behavioral disorders such as conduct dis
order and oppositional defiant disorder. The advantage of 
our approach is that it maintains consistency in the definition 
of SMI across youth and adult cohorts. Finally, because we did 
not have access to linked Medicare claims, we did not analyze 
outcomes for individuals who were dually eligible for 
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Medicaid and Medicare. Dual-eligible enrollees are likely to 
have a higher prevalence of behavioral health conditions 
than other Medicaid enrollees34; additional studies are war
ranted to understand how this population fared with the 
COVID-19 disruptions.

The study protocol was approved by the Washington State 
IRB. We followed the Strengthening the Reporting of 
Observational Studies in Epidemiology reporting guidelines.35

Results
Our study population included 1 908 799 enrollees, with 990  
797 enrollees in the PHE cohort and 918 002 in the pre-PHE 
cohort. Table 1 displays enrollee demographic characteristics 
for PHE and pre-PHE cohorts, which were generally similar 
across both groups. For example, 52.5% of enrollees in the 
PHE cohort were female, and 15.2% had a history of mental 
health diagnoses in Year 0, compared to 52.9% and 14.7%, 
respectively, in the pre-PHE cohort. Across most characteris
tics, the standardized difference (a measure of covariate imbal
ance between cohorts) was zero and was below 0.05 for all 
measures, suggesting that the PHE and pre-PHE cohorts 
were highly comparable.

Trends in mental health service use
Figure 1 displays trends in unadjusted outpatient mental 
health visits across 12 quarters for the PHE and pre-PHE co
horts, with the first four quarters (Year 0) corresponding to 
the baseline (pre-PHE) year for the PHE and pre-PHE cohorts. 
We display six panels, with top panels A, B, and C showing 
changes among adults and bottom panels C, D, and E showing 
children and adolescents. Among enrollees with previous diag
noses of mental illness, utilization trends declined in Years 1 
and 2. For the population without previous diagnoses of men
tal illness, utilization trends demonstrated sharp increases in 

Years 1 and 2. These phenomena likely result from regression 
to the mean between groups.

Although the unadjusted trends were generally similar, they 
also indicate some differences in the PHE and pre-PHE cohorts 
during Years 1 and 2. Among adults with a history of mental 
health diagnoses, unadjusted visit rates were visibly higher in 
the PHE cohort in Year 1 (panel A). In contrast, relative to the 
pre-PHE cohort, unadjusted visit rates for youth without pre
vious diagnoses of mental illness remained lower in Years 1 
and 2 for the PHE cohort (panel F).

Adjusted changes for adults
Table 2 displays differential changes in outpatient mental 
health visits per 1000 member months for Years 1 and 2.

Among adult enrollees with previous mental health diagno
ses, adjusted visit rates were ∼13% higher in the PHE cohort 
in Year 1 compared to the pre-PHE cohort (differential visit 
rate 89.3 visits per 1000 member months, 95% CI [64.9, 
113.7]). Adult enrollees with SMI also demonstrated signifi
cantly higher visit rates in Year 1 than the comparison group 
(estimate: 125.7, 95% CI 46.7, 204.6), which was ∼10% 
higher than the comparison group’s visit rate (1220.7 visits 
per 1000 member months). In contrast, by Year 2, the PHE co
hort’s visit rates were not significantly different than the 
pre-PHE cohort for members with any history of mental illness 
or SMI.

While mental health visit rates increased for adults with pre
vious mental health diagnoses, this pattern did not hold for 
adults without previous mental health diagnoses. Among 
these individuals, the use of specialty outpatient mental health 
use in the first year was not statistically significantly different 
from the pre-PHE cohort in Year 1 and was lower than in Year 
2 (differential visit rate −5.1 visits per 1000 member months, 
95% CI [−7.0, −3.3]) ∼10% lower than the comparison 
group’s visit rate (50.0 visits per 1000 member months).

Table 1. Enrollee characteristics in PHE and pre-PHE cohorts (%).

Characteristic PHE group Pre-PHE group Standardized difference

N 990 797 918 002
Age 3–12 32.9 35.0 0.02

13–18 18.8 17.7
19–34 21.9 21.4
35–54 18.9 18.5
55–64 7.6 7.4

Female 52.5 52.9 0.00
Race and ethnicity American Indian and Alaska native 1.2 1.2 0.00

Asian American and Pacific Islander 7.6 7.5 0.00
Black 8.3 8.3 0.00
Hispanic 25.2 25.0 0.00
White 50.5 51.4 0.02
Other/missing 7.2 6.6 0.02

Geography Urban 73.4 72.9 0.01
Rural 24.4 24.3 0.00
Missing 2.2 2.8 0.04

History of mental health diagnosis 15.2 14.7 0.01
Risk factors Substance use disorder 6.9 6.5 0.02

Cancer 0.9 0.9 0.00
Cardiovascular conditions 10.7 10.6 0.00
Diabetes 4.1 4.0 0.00
Gastroenterological conditions 8.3 8.3 0.00
Pulmonary conditions 11.1 11.5 0.01

Values are taken in the fourth quarter of year 0 for each cohort. Risk factors are Chronic Illness and Disability and Payment System risk adjusters. Standardized 
differences >0.1 are typically interpreted as moderate to large differences between groups. The pre-PHE cohort is defined as observations between April 1, 2017 
through March 31, 2020; the PHE cohort is defined as observations between April 1, 2019 through March 31, 2022.
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Adjusted changes for youth
Adolescents and children exhibited patterns of use that were 
similar to adults. Compared to the pre-PHE cohort, adjusted 
visit rates for children and adolescents were higher in Year 1 
among enrollees with a history of mental illness (differential 
visit rate 53.2 visits per 1000 member months, 95% CI 
[17.4, 89.1]), ∼7% higher than the comparison group’s visit 
rate of 778.1 visits per 1000 member months. Those with 
SMI also had higher rates than the comparison group (esti
mate: 217.7, 95% CI 74.7, 360.6), ∼16% higher than the 
comparison group’s visit rate. In Year 2, the PHE cohort’s visit 
rates were not significantly different from those of the 
pre-PHE cohort.

In contrast, youth who newly experienced mental health 
needs during the PHE exhibited decreased specialty mental 
health visits. Compared to the pre-PHE cohort, visit rates 
among the PHE cohort of youth with no previous mental 
health diagnoses were lower in Year 1 (differential visit rate 
−4.9 visits per 1000 member months, 95% CI [−6.8, −3.0]) 
and in Year 2 (estimate: −12.4, 95% CI −16.3, −8.5), 
∼15% and 37% lower than the comparison group’s visit rates.

Use of telehealth
The final column of Table 2 displays the percentage of enroll
ees who used telehealth services for outpatient specialty 

mental health. Despite the relatively large increases in visit 
rates in Year 1, the uptake of telehealth was variable in the 
PHE cohort. For example, among adults with any history of 
mental illness, only 41.2% of enrollees used any telehealth 
for outpatient specialty mental health. Furthermore, tele
health use rates were quite low (below 5%) for adults and 
youth with no history of mental health diagnoses.

Trends in ED visits for mental health conditions and 
self-harm events
Table 3 displays changes in ED visits for mental health condi
tions and any self-harm event, comparing the PHE cohort to 
the pre-PHE cohort. ED visits for mental health conditions 
were generally lower or not statistically significantly different 
in the PHE cohort compared to the pre-PHE cohort. For ex
ample, ED visits were lower in Year 1 (differential visit rate 
−0.6 visits per 1000 member months, 95% CI [−1.2, 
−0.19]) among adults with previous mental health diagnoses, 
∼5% lower than the comparison group’s visit rate of 11.1 vis
its per 1000 member months. Adults with SMI had ED visit 
rates that were lower in the PHE cohort relative to the 
pre-PHE cohort, but these differences were not statistically 
significant. Adolescents and children demonstrated patterns 
of use that were similar to adults.

In contrast to ED visits for mental health conditions, there 
were some instances where the probability of any self-harm 

Figure 1. Differences in 3-year trends between PHE and pre-PHE cohorts in outpatient mental health visits. Unit of observation is the person quarter. 
Measures are presented as rates per 1000 member months. Top panels A, B, and C show changes among adults and bottom panels D, E and F show 
children and adolescents. Dashed line represents pre-PHE cohort (April 1, 2017 through March 31, 2020); solid line represents PHE cohort (April 1, 2019 
through March 31, 2022). Solid vertical line reflects demarcation of one year of pre-period data (April 1, 2019, through March 31, 2020, for the PHE cohort; 
April 1, 2017, through March 31, 2018, for the pre-PHE cohort) with two years of post-period data (April 1, 2020, through March 31, 2022, for the PHE 
cohort; April 1, 2018, through March 31, 2020, for the pre-PHE cohort). “MI history” and “SMI history” indicate diagnoses for mental illness (MI) or serious 
mental illness (SMI) in Year 0.
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event was higher in the PHE cohort than in the pre-PHE co
hort. For example, adults with a history of mental health con
ditions had a slightly elevated rate of any self-harm events 
(0.06%, 95% CI 0.01%, 0.11%) compared to 1.01% for 
the pre-PHE cohort in Year 2 (Appendix C). Youth with a his
tory of mental health conditions also had an elevated rate of 
any self-harm events in Year 2 (0.10%, 95% CI 0.03, 0.17). 

While these changes were statistically significant, they were 
small in relative terms (ie, a change of 0.1% point or less).

Discussion
Among adults and youth with previous mental health condi
tions, the PHE was marked by specialty mental health visits 

Table 2. Adjusted differences in outpatient mental health visits between PHE and pre-PHE cohorts by subpopulation.

Study population Year 1, mean, 
comparison group

Differential, 
year 1

Year 2, mean, 
comparison group

Differential, 
year 2

% of PHE cohort using any 
telehealth in Y1 and Y2

Adults with previous 
diagnoses of MI

696.1 89.3a 

(64.9, 113.7)
610.8 25.7 

(−11.3, 62.7)
41.2

Adults with SMI 1220.7 125.7a 

(46.7, 204.6)
1061.7 98.1 

(−0.1, 196.3)
54.7

Adults with no history of 
MI

28.3 1.0 
(−0.1, 2.1)

50.0 −5.1a 

(−7.0, −3.3)
4.7

Children with previous 
diagnoses MI

778.1 53.2a 

(17.4, 89.1)
608.5 4.4 

(−44.0, 52.8)
40.3

Children with SMI 1382.3 217.7a 

(74.7, 360.6)
933.7 133.0 

(−35.8, 301.8)
54.9

Children with no history 
of MI

33.5 −4.9a 

(−6.8, −3.0)
65.6 −12.4a 

(−16.3, −8.5)
4.3

The top three rows show changes for adults, including those with Year 0 diagnoses of any mental illness (MI), those with diagnoses in Year 0 for serious mental 
illness (SMI), and those with no history of mental health conditions, defined as enrollees without at least one inpatient visit with a mental health diagnosis or at 
least two other visits with a mental health diagnosis. Thus, it is possible for enrollees classified as having “No mental illness” to still have an outpatient mental 
health visit, a primary care mental health visit, or an ED visit for a mental health condition. The next three rows show the same designations for children and 
adolescents. Bold entries represent estimates that are statistically significant. The unit of observation was the person quarter. Outpatient mental health visits 
include in-person and telehealth visits are presented as rates per 1000 member months. Adults are defined as enrollees ages 19–64. Children are defined as 
enrollees ages 3–18. 
aP < .05.

Table 3. Adjusted differences in mental health emergency department (ED) visits and self-harm events between PHE and pre-PHE cohorts by 
subpopulation.

Outcome variable Study population Year 1, mean, 
comparison group

Differential, 
year 1

Year 2, mean, 
comparison group

Differential, 
year 2

ED visits for mental health 
conditions (count)

Adults with previous 
diagnoses of MI

11.07 −0.64a 

(−1.22, −0.07)
9.90 −0.32 

(−1.02, 0.38)
Adults with SMI 27.28 −2.03 

(−4.21, 0.15)
24.08 −1.64 

(−4.00, 0.72)
Adults with no history of 

MI
1.20 −0.11a 

(−0.17, −0.04)
1.36 −0.28a 

(−0.37, −0.20)
Children with previous 

diagnoses MI
5.93 −0.74a 

(−1.22, −0.27)
5.63 −0.49a 

(−0.95, −0.04)
Children with SMI 28.96 −2.37 

(−7.64, 2.89)
22.15 −4.26 

(−10.26, 1.75)
Children with no history 

of MI
0.54 −0.10a 

(−0.14, −0.07)
0.76 −0.09a 

(−0.13, −0.05)
Self-harm events (any) Adults with previous 

diagnoses of MI
1.25% 0.01% 

(−0.04, 0.06)
1.01% 0.06%a 

(0.01, 0.11)
Adults with SMI 2.25% 0.00% 

(−0.16, 0.15)
2.01% 0.02% 

(−0.13, 0.18)
Adults with no history of 

MI
0.20% −0.01%a 

(−0.02, −0.00)
0.20% −0.01% 

(−0.01, 0.00)
Children with previous 

diagnoses MI
1.51% 0.04% 

(−0.02, 0.09)
1.42% 0.10%a 

(0.03, 0.17)
Children with SMI 8.56% −0.05% 

(−0.67, 0.58)
6.03% 0.05% 

(−0.62, 0.73)
Children with no history 

of MI
0.16% −0.01 

(−0.01, 0.00)
0.22% 0.01 

(0.00, 0.01)

The top six rows display outcomes for the general population (ie, with no exclusion criteria based on telehealth use). The last six rows focus on the 
subpopulation of enrollees who did not use telehealth. Previous diagnoses of MI includes those with diagnoses in Year 0 of any mental illness (MI); SMI includes 
those with diagnoses in Year 0 for serious mental illness (SMI), and No MI history includes those with no history of mental health conditions, defined as 
enrollees without at least one inpatient visit with a mental health diagnosis or at least two other visits with a mental health diagnosis. Bold entries represent 
estimates that are statistically significant. Unit of observation is the person quarter. Measures are presented as rates per 1000 member months. “ED MH” stands 
ED visits for mental health conditions. Adults are defined as enrollees ages 19–64. Children are defined as enrollees ages 3–18. 
aP < .05.
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that were generally higher in the first year of the PHE when 
compared to a similar cohort in the pre-PHE period, with in
creased telehealth visits more than offsetting decreases in in- 
person visits. However, youth enrollees with new mental 
health needs arising during the PHE had lower rates of out
patient mental health visits in Year 2, despite national evi
dence that the prevalence of mental health conditions 
generally surged during the PHE.36-42 Adult enrollees with 
new mental health needs also had lower rates in Year 2 of 
the PHE. One possibility for this finding is that established pa
tients may have been able to continue their care despite 
changes in modalities, while enrollees with new mental health 
needs may have faced greater barriers to finding providers and 
establishing relationships when in-person visits were less 
common.

Given the increased prevalence of mental health needs 
among youth,43-48 it is concerning that specialty outpatient 
mental health rates were lower among youth with new mental 
health needs, compared to the pre-PHE population. These en
rollees might have struggled to adopt telehealth for several rea
sons. First, the initial process of finding a provider could be 
more daunting when conducted remotely, as it often involves 
navigating unfamiliar digital platforms. Additionally, building 
rapport and trust with a new mental health provider can be 
more difficult without the nuances of in-person interactions. 
Non-verbal cues and physical presence can significantly affect 
patient-provider communication and trust-building, particu
larly in mental health care. Furthermore, new patients have 
faced logistical issues such as securing a private space for tele
health sessions. These barriers could be significant for youth 
without their own computer or room to initiate and carry 
out a telehealth session. These factors may have posed unique 
challenges for new patients attempting to initiate mental 
health care during the PHE.

We found relatively little evidence that the quality of mental 
health care was worse during the disruptions associated with 
the PHE. Rates of ED visits for mental health conditions re
mained stable or declined, and the likelihood of any self-harm 
event was generally stable, although there were very slight in
creases in Year 2 for adults and children with a history of men
tal health conditions. One interpretation of these findings is 
that the changes in mental health care delivery did not lead 
to worse outcomes for enrollees. However, it is possible that 
enrollees were worse off in the PHE, and the lack of measurable 
changes in adverse outcomes reflects overall reductions in the 
number of patients who sought care in any venue.

Our study highlights critical implications for telehealth reg
ulations and Medicaid policies, especially as the current tele
medicine flexibilities are set to expire at the end of 2024. 
Lawmakers have raised concerns that extending these regula
tions could lead to higher health care spending, while advocates 
fear that reinstating previous site and geographic restrictions 
could undo the access gains achieved during the PHE.

The experience within Washington’s Medicaid program 
underscores telehealth’s significant benefits, particularly in 
maintaining or improving access for established patients. 
However, our findings indicate that these benefits may not 
have extended to Medicaid-enrolled youth with new mental 
health needs. This gap suggests that telehealth should not be 
viewed as a one-size-fits-all solution capable of addressing 
all mental health needs across diverse populations.

Whereas, previous research has largely focused on the ef
fectiveness of telemental health in supporting care for 

individuals with SMI, our findings show the importance of 
tending to approaches that specifically target the unique bar
riers faced by new patients seeking mental health services. 
Future research should be directed at understanding the specif
ic obstacles new patients encounter when attempting to access 
services, including identifying available providers, lack of 
awareness or familiarity with telehealth options, and potential 
issues with privacy and trust.

To the extent that patients with new mental health needs 
were uncomfortable with telehealth, there may be value in de
veloping protocols or case studies that can enhance the initial 
virtual encounters for new patients, demonstrating how to 
build rapport and trust, which are essential for effective men
tal health treatment. Reimagining these initial encounters in
volves creating a more interactive and engaging telehealth 
platform that can simulate the experience of in-person visits. 
For instance, ensuring that telehealth providers are trained 
in techniques that facilitate virtual patient engagement, such 
as maintaining eye contact through the camera and using 
clear, empathetic communication, could significantly improve 
the quality of the interaction.

The observed decline in specialty outpatient visits for youth 
with new mental health needs during the PHE is particularly 
concerning in the context of the recent Medicaid unwinding, 
which has led to a significant reduction in Medicaid enroll
ment in Washington and other states. This reduction could 
further exacerbate barriers to accessing care for these vulner
able populations, highlighting the urgent need for policies 
that ensure continuity of mental health services amid ongoing 
enrollment fluctuations. The timely identification and mitiga
tion of these barriers are crucial to preventing further dispar
ities in mental health care access for children newly in need 
of services.

Policymakers should ensure that telehealth expansions do 
not create greater challenges to accessing mental health care 
for those with new mental health care needs. Extending tele
health flexibilities may need to be accompanied by subsidies 
for necessary technology, ensuring broadband access, and of
fering telehealth services in multiple languages to cater to 
non-English speaking patients. In the absence of those 
changes, a greater reliance on telehealth services could unin
tentionally reduce access for some populations. As telehealth 
policies evolve, continuous monitoring and evaluation are es
sential to identify what works and what does not. This adap
tive approach will help refine telehealth practices to better 
serve all patient populations, especially new patients with 
mental health needs.

Conclusion
In the first two years of the PHE, Medicaid enrollees in 
Washington with previous mental health diagnoses had out
patient mental health visit rates that were similar to or higher 
than a cohort of pre-PHE enrollees, largely due to increased 
telehealth use. However, youth with new mental health needs 
had lower rates of use. While telehealth has been a valuable 
tool in maintaining access to care during the PHE, its expan
sion must be accompanied by targeted efforts to address the 
specific needs of new patients, particularly those enrolled in 
Medicaid with new mental health needs. Additional attention 
should be focused on what drives the differential use of spe
cialty mental health services as well as the acceptability and 
suitability of telehealth for different mental health conditions 
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and populations. By implementing these targeted policies and 
approaches, we can ensure that access to high-quality mental 
health care is equitably distributed and that all patients receive 
the care they deserve.
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