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Abstract 

Mental Health Care Utilization of a National Sample of U.S. Adults with Suicidality 

Rachel Rinehart Mimbella 

Chair of the Supervisory Committee: 

Lydia Chwastiak 

Psychiatry, Global Health 

Background: Suicide remains a significant public health issue in the United States, with a 32% 

increase in suicide rates over the past two decades. Mental health disorders, such as depression 

and anxiety, along with substance use disorders, are major risk factors. Sociodemographic 

determinants further complicate the issue. This study examines the risk factors associated with the 

utilization of inpatient and outpatient mental health care among individuals experiencing suicidal 

ideation or attempts in the past year. 

Methods: This analysis utilized data from the Mental Health and Substance Use Disorders 

Prevalence Study (MDPS), a cross-sectional project that collected qualitative and quantitative data 

from 5679 adults across the United States between October 2020 and October 2022. Participants 

were assessed for behavioral health diagnoses and other standardized questions. The study 

focused on adults reporting suicidal ideation (SI) and suicide attempts (SA) in the past year 

compared to those who had experienced neither SI or SA. Health care utilization, particularly 

inpatient or residential treatment and outpatient treatment, was examined. All analyses were 

weighted inversely to the selection probability, adjusted for nonresponse to the screener, adjusted 

for the clinical interview, and then poststratified to 2019 1-year ACS for the frame items and 

demographics. 

Results: Of the 4751 participants analyzed, 3529 reported no suicidal ideation or attempt in the 

past year (74%), 1168 reported suicidal ideation alone (25%), and 54 reported a suicide attempt 



(1%). The SI and SA groups were younger, received less education, were more likely to be 

unmarried, and had lower income compared to those without SI or SA. The SI and SA groups had 

significantly greater inpatient and outpatient mental health service utilization compared to the no 

SI/SA group. Participants with suicidal ideation or attempt in the past year were less likely to 

receive inpatient mental health care if they were Asian but more likely if they had a stimulant, 

opioid, or alcohol use disorder. For outpatient care, those with higher education levels, females, 

public health insurance, or diagnoses of PTSD, anxiety, depression, or schizophrenia were more 

likely to receive services, while racial minorities had lower odds compared to white participants. 

Discussion: The study identified substantial disparities in mental health care utilization, 

influenced by sociodemographic factors, mental health diagnoses, and substance use disorders. 

Of the participants who had experienced SI or SA in the past year, racial and ethnic minorities, 

lower-income individuals, and those without adequate health insurance faced significant barriers 

in accessing care. Integrated treatment approaches and culturally sensitive outreach are essential 

to address these gaps. The increased utilization among individuals with concurrent substance use 

disorders and specific mental health diagnoses highlights the need for integrated treatment 

approaches. 

Conclusions: Addressing disparities in mental health care access and improving the delivery of 

culturally competent care are critical steps in reducing the incidence of suicide and enhancing 

mental health outcomes for at-risk individuals. Future research should focus on prospective 

studies to understand the temporal relationships between suicidal behavior and mental health 

care engagement and explore the impact of stigma on care utilization. 

Keywords: Suicide, mental health care, suicidal ideation, suicide attempt, health care utilization, 

mental health disparities, integrated treatment, stigma, sociodemographic factors. 



BACKGROUND 

Deaths due to suicide in the United States have increased by 32% over the past two decades, 

bringing mortality related to suicide to 1.7% of all deaths.1,2 Because current literature predicts that 

more than 87% of individuals who die by suicide have experienced depression or another mental 

illness, engagement in mental health care is a key component of suicide prevention.3–5 Mental 

health care interventions such as medication, therapy, risk reduction counseling, and, when 

needed, inpatient psychiatric hospitalization reduce risk for individuals with suicidal thoughts or 

plans to harm themselves.6,7 For patients who have experienced a recent suicide attempt (SA), both 

inpatient and outpatient mental health treatment have been shown to significantly reduce the risk 

of a subsequent attempt. Factors associated with increased risk of suicidality have been well 

established by previous research, but there is limited literature on factors associated with lack of 

engagement in mental health care among individuals experiencing suicidal ideation (SI) or a recent 

SA.8–13 The current analysis addresses this gap by utilizing data from a large national household 

survey of US adults, which was the first epidemiological study to use semi-structured interviews 

delivered by trained clinicians diagnose mental disorders. The aims of the current study are: 

I. Describe demographic and clinical characteristics amongst the three groups of interest: SI 

in the past year (n = 1334), SA in the past year (n = 102), and neither SI or SA in the past year 

(n = 4228). 

II. Compare past-year mental health service utilization (inpatient psychiatry, outpatient 

mental health care, and psychiatric medication use) among participants reporting past year 

suicidal ideation compared to those who reported a suicide attempt in the past year 



III. In any participant who has experienced suicidal ideation or attempt in the past year ( SI and 

SA groups combined), compare factors related to any use of inpatient or outpatient mental 

health services, including mental illness diagnoses. 

METHODS 

These analyses utilized data from the Mental Health and Substance Use Disorders 

Prevalence Study (MDPS), a cross-sectional psychiatric epidemiologic study  that included a 

national sample of  5,679 US adults, 18-65 years-old .14 The current study used data solely from the 

MDPS household sample (n=4,751). Data was collected between October 2020 to October 2022. A 

stratified, multistage sampling scheme was used, with the primary sampling unit being counties or 

groups of counties across the United States. Due to data collection occurring during the COVID-19 

pandemic, clinical interviews were conducted by video and by phone. Trained clinicians leveraged 

the Structured Clinical Interview for the DSM-5 to diagnose 7 mental disorders, and the research 

interview included additional standardized questions about demographics and clinical 

characteristics, including experience of suicidal ideation or a suicide attempt in the past year. A 

comprehensive background on the methods of this study can be found in the publication by Guyer 

et al.14 

The research interview included a question about suicidal ideation in the previous year, 

framed as “in the past year, have you had any thoughts about taking your own life or just going to 

sleep and not waking up, or thinking that you would be better off dead?”  A second question asked 

participants about whether they had made a suicide attempt: “in the past year, have you done 

anything to try to end your life?” Additional questions asked about utilization of mental health care 

specifically “inpatient or residential treatment in the past 12 months for mental health, emotions, 



or behavior;” “outpatient treatment in the past 12 months for mental health, emotions, or 

behavior;” and prescription medication use for “mental health, emotions, behavior, energy, 

concentration, or ability to cope with stress.” 

The analysis for this project was conducted in three sections: 

Part 1: Descriptive Data 

Two tables stratified by SI/SA groups were created that include descriptive data on participant 

demographics, mental illness, substance use disorder and mental health care utilization (Table 1). 

This provided a weighted estimate of SI and SA prevalence, as well as weighted estimates of past-

year healthcare utilization among these at-risk groups. 

Part 2: Mental Health Care Utilization in Participants with SI, SA, and No SI/SA 

Weighted logistic regression models with a categorical covariate for SI, SA, and no SI/SA were used 

to compare mental health care utilization via several variables, including inpatient, outpatient, and 

medication use. Using planned comparisons, we re-leveled the order of the SI/SA categorical 

variable to derive direct contrasts between each of the three groups (i.e., specified no SI/SA as the 

referent category, then respecified SA as the referent category). Each regression was controlled for 

age, race, ethnicity, sex, and education. The outcomes from respective models yielded estimated 

contrasts in mental healthcare utilization between adults with SI, adults with SA, and adults with 

neither SI nor SA. 

 

 



Part 3: Factors Affecting Health Care Utilization 

A logistic regression model was also used to analyze factors that may contribute to the likelihood 

of any past-year health care utilization (inpatient or outpatient) in participants who have either SI or 

SA. For this model, we subset the SI and SA groups and removed participants without past-year SI 

or SA. The focus was on the following variables that may affect care: age, alcohol use, mental 

health diagnoses, education, gender, health insurance, income, and location. 

All analyses were weighted inversely to the selection probability, adjusted for nonresponse to the 

screener, adjusted for the clinical interview, and then poststratified to 2019 1-year ACS for the 

frame items and demographics (see the MDPS background and methods publication for details).14 

All analyses were completed in R using the ‘survey’ package (Lumley, 2020).15 

RESULTS 

Of the 4,751 participants in the MDPS household sample, 3,529 reported no suicidal 

ideation or attempt in the past year (74%), 1,168 reported suicidal ideation only in the past year 

(25%), and 54 reported a suicide attempt in the past year (1%). The weighted proportions for 

demographics, weighted mean ages, and confidence intervals for each of the three sub-groups can 

be found in Table 1. Notably, the mean age was lower for individuals with either SI or SA compared 

to participants who reported no SI or SA in the past year. Additionally, the SI and SA groups had 

lower education, were unmarried, had public health insurance, were lower income, and had 

received mental health care in the past year compared to the no SI or SA group. 



Table 1: Weighted Demographics 

 

 

 No SI/SA (n= 3529) SI (n=1168) SA (n=54) 
Mean Age (95% CI) 42.3 (41.0, 43.5) 35.9 (34.3, 37.4) 33.4 (27.8, 39.0) 
 % Prevalence 

(95% CI) 
% Prevalence 

(95% CI) 
% Prevalence (95% 

CI) 
Sex    

Male 49.6 (45.3, 53.9) 45.0 (38.7, 51.4) 45.9 (24.8, 68.1) 
Female 50.4 (46.1, 54.7) 55.0 (48.6, 61.3) 54.1 (31.9, 75.2) 

Race    
White 74.8 (70.5, 78.7) 70.0 (63.3, 76.2) 72.4 (53.0, 87.3) 
Black/African American 13.7 (10.4, 17.4) 15.6 (10.7, 21.5) 17.1 (5.9, 34.8) 
Asian 4.7 (3.3, 6.4) 5.0 (2.7, 8.4) 3.8 (0.5, 12.4) 
American Indian/ 
Alaska Native 

1.0 (0.5, 1.7) 1.6 (0.8, 2.8) 0.0 (0.0, 0.0) 

Native Hawaiian 
Islander/Other 
Pacific Islander 

0.9 (0.2, 2.6) 0.4 (0.1, 1.0) 0.0 (0.0, 0.0) 

Multi-Racial 5.0 (3.7, 6.5) 7.4 (4.3, 11.5) 6.7 (1.9, 15.6) 
Ethnicity     

Hispanic 19.1 (13.9, 25.1) 14.0 (9.4, 19.7) 20.5 (6.7, 42.0) 
Not Hispanic 80.9 (74.9, 86.1) 86.0 (80.3, 90.6) 79.5 (58.0, 93.3) 

Education    
Less than High School 11.0 (7.8, 14.8) 6.3 (3.7, 9.7) 12.3 (2.4, 32.1) 
High School or GED 46.5 (41.4, 51.6) 56.5 (51.4, 61.5) 62.6 (41.0, 81.2) 
College or Associate’s 
Degree 

30.7 (26.8, 34.8) 29.0 (25.1, 33.2) 23.7 (12.5, 38.1) 

Graduate or Professional 
Degree 

11.8 (9.8, 14.0) 8.2 (6.1, 10.6) 1.5 (0.1, 6.4) 

Marital Status    
Married 52.8 (48.4, 57.1) 31.5 (26.7, 36.7) 11.8 (4.4, 23.6) 
Previously Married 14.4 (11.8, 17.2) 14.5 (11.0, 18.5) 17.2 (7.7, 30.7) 
Never Married 32.8 (29.0, 36.8) 54.0 (48.1, 59.8) 71.1 (54.1, 84.7) 

Location    
Urban 81.9 (74.2, 88.2) 82.1 (74.1, 88.6) 95.2 (89.0, 98.6) 
Rural 18.1 (11.8, 25.8) 17.9 (11.4, 25.9) 4.8 (1.4, 11.0) 

Medical Insurance    
None 9.3 (7.4, 11.5) 7.5 (5.0, 10.5) 4.2 (0.5, 14.1) 
Public 24.6 (21.3, 28.1) 36.2 (20.0, 42.7) 55.4 (31.2, 77.9) 
Private/Other 66.1 (62.3, 69.9) 55.9 (50.0, 61.6) 40.4 (19.1, 64.4) 

Income    
$20,000 or more per year 78.8 (74.0, 83.1) 72.8 (67.5, 77.8) 39.9 (21.2, 60.8) 
<$20,000 per year 16.2 (13.3, 19.5) 22.9 (17.9, 28.5) 46.3 (22.7, 71.1) 



Table 2: Weighted Clinical Characteristics 
 No SI/SA (n= 3529) SI (n=1168) SA (n=54) 
PTSD Diagnosis, Past 
Year 

1.9 (1.3, 2.7) 15.4 (11.3, 20.2) 17.9 (7.2, 33.8) 

Generalized Anxiety 
Disorder Diagnosis,  
Past Year 

7.0 (5.4, 8.7) 26.9 (21.9, 32.3) 24.5 (10.6 43.5) 

Major Depression 
Disorder Diagnosis, 
Past Year 

10.1 (8.2, 12.2) 44.8 (39.1, 50.6) 42.6 (23.6, 63.3) 

Schizophrenia 
Spectrum Disorder 
Diagnosis, Past Year 

0.7 (0.4, 1.1) 3.9 (2.1, 6.4) 10.8 (3.4, 23.5) 

Cannabis Use 
Disorder, Past Year 

2.7 (1.4, 4.4) 9.8 (6.3, 14.2) 12.6 (5.8, 22.3) 

Stimulant Use 
Disorder, Past Year 

1.2 (0.7, 1.9) 3.1 (2.0, 4.7) 14.2 (3.4, 33.9) 

Opioid Use Disorder, 
Past Year 

0.4 (0.2, 0.7) 0.9 (0.2, 2.1) 4.0 (0.9, 10.7) 

Alcohol Use Disorder, 
Past Year 

4.7 (3.5, 6.2) 17.0 (12.0, 23.0) 18.7 (8.3, 33.3) 

MH Inpatient past 
year 

0.6 (0.4, 0.9) 3.0 (2.0, 4.4) 34.2 (18.3, 52.9) 

MH Outpatient past 
year 

20.2 (17.2, 23.4) 51.3 (45.4, 57.3) 82.2 (61.1, 94.9) 

MH Prescription 
Medication past year 

17.9 (15.3, 20.8) 48.0 (42.6, 53.5) 66.8 (35.8, 89.9) 

 

Compared to MDPS household participants who did not report either suicidal ideation or 

attempt in the past year, rates of utilization of mental health inpatient, outpatient, and prescription 

medication in the past year were all higher among participants reporting past-year suicidal 

ideation, and highest among participants who reported a suicide attempt (Table 3). The greatest 

difference was outpatient mental health care utilization, where those who reported a suicide 

attempt in the past year had received services with an odds ratio of 72.10 compared to those who 

had neither SI or SA. The SA group had significantly greater inpatient and outpatient mental health 

service utilization compared to the SI group as well. Outpatient services once again had the 

greatest difference between the groups, with participants who had experienced SA had received 



outpatient mental health services with an odds ratio of 15.53 compared to participants who had 

experienced SI alone.  

Table 3: Mental Health Care Utilization Over the Past Year in Participants with SI, SA, and No 
SI/SA 

* Bolded values are significant 

As shown in Table 4, participants who reported either suicidal ideation or an attempt in the 

past year were significantly less likely to receive inpatient mental health care if they were Asian and 

significantly more likely if they had a stimulant, opioid, or alcohol use disorder. Demographic and 

clinical differences were also identified with respect to utilization of outpatient mental health 

services. Participants who reported suicidal ideation or an attempt were significantly more likely to 

receive outpatient mental health care if they had a college or associate’s degree, were female, had 

public health insurance, or met past-year criteria for PTSD, generalized anxiety disorder, major 

depressive disorder, or schizophrenia spectrum disorder. Racial minorities, including black/African 

American and Asian participants, had lower odds of receiving care compared to their white 

counterparts. In general, participants who were better educated were more likely to have received 

outpatient care as were individuals with health insurance. 

 

 

 Inpatient Outpatient Medication Use 

 Odds Ratio P-Value Odds Ratio P-Value Odds Ratio P-Value 

SI vs. No 
SI/SA 

4.08 >0.001 4.64 >0.001 4.23 >0.001 

SA vs. No 
SI/SA 

20.5 >0.001 72.10 >0.001 10.20 0.001 

SA vs. SI 5.03 0.006 15.53 >0.001 2.41 0.19 



Table 4: Association Between Variables and Engagement in Mental Health Care for Individuals 
with Any Reported Suicidality (SI or SA) in the Past Year 

 Inpatient Care OR P-Value Outpatient Care OR P-Value 
Age 0.99 0.46 0.99 0.54 
Education     

Less than High School - - - - 

High School or GED 0.97 0.96 2.52 0.09 
College or Associate’s 
Degree 

1.05 0.95 3.50 0.01 

Graduate or 
Professional Degree 

0.24 0.17 3.39 0.06 

Income     
$20,000 or more per 
year 

- - - - 

Less than $20,000 per 
year 

2.04 0.10 0.63 0.12 

Sex     
Male - - - - 
Female 1.50 0.39 1.70 0.03 

Race     
White - - - - 
Black/African 
American 

0.61 0.45 0.24 < 0.001 

Asian 0.08 0.03 0.12 < 0.001 
American Indian/ 
Alaska Native 

1.44 0.76 1.08 0.91 

Multi-Racial 1.57 0.41 1.24 0.69 
Ethnicity     

Not Hispanic - - - - 
Hispanic 1.39 0.57 0.78 0.44 

Health Insurance     
No Insurance - - - - 
Public 8.49E6 <0 .001 3.23 0.01 
Private/Other 8.00E6 <0 .001 2.17 0.06 

Marital Status     
Married - - - - 
Previously Married 1.21 0.76 1.66 0.21 
Never Married 0.37 0.07 1.29 0.31 

Location     
Urban - - - - 
Rural 0.37 0.06 0.79 0.58 

PTSD Diagnosis, Past Year 0.68 0.35 4.44 < 0.001 
Generalized Anxiety Disorder 
Diagnosis,  Past Year 

1.41 0.40 1.83 0.01 



Major Depression Disorder 
Diagnosis, Past Year 

1.74 0.18 1.61 0.04 

Schizophrenia Spectrum 
Disorder Diagnosis, Past Year 

1.12 0.92 7.81 0.02 

Cannabis Use Disorder, Past 
Year 

1.07 0.89 0.60 0.18 

Stimulant Use Disorder, Past 
Year 

4.30 0.03 3.16 0.08 

Opioid Use Disorder, Past Year 21.09 0.02 0.35 0.20 

Alcohol Use Disorder, Past 
Year 

3.30 0.02 0.60 0.10 

*Bolded values are significant 

DISCUSSION 
The study identified differences in mental health care utilization amongst US adults 

reporting either past-year suicidal ideation or a suicide attempt, compared to neither, adjusting for 

sociodemographic factors, mental health diagnoses, and substance use disorders in a large 

household sample. In this sample, participants with suicidal ideation were less likely to receive 

outpatient mental health care than those reporting an attempt, suggesting that more focus should 

be placed on identifying individuals with SI and connecting them to care to prevent this high-risk 

group with SI from a suicide attempt. This is further supported by finding that only 51.3% of 

participants who endorsed SI in the past year received mental health care during that time, despite 

there being a higher burden of mental health disorders in this group that would warrant care. 

Given the cross-sectional nature of the study, the increased inpatient mental health 

utilization amongst participants with substance use disorders and outpatient mental health care in 

participants with mental illness may reflect that these individuals were already be engaged in the 

healthcare system, decreasing barriers to entry. Amongst substance use disorders, cannabis use 

disorder was not significantly related to mental health care utilization, suggesting less involvement 



in mental health care amongst this group overall. It may be worthwhile for future studies to further 

examine the need for mental health care amongst individuals with cannabis use disorder alone. 

The results of this study should be considered through the lens of inequity, racism, and 

stigma. Inequity can be seen where marginalized communities, such as those who are lower 

income, have no health insurance, and have less education are less likely to have received health 

care. Racism and cultural attitudes towards treatment may contribute to differences in care 

between Black/African American participants and Asian participants compared to white 

participants. There is a long-documented history of racism in medicine toward Black/African 

American individuals, including specifically in psychiatry, where African Americans were used as 

experimental subjects.16–19 Additionally, diversity among psychiatrists still does not reflect the US 

population, limiting the number of providers from minority communities and providing another 

barrier to care.20–22  Both of these factors reduce trust and awareness of mental health 

interventions among Black/African American communities. Likewise, Asian individuals in the US 

have also encountered medical racism, which have increased in the years of this study secondary 

to the pandemic, which may have affected their access to care.23   

Stigma related to mental illness and care by extension should be considered amongst 

groups with differing mental health care utilization as well. Elevated stigma towards mental illness 

has been documented in literature in men and Asian cultures, including Asian-American 

individuals.24–27 This may, at least in part, explain the decreased mental health care utilization in 

participants from these subgroups. 

There are several limitations to this study. The cross-sectional study design precludes 

interpretation of causality when examining the relationship between mental health care utilization 

and suicidality. For example, since both the indicators (e.g., SI) and outcomes (e.g., healthcare 



utilization) refer to past-year, it is not possible to disentangle the temporality as some participants 

may have only become treatment-engaged following SI/SA, while others may have already been 

treatment-engaged prior to SI/SA. Since the data examines suicidality in the past, it is missing 

participants who completed suicide who may have had different mental health care utilization 

compared to the participants included in this study. That is, as with all retrospective studies of 

suicide, the subsample of adults with SA only includes participants with non-fatal attempts. They 

represent an important perspective that may be better understood via a prospective study. The age 

range for participants is 18-65 years old. When considering the adult population, this excludes 

older individuals who are a unique cohort, albeit a group that is less at risk for suicide compared to 

25-64 year-olds based on recent CDC data.13,28,29 Additionally, certain cohorts were too small to 

accurately measure, including the inpatient Native Hawaiian Islander/Other Pacific Islander 

subgroup and the no-health insurance group for the regressions summarized in Table 4. Further 

study of mental healthcare utilization amongst racial minority groups and those without health 

insurance would be valuable. The analysis in Table 3 especially used many variables, which leaves 

concern for a false-positive due to multiplicity. The single model that controlled for each variable 

and large sample size may have helped prevent this issue, though the possibility for an error should 

still be considered. 

CONCLUSION 

This study highlights critical disparities in mental health care utilization among individuals 

with suicidal ideation or attempts. Significant barriers, including sociodemographic factors, racial 

and ethnic disparities, and inadequate health insurance, hinder access to necessary care. 

Integrated treatment approaches and culturally sensitive outreach are essential to address these 

gaps. 



Future research should focus on prospective studies to understand the temporal 

relationships between suicidal behavior and mental health care engagement and explore the 

impact of stigma and inequity on care utilization. Addressing these disparities and improving 

culturally competent care are crucial steps to reducing suicide rates and enhancing mental health 

outcomes for at-risk individuals. 
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