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A Comprehensive Analysis of Insurance Network Access 
More than half of Oklahomans – over 2 million people – have commercial health insurance in an 
employer-sponsored, non-group, or Medicare Advantage plan, dwarfing the number of 
Oklahomans who rely on Medicaid. At this time of unprecedented need for mental health care, 
most Oklahomans rely on services through their commercial health plans. Unfortunately, health 
plan members report waiting weeks or months to see a behavioral health provider or paying 
substantially higher costs to see an out-of-network provider.1,2 Considering that nearly 50% of 
Oklahomans experience a mental illness or addiction during their lifetimes3, the public health 
implications of delayed and expensive care for so many Oklahomans with private insurance are 
vast.4  
 
To understand whether commercial health plans offer reliable, timely, and affordable access to 
mental health and substance use treatment, Healthy Minds Policy Initiative conducted a 
network adequacy study of unprecedented scope for Oklahoma. Using network directories, 
licensure data, a survey of licensed providers, and verification calls to providers listed in 
network directories, we tested the accessibility of the largest commercial health insurance 
networks in Oklahoma. We found that health insurance networks offer poor access to the state’s 
behavioral health care providers — a barrier to care for more than 2 million Oklahomans with 
these plans. With implications for health outcomes across the state, the problem will require 
action by insurers, policymakers, providers, and employers. 
 

Key Findings 
n The majority of behavioral health providers listed by insurance networks appear 

unavailable or unreachable – many with disconnected phone lines. 

n Even when behavioral health providers are active in the network, many cannot see clients 
in a timely manner. 

n Network directories offer fewer behavioral health providers for rural Oklahomans and 
those with complex needs such as substance use treatment. 

n Insurance plans leave out the vast majority of available providers. In the best example, 
only 30% of behavioral health providers are in network. 
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Implications 
The effects of poorly resourced and inaccessible mental health services are well documented, 
and untreated and undertreated mental illnesses have wide-ranging consequences for people, 
taxpayers, and systems. These include worsening mental health and substance misuse 
symptoms, poorer academic outcomes for students, involvement of the justice system for 
people experiencing a mental health crisis, and higher costs for providing treatment in 
inappropriate settings of care like jails and emergency rooms.  
 
The impact on health plan members can be life-threatening, and certainly expensive. When 
networks fail to provide affordable care in a reasonable time frame, members’ choices are 
limited: suffer through illness or pay higher costs for care, possibly even out of state. Research 
consistently shows that mental health coverage in insurance networks is substantially worse 
than coverage for general health care issues, a lack of parity that drives poor health outcomes.5 
In Oklahoma, such research has shown that health plan members must resort to out-of-network 
care for behavioral health up to nine times more often than for general health care issues. This 
reliance on out-of-network providers substantially increases the costs to members beyond the 
co-pay for an in-network provider.6 
 
Lack of access to timely care in private networks also pushes more responsibility to the public 
mental health sector, meaning Oklahomans often pay the bill for mental health care twice: once 
as insurance ratepayers, and once as taxpayers. State taxpayers spend millions of dollars to 
support a public mental health system – mostly through Medicaid and the Oklahoma 
Department of Mental Health and Substance Abuse Services – that serves low-income 
individuals and others who fall through the cracks of the treatment system. Meanwhile, public 
safety agencies, jails, and hospitals too often act as the primary mental health treatment 
provider for Oklahomans who fall through these cracks, a situation that yields poor outcomes 
for the individual and higher costs for taxpayers and the economy.  
 
Notably, the group most directly affected by the findings of this report, other than health plan 
members, are employers that purchase health insurance on behalf of their employees. Most 
Oklahomans with commercial insurance have employer-sponsored health plans. This report 
shows that these products paid for by employers and employees are, at best, incomplete and, 
at worst, misleading. The impacts of poor behavioral health networks are costly for employers. 
Untreated depression costs an average of 31 days of lost productivity per employee, and 
employers lose nearly $200 billion annually in potential earnings as a result of untreated mental 
illness.7 
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Background 
More than 2 million Oklahomans have commercial health insurance plans, yet many with 
behavioral health needs face barriers to accessing behavioral health providers. The table below 
identifies insurance types for all Oklahomans by count and percentage. We include Medicare 
because commercial health plans operate Medicare Advantage Plans. Health plans are 
responsible to their purchasers and members for having a robust provider network, regularly 
monitoring access and the quality of their networks, and implementing strategies for network 
enhancement.  
 

2021 Health Insurance Coverage of Oklahoma’s Population8 
Insurance Type Count Percentage 
Employer* 1,727,700 44.2% 

Non-Group* 230,400 5.2% 

Medicaid 721,800 18.6% 

Medicare* (includes Medicare Advantage Plan members)  627,700 12.7% 

Military 62,400 1.6% 

Uninsured 537,400 13.8% 

Total 3,907,400 100% 

The table above demonstrates that Employer, Non-Group (insurance purchased by 
individuals and families), and Medicare Advantage Plan members combined account for 
more than half of Oklahoma’s population.   

 
In the broader health insurance industry, network access is typically defined and measured by 
a set of quantitative and qualitative standards, including geographic accessibility (i.e., travel 
time and distance to providers), percentage of network providers accepting new clients, wait 
times, operating hours, choice of provider, and deployment of strategies that support workforce 
development. To understand how access to care and network access are measured across the 
health plan industry, Healthy Minds conducted a literature review of publicly available 
materials, including academic and gray literature (e.g., federal and state laws and regulations, 
summary reports from standard-setting bodies and organizations, and governmental websites). 
Healthy Minds also explored behavioral health network access standards promoted by the 
Health Resources & Services Administration, Centers for Medicare & Medicaid Services, other 
states, and accreditation bodies.  
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Through this review, we noted the following: 

n Defining network access standards varies across the country, and network standards 
should be tailored to the needs of the geographic region covered by the plan.9  

n Behavioral health workforce shortages limit health plans’ abilities to meet network 
standards.10  

n Low behavioral health reimbursement rates and administrative burden reduce behavioral 
health providers’ interest in joining networks.11  

n Inaccurate and non-user-friendly provider directories can result in numerous member 
calls to find a provider and frustration when listed providers are not available.12 

 

Methods 
To examine access to behavioral health care for Oklahomans with commercial insurance, 
Healthy Minds used a comprehensive, mixed-methods approach. We participated in discussions 
with two large health plans that serve Oklahoma, assessed the accuracy of several provider 
network directories, matched the state’s licensed providers to those listed in the network 
directories and estimated the percentages of licensed behavioral health providers not 
participating in commercial plans, and mapped provider networks across the state. For the 
mapping, we used a sample of seven urban and rural ZIP codes to examine the accessibility of 
behavioral health providers in various health plans. Sampled ZIP codes are marked in red on 
the map below, with the nearest city or town labeled.  
 
Network Access Map  
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We then conducted telephone calls to interview providers listed in the health plan network 
directories and conducted a separate electronic survey of licensed behavioral health providers. 
This work led us to the following findings and policy considerations designed to improve access 
to behavioral health providers for Oklahomans enrolled in commercial health plans. Please see 
Appendix A: Methodology for more details on our methodology and its limitations. 

 

Findings 
The majority of behavioral health providers listed by insurance networks appear 
unavailable or unreachable – many with disconnected phone lines. 
Oklahoma residents with commercial health insurance often rely on behavioral health provider 
directories to seek services, making the accuracy of these directories critically important for 
prompt service access. Healthy Minds reviewed the accuracy of five health plan network 
directories – Blue Cross Blue Shield (BCBS) of Oklahoma, UnitedHealthcare, Humana, Cigna, and 
CommunityCare – by selecting a sample of 159 providers from nine ZIP codes (three each from 
rural, suburban, and urban areas) to participate in telephone interviews. We had two purposes 
for making these calls: 1.) to determine whether providers were available via the contact 
information listed in the directory, and 2.) to determine whether providers were participating in 
that directory’s health plan and were available to see new clients.  
 
Findings from calls to behavioral health providers were concerning: 
 

n 56 were reachable by phone (35%) 

 
n 103 were unable to be reached (65%) 
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After calling each provider twice during business hours, we were only able to reach 56 providers 
(35% of the provider sample). Of those we reached, 40 (71%) were willing to participate in the 
telephone interview. We found that health plan directories contained significant errors and 
outdated provider and contact information: 

n Directories were 30% inaccurate. Nearly one-third of the provider sample (48 providers) 
either no longer practiced at the listed location, had a listed phone number that was out 
of service, or had a listed phone number that was otherwise inaccurate. 

n Even more providers couldn’t be reached upon multiple attempts. For another third of 
the sample, the phone number seemed to be correct, but the provider could not be 
reached during normal business hours after two phone calls.  

n 18% of providers we reached weren’t actually in the network or weren’t sure. Among the 
40 providers who agreed to participate in the telephone interview, 18% either were no 
longer in network or were uncertain whether they were still in network with that 
directory’s health plan. 

 
These findings validate well-documented scrutiny on the issue of “ghost networks.” Nationally, 
health plans have been criticized for having providers listed in directories who are not serving 
any members, including deceased providers. The resulting “ghost networks” are misleading and 
a frustrating barrier for plan members.13,14 Industry experts speculate that health plans maintain 
outdated provider networks (including ghost networks) as a cost-saving measure to avoid 
serving members who are likely to use more services, a practice known as adverse selection.15 
On the other hand, insurance industry representatives claim keeping plan directories up to date 
is administratively difficult. Regardless, the U.S. Government Accountability Office has 
confirmed that inaccurate information on in-network providers creates significant access 
challenges.16 Given this reality, our findings only compound existing accessibility limitations.  
 

Even when behavioral health providers are active in the network, many cannot see 
clients in a timely manner. 
Problems with accessibility do not end after finding a provider listed in a health plan’s directory. 
Health plan members also need to find out whether the provider can see them, their child, or 
other loved ones in a timely manner. A common quantitative access standard for routine (non-
urgent or emergent) outpatient behavioral health care is seven to 30 days.17 In both the phone 
interviews described above, which drew a sample from health plan directories, and in a separate 
online survey of 622 licensed behavioral health providers in Oklahoma, we found that health 
plan members often face substantially longer wait times. 
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Among the 40 providers interviewed by phone, only 18% could affirm they were able to see a 
new client within the next seven days. Further, two-thirds either could not see a new client 
within 30 days (28%) or could not estimate how many days a new client would wait before being 
seen (40%).  
 

 
 
 
Although 58% of the providers we interviewed were taking new mental health clients, only 23% 
were taking new clients with substance use conditions. As with prospective clients with mental 
health conditions, people with substance use treatment needs often could not be seen within 
seven days or even within 30 days.  
 
The following table presents descriptive findings (not broken out by mental health or substance 
use) for two questions related to the timeliness of treatment access. 
 
Commercial Health Plan Behavioral Health Provider Phone Survey1 

Behavioral Health Provider Respondents (n = 40) Number of 
Responses 

Percentage of 
Responses 

As of today, when could you schedule a new client for an appointment? 

Within 7 days 7 18% 

Within 14 days 1 3% 

Within 30 days 5 13% 

More than 30 days 11 28% 

Do not know or could not answer 16 40% 

 
1 Totals may sum to more than 100% because of rounding. 
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Commercial Health Plan Behavioral Health Provider Phone Survey1 

Behavioral Health Provider Respondents (n = 40) Number of 
Responses 

Percentage of 
Responses 

After the initial appointment, what’s the current wait time for a follow-up appointment? 

Within 7 days 6 15% 

Within 14 days 7 18% 

Within 30 days 5 13% 

More than 30 days 4 10% 

Do not know or could not answer 18 45% 
 
Healthy Minds also used Oklahoma’s licensing boards 
to send a separate online survey link to behavioral 
health providers, including social workers, counselors, 
and psychologists.18 Among the 622 behavioral health 
providers who responded to this online survey, 39-
67% reported they had the capacity to see clients 
within one week, depending on the type of provider.19 
Providers participating in this survey were not 
necessarily in an insurance network, and their 
responses may be more representative of the 
workforce as a whole, as opposed to providers in a 
network. However, these results are likely less 
accurate than a representative sample, given the self-
directed nature of choosing to participate in an online 
survey.  
 
Other findings of note included:  

n The providers who are best trained to diagnose mental health and substance use 
conditions, psychiatrists and psychologists, reported the longest wait times.  

n Independent private practice providers, who make up a large portion of the behavioral 
health workforce, were 2.3 times more likely not to accept new patients compared to all 
other types of providers (those working in nonprofit agencies, hospitals, health clinics, 
and other settings).  

n About 26% of survey respondents indicated they were seeing clients part-time. 

What providers want from insurance: 
• Better reimbursement rates and 

faster payments 

• Coverage of more sessions and 
services  

• Better prior authorization 
processes 

• Easier access to client insurance 
information 

• Faster and clearer 
communication with the health 
plan 
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In the online survey, we also found that, among respondents who were no longer in the 
behavioral health workforce, the most cited reason for leaving was insufficient pay or 
reimbursement. This is not surprising given that compared to many other states, Oklahoma has 
been found to have low reimbursement rates and greater disparities in reimbursement rates for 
comparable physical and behavioral health services (e.g., outpatient visits).20  
 

Network directories offer fewer providers for rural Oklahomans and those with 
complex needs such as substance use treatment.  
Using point-of-service addresses listed in the provider directories of three commercial health 
plans, Healthy Minds examined and mapped geographic accessibility of providers to residents 
across Oklahoma. The networks mapped here are actual networks operated by major insurance 
companies in Oklahoma, but deidentified to illustrate examples of widespread network 
coverage (“Health Plan A”) and limited network coverage (“Health Plan B”). HealthChoice, 
Oklahoma’s state employee insurance network, is identified due to its public (i.e., taxpayer-
funded) status. 
 
In one of the best examples of network coverage, the vast majority of residents (94%) lived 
within a 30-minute drive of at least one behavioral health provider of some type (i.e., 
psychiatrist, mental health clinician, or substance use specialist) listed in the commercial health 
plan directory.21,22 The following map shows areas in Oklahoma within a 30-minute drive (or less) 
of a behavioral health professional’s service location in this particular network. In this analysis, 
“behavioral health professional” includes any licensed mental health or substance use 
treatment provider listed in the health plan’s directory. 
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Statewide Access to Health Plan A Behavioral Health Service Provider Locations 

 
 
However, we also found that accessibility differed across provider types among the health plans 
examined. For example, only 71-87% of the population (depending on the health plan) lived 
within a 30-minute drive of a psychiatrist. The map below depicts the geographic accessibility 
of psychiatrists in the limited-coverage network. Only 71% of the population in this network’s 
service region lived within a 30-minute drive of an in-network psychiatrist’s service location.23 
Compared to the map above, the map below has a larger ratio of gray to green, indicating that 
a higher percentage of people live more than a 30-minute drive from an in-network psychiatrist.  
 
Statewide Access to Health Plan B Psychiatrists 
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This finding is not surprising, as the professional literature has documented that access to 
psychiatric care is poor across the nation.24 The map above confirms this reality for Oklahoma.  
 
As with psychiatrists, geographic access to substance use treatment specialists was low. 
Depending on the health plan, 64-85% of the population lived within a 30-minute drive of at 
least one substance use treatment provider’s service location. Below is a map that depicts 
access to substance use treatment specialists within the limited-coverage network. 
 
Statewide Access to Health Plan B’s Substance Use Treatment Specialists 

 
 
The map below shows that geographic access to substance use treatment specialists in 
HealthChoice’s network was also low. People living in population centers, such as Oklahoma 
City, Tulsa, and Stillwater, were much more likely than rural residents to live within a 30-minute 
drive of an in-network substance use treatment specialist. For rural residents, geographic access 
to any behavioral health specialists was even lower.  
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Statewide Access to HealthChoice’s Substance Use Treatment Specialists 

 
 
So, although the general geographic accessibility of mental health professionals in Oklahoma 
was high, the geographic accessibility of psychiatrists and substance use treatment specialists 
was relatively low, as was general behavioral health provider access for rural residents.  
 
The following table summarizes the percentage of Oklahoma residents who lived within a 30-
minute drive of at least one behavioral health provider listed in a health plan directory, by 
provider type. 
 
Geographic Accessibility of Behavioral Health Providers 

Provider Type Percentage of Residents Within 30-
Minute Drive (depending on health plan) 

Any Behavioral Health Provider (all provider types) 94-95% 
Mental Health2 92-95% 

Psychiatrist  71-87% 

Substance Use Treatment Specialist  64-85% 
 
Please see Appendix D: Provider Network Maps for the full set of health plan directory provider 
maps.  
 

 
2 Mental health providers, such as social workers, licensed professional counselors, or psychologists, who are not 
listed as psychiatrists or substance use providers. 
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Findings from the mapping of behavioral health provider networks require further probing. 
There are many reasons to conclude that the findings on the percentage of the population that 
lived within a 30-minute drive of a behavioral health provider are somewhat misleading and 
mask the reality of poor access.  
 

Insurance networks leave out the majority of available providers. In the best 
example, only 30% of behavioral health providers are in network.  
Although Oklahoma has a well-documented shortage of behavioral health practitioners,25 our 
research indicates that workforce shortages are decidedly not the reason for inadequate 
insurance networks in Oklahoma. In fact, we found insurance networks omit at least 70% of 
licensed behavioral health providers in the state – or more, depending on the specialty and the 
health plan. Providers cited inadequate or untimely reimbursement and difficulty obtaining 
prior authorizations for treatment as their primary reasons for not participating in networks. 
 
For this study, Healthy Minds sought to accurately estimate the actual percentage of licensed 
behavioral health providers not participating in Oklahoma health plans. We used two methods: 

n In an electronic survey of 622 licensed behavioral health clinicians, we asked respondents 
which health plans they were participating in. One of the choices was none, and we found 
that nearly one in every six providers (16%) gave that response.  

n Through a much more detailed process, we matched the names of licensed behavioral 
health clinicians that we obtained from state licensing boards with the names of 
behavioral health clinicians listed in the provider network directories of two statewide 
commercial insurers (HealthChoice and Health Plan A, a relatively robust network).  

 
The findings indicate that Oklahoma’s behavioral health workforce shortage is worsened by a 
low commercial health plan network participation rate. As the graph and table below show, low 
percentages of all licensed providers participate in health plans. Inclusion rates for all 
behavioral health providers combined were very low (25% and 30%) in our analysis, but not as 
low as those for social workers (23% for both). Although psychiatrists and psychologists –
providers with the most extensive training in behavioral health – were better represented than 
many other provider types, their inclusion rates were also low. Just over one-third of 
psychiatrists were included in HealthChoice’s network at the time of this research, and fewer 
than one-third of psychiatrists were included in Health Plan A’s network. Psychologists’ 
inclusion rates were better than the rates for either social workers or psychiatrists, but even 
they did not reach 50% for either of the health plans.  
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Estimated Licensed Providers Within Health Plan Networks 
 

 
 

Estimated Licensed Providers by Statewide Health Plan 

Licensed Provider Type 
Health Plan A  

(835,00+ Members) 
HealthChoice (160,000+ 

Members) 
Count Percentage Count Percentage 

Social Workers (n = 3,065) 692 23% 696 23% 

Alcohol & Drug Use Counselors (n = 923) 309 33% 318 34% 

Psychologists (n = 605) 276 46% 299 49% 

Behavioral Health MDs (n = 573) 177 31% 218 38% 

Behavioral Health DOs (n = 154) 33 21% 54 35% 

Other Behavioral Health (n = 11,115)3 1,797 16% 2,706 24% 

All Behavioral Health (n = 15,728) 3,943 25% 4,670  30% 
Psychiatrists (n = 727)4 210 29% 272 37% 

Mental Health Providers (n = 14,591)5 2,671 18% 3,608 25% 

SUD Treatment Providers (n = 923)6 309 33% 318 34% 
 

 
3 Includes providers with licenses such as LMFTs, LPCs, and LBPs. 
4 Includes deduplicated MDs and DOs. 
5 Includes social workers, psychologists, and other behavioral health providers. 
6 Includes alcohol and drug use counselors. 

30%
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34% 33%
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In the narrative above, we have alternated between using the terms “participation” and 
“inclusion” to convey two juxtaposed facts: 1.) licensed providers usually (although not always) 
can choose whether to participate in a commercial insurer’s health plan network, and 2.) 
insurers can either be assertive or passive about recruiting licensed providers into their 
networks (e.g., choosing to pay providers competitive rates or not).  
 
The available evidence suggests that insufficient reimbursement rates discourage licensed 
behavioral health providers from participating in networks. Or, put another way, the low rates 
set by insurers effectively exclude providers from their networks. Research by the Milliman 
Group in 2019 found that Oklahoma behavioral health providers received on average 27% less 
reimbursement from private insurance than what general health care practitioners received for 
similar billing codes – a clear violation of federal mental health parity law. Milliman also found 
that not only did Oklahoma have lower reimbursement rates for in-network providers than the 
national average, but also the rates in Oklahoma were lower than those in nearby states (i.e., 
Arkansas, Kansas, and Texas).26  
 
Network providers interviewed by Healthy Minds for this study indicated that the most common 
challenges with insurance payers were inadequate or untimely reimbursement and difficulty 
obtaining prior authorizations for treatment. In our interview sample, more providers than not 
(43% compared to 40%) reported such challenges with their health plans. More than half of the 
respondents offered suggestions for how health plans could make it easier for them to serve 
health plan members.  
 
Their priorities included: 

n Having the full cost of treatment covered through better reimbursement rates 

< More sessions and services covered 

< Improving the prior authorization process 

< Obtaining easier access to client insurance information 

< Receiving faster and clearer communication from the health plan  

 
In our online survey of 622 behavioral health providers, we also found that, among respondents 
who were no longer in the behavioral health workforce, the most cited reason for leaving was 
insufficient pay or reimbursement. This corroborates indications that low reimbursement has 
likely worsened Oklahoma’s behavioral health provider shortage, with Oklahoma ranking below 
neighboring states in average pay for most behavioral health professions. 
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Discussion 
Provider access challenges are not unique to Oklahoma, or even Oklahomans with commercial 
insurance. Lengthy wait times also are described in the professional literature, news articles, 
and reports from advocacy organizations, such as Parents Helping Parents and NAMI.27 However, 
the consequences of these challenges can be severe to individuals, employers, state and local 
governments, health care organizations, education, and other systems — and solutions must be 
pursued. 
 
Impact of Network Gaps 
In Oklahoma and elsewhere, poor access to routine outpatient services often results in the 
deterioration of the person’s mental health or the development of new substance use 
conditions. Early access to treatment can help adults, children, and their families address 
conditions sooner, minimize deterioration, and obviate the need for longer-term interventions. 
For individuals with alcohol or drug dependence, wait times may result in disruptions in 
motivation to change and the resumption of more risky behaviors that can lead to unintentional 
overdose and death. The COVID-19 pandemic has shown that limited access to mental health 
and substance treatment results in increased deaths by suicide and opioid overdoses.28 Further, 
poor access to mental health services results in an overreliance on police, emergency 
departments, crisis services, and inpatient hospitalization, all of which are more costly 
interventions than outpatient treatment.  
 
Employers have a particularly significant stake in mental health coverage gaps where 
commercial health coverage is concerned. In a 2022 survey of employer benefits, 92% of 
employers indicated that mental health benefits are a significant concern.29 A related survey of 
workers found that 84% assess mental health benefits when considering employment and that 
59% would stay with a company that offered good mental health benefits.30 Because of the 
challenges employers face in the wake of the pandemic (e.g., employees experiencing more 
mental health concerns, worry about returning to the office, the tight labor market), the 
importance of mental health benefits to the workforce has increased exponentially.31 Because 
employers are the major purchaser of commercial health insurance plans, they play a pivotal 
role in assessing if their employees are getting the maximum value from their health plans.  
 
Why Providers Aren’t in Network and Don’t Accept Insurance 
Providers reported two key reasons they do not accept insurance: the administrative burden of 
enrolling in health provider networks and low reimbursement.  
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Administrative burden 
The paperwork and process of becoming a health plan network provider is a consistent 
complaint of providers in Oklahoma and throughout the United States. Providers must submit 
applications to enroll in health plan networks to obtain insurance payments. The health plans 
review the applications, verify the provider’s credentials (e.g., education, experience, specialized 
certifications, compliance with federal fraud requirements, and disciplinary action taken by 
licensing boards), and accept or deny the provider’s enrollment. Once enrolled, the provider is 
considered “in network,” having agreed to accept the health plan’s payment rates, process for 
submitting bills for payment (claims), clinical guidelines for utilization, quality improvement 
efforts, and administrative guidelines. Typical of most health plans, these steps protect health 
plan members from providers who do not have appropriate credentials. However, providers 
report challenges in assembling the paperwork required for approvals, delays in credentialing 
approvals, disagreement with plans about service denials and determinations of medical 
necessity, and slow or denied claims payments. 
 
Low reimbursement 
Providers who do not go through the network application process are considered “out-of-
network” providers. Many providers prefer to remain out of network because they are in high 
demand for services and can obtain timely reimbursement at higher rates by billing their clients 
directly. As a result, psychiatrists and experienced mental health specialists often find it easier 
to bill clients directly than to enroll in a health plan network and accept insurance.32 Clients who 
are health plan members can be reimbursed by the health plan after first paying the providers 
themselves. Yet, the health plan member usually receives a smaller reimbursement from the 
health plan because the provider is considered out of network. 
 
For example, if a health plan member sees an in-network psychiatrist for an hour-long session, 
the psychiatrist might be reimbursed $200, and the member’s co-pay may be $30–35 (a specialist 
co-pay rate is required by state and federal mental health parity legislation). The psychiatrist 
would receive a total of $235 per hour. However, if the psychiatrist does not join the health plan 
network, they could charge the client $350 per hour. The health plan may only reimburse the 
client for $175 per hour for use of an out-of-network provider, so the client would pay the 
difference ($175). An example of member costs for in-network and out-of-network providers is 
below.  
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Example of Health Plan Member Costs of In-Network and Out-of-Network Psychiatrists 

 In-Network Psychiatrist  Out-of-Network Psychiatrist  

Health Plan Payment $200 per hour  
$175 per hour once client/member 

submits provider invoice to health plan 

Member Co-Pay $35-40 for specialist $175 

Total Provider 
Reimbursement 

$235–240 $350 

 
Although some out-of-network psychiatrists may have a sliding fee scale to accommodate 
clients, health plan members likely pay more to out-of-network psychiatrists for their treatment 
than to in-network psychiatrists. And even if health plan members obtain permission to see out-
of-network psychiatrists or other mental health specialists via their insurance, health plans tend 
to set lower rates for out-of-network providers (as the example demonstrates), making it much 
less likely the provider will accept the payment.  
 
Plans report that steering referrals to in-network providers allows them to pay lower rates 
because providers will have more volume. However, there is a limit to how many hours in a day 
or week that licensed behavioral health providers can offer services. Behavioral health 
providers who practice as a single practitioner or in small groups do not have the resources to 
trade volume for better reimbursement. 
 
To address the challenge of low payments for behavioral health services for in-network 
providers and even lower payments for out-of-network services, health plans need to pay better 
rates for behavioral health specialists to encourage providers to join their networks.33 Where 
there are gaps in behavioral health providers enrolled in the health plan network, the health 
plan should contract with an out-of-network provider at rates that doesn’t require the member 
to pay more for services.  
 
Common Issues Impacting Network Access 
Inaccurate directories  
Insurance companies argue it is a major challenge to maintain provider network information for 
large statewide networks. However, there are strategies that health plans have available to 
update their network information without significant burden. For example, all of Oklahoma’s 
health plans have access to provider bills (claims) and payments. Claims data typically include 
the provider number, the location of services, the dates of services, and the member receiving 
the services, along with other information necessary to pay the provider for the claim. Analyzing 
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claims data is typically part of a health plan’s overall reporting strategy to assess quality and 
costs and to identify high-volume and high-quality (those with the best outcomes and 
efficiencies) providers. Using these data, health plans could run monthly or quarterly reports 
that identify active providers within the past month (or quarter); they could then compare that 
subset to the overall list of providers to identify inactive providers. The health plan network 
staff could reach out to providers who were inactive during the previous month (or another 
period) to verify the provider’s status, contact information, and wait times. 
 
Follow-up access 
Researchers of provider accessibility through private insurance frequently suggest health plans 
may develop self-serving medical necessity criteria that focus on treating acute mental health 
episodes and limiting follow-up services.34 For example, alcohol poisoning or drug overdose 
often results in detox, an emergency room stay, or inpatient hospitalization until the member’s 
immediate symptoms stabilize. The need for follow-up outpatient treatment is medically 
necessary to resolve the underlying conditions that contribute to addiction. Yet, health plans 
typically focus on acute episodes rather than on assertive follow-up interventions (e.g., 
Medication-Assisted Treatment35). Longer-term outpatient treatments result in better outcomes 
and are less costly than recurring detox and emergency room care. To the extent that health 
plans ignore strategies that treat members’ underlying mental health conditions, costly acute 
interventions will continue, and members’ physical and mental health will deteriorate. Medical 
necessity criteria, care management, and referral processes need to address members’ 
underlying conditions rather than simply resolving their acute symptoms.  
 
Lack of consumer complaints 
The Oklahoma Insurance Department has reported receiving few to no complaints about access 
to mental health and substance use services, and consumers frequently report difficulty in 
challenging the decisions of large insurance companies. Often, the reasons for lack of formal 
complaints relate to the stigma associated with mental health and substance use treatment, 
concerns about retaliation in approaching either the health plan or the insurance department, 
or the state of mind of individuals who are experiencing behavioral health challenges. For 
example, members may struggle to complain to officials when they are suicidal, trying not to 
panic during an anxiety attack, or going through withdrawal symptoms. Models emerging in 
other states show how helping consumers navigate insurance hurdles or provide for grievance 
reporting can provide necessary accountability and improve access to care. This may include 
ombudsman programs, which are designed to investigate and help resolve potential parity 
violations, web portals assisting consumers in filing grievances, or simply requirements that 
insurance companies notify consumers of parity law and the appropriate places to file 
grievances. 
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Strategies for Health Plans 
n Pay out-of-network providers at a better rate when in-network providers are not 

available, with the goal of keeping member co-pays on par with what they would pay an 
in-network provider.  

n Require in-network providers to attest that their contact information is correct every 90 
days.  

n Monitor network accessibility through quantitative and qualitative access measures. 
These measures should include geographic distance and timely access, such as wait times 
for routine, urgent, and emergency services.  

§ Through notifications, returned mail, provider bills (claims), care management 
documentation, and other resources, identify active providers who have accepted new 
clients and those providers who did not accept new clients during the past 90 days.  

§ Contact providers who are inactive for more than one quarter to determine their status.  

§ Remove inactive providers (e.g., those who resigned, have not been active for more 
than 90 days, or did not respond to outreach from the health plan). 

§ Update contact information for active providers monthly. 

§ Track how long members must wait on average to receive routine, urgent, and emergent 
services.  

n Encourage integration of physical and behavioral health care for members, including 
children with mental health or substance use conditions. Health plans can offer financial 
and other incentives to increase behavioral health integration with primary care to 
improve access to psychiatric consultation. Many members and their families could have 
their mental health and substance use conditions addressed by primary care physicians 
with psychiatric consultations and care management support.  

§ Identify providers offering integrated care in the network directory and provide 
information on the benefits of integrated care to members. 

§ Publicize Oklahoma’s programs that support integration and offer psychiatric 
consultation to pediatricians:  

§ Project Echo, a collaborative model of medical education and care management that 
empowers clinicians in rural and underserved communities to provide specialty care 
to more people.  

§ Oklahoma Pediatric Psychotropic Medication Resource Guide 
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§ OK-Child Psychiatry Access Program provides resources to support a network of 
integrated pediatric primary care providers.  

§ Allow payments for Collaborative Care codes. Collaborative Care is an evidence-based 
integrated care model of psychiatric consultation and case management for primary 
care physicians and pediatricians.36,37 These codes have been in effect for several 
years, but health plans appear to be hesitant to encourage providers to adopt the 
Collaborative Care model and other integrated care services. 

n Revise medical necessity criteria to focus on treatment of underlying mental health 
conditions.  

§ Health plans could revise medical necessity criteria to address longer-term 
interventions rather than focusing on acute symptoms, improve health plan care 
management and referral processes, and measure outcomes of care beyond resolution 
of acute symptoms.  

n Offer enhancements that promote provider engagement and effective and efficient 
operation, such as the following:  

§ Access to telehealth applications that enable providers to offer remote services  

§ Confidential electronic access to depression and anxiety screening tools and reports 

§ Frequent training on evidence-based practices, submission of bills (claims) to the 
health plan for insurance payments, and other health plan administrative processes. 

n Participate in workforce development activities such as collaboration with medical and 
professional schools. 

§ Support internships, residencies, and fellowships, and provide other incentives for 
individuals to enter the behavioral health field. 

 

State Policy Strategies  
n Require health plans pay out-of-network providers when an in-network provider is not 

available. When there are no in-network behavioral health specialists available to help a 
member, the health plans should negotiate agreements with out-of-network providers 
such that the cost to the member would not exceed their co-pay for an in-network 
provider. 

§ SB 254, filed during the 2023 Oklahoma, legislative session, would cap patients’ out-of-
pocket costs for seeing a provider outside their network if timely care is unavailable 
from any in-network provider.  
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§ The bill also requires insurers to report how often one of their members must go out 
of network because they can’t find a timely appointment. 

n Require health plans to maintain accurate network directories.  

§ SB 442, filed during the 2023 Oklahoma, legislative session, requires insurers to update 
their directory information every 30 days.  

§ The bill also requires that providers be removed from directories if they have not 
submitted any claims to the plan within a 12-month period. 

§ More than 20 other states have passed directory accuracy legislation in recognition of 
the issues inaccurate directories cause. 

n Recommend an entity to conduct annual surveys of member access to behavioral health 
services. An independent survey of health plan members could address the following 
issues: 

§ For members who needed care but did not receive it:  

§ Why they did not receive care 

§ Consequences of not receiving care  

§ For members who received care from a new in-network provider:  

§ Number of providers contacted to obtain an appointment 

§ Length of time to obtain appointment (“search time”) 

§ Length of time until the appointment actually occurred (“wait time”)  

§ Length of time until the second appointment 

§ Satisfaction with care 

§ If relevant, why members received care from an out-of-network provider? 

 

Strategies for Providers 
n Contact insurers when they change telephone numbers or addresses or are no longer 

continuing in the network. 

n Complete formal attestations that their information is accurate every 90 days. 

n Advocate with state policymakers to address the challenges of network participation. 

§ Through their respective associations, providers could provide information to 
legislators and the Oklahoma Department of Insurance on the impact of low 
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reimbursements and administrative burden by identifying the costs associated with 
health plan network enrollment.  

§ For example, providers could describe the number and type of staff needed to 
coordinate prior authorization requests and claims submission and tracking.  

n Negotiate with health plans to obtain better rates, especially for behavioral health 
evidence-based practices that match the needs of plan members.  

§ Individuals and families with commercial health insurance should not have to use 
publicly funded mental health programs because insurers are not offering appropriate 
benefits for employers to select.  

§ For example, there is an increasing need for physicians in Oklahoma to prescribe 
Medication-Assisted Treatment (medication and supportive counseling) for alcohol 
and substance misuse. Further, the increase in depression and anxiety that emerged 
among children, youth and adults during the COVID-19 pandemic responds well to 
specific cognitive interventions and other evidence-based practices. These and other 
evidence-based practices (e.g., those that address autism, serious mental illness, and 
addictions) should be available to employers to cover within their benefit plans.  

 

Strategies for Employers  
Employers have an important role in purchasing health plan coverage and determining the 
benefits for their employees. Human resource offices often recognize the importance of mental 
health benefits; executive leadership must also prioritize purchasing health benefits that 
promote better access outcomes than what the current health insurance system provides.  
 
Specific strategies include: 

n Request that health plans increase the rates for behavioral health services comparable 
to physical health services (e.g., paying psychiatrists as specialists rather than paying 
them at lower rates than primary care physicians). Also, employers should request 
increases in rates for other behavioral health licensed clinicians and credentialed peer 
specialists to encourage their participation in health plan networks.  

n Hold health plans accountable through assessment of financial penalties when network 
directories are not current, when employees must pay the full cost or higher co-pays for 
out-of-network providers, or when health plans use overly restrictive medical necessity 
criteria that do not allow treatment beyond acute episodes or symptoms.  
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n Communicate openly about mental health with employees to reduce stigma about 
mental health, and train supervisors on identifying mental health and substance misuse 
symptoms and referral strategies. 

n Survey employees for confidential feedback about use of mental health services and 
their satisfaction with their health plan referral information, care management, and 
medical necessity criteria.  

n Ask health plans about the behavioral health evidence-based practices offered by their 
networks. These practices should cover all age groups and behavioral health conditions. 
For example, how do health plans help employees when a young adult dependent 
experiences psychosis? Do they cover evidence-based practices for treatment of first-
episode psychosis? Do they cover intensive services for children that include family and 
school interventions?  
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Appendix A: Methodology 
Accessibility of Behavioral Health Providers Across Select Health Insurance Plans 

Geographic Accessibility 
Healthy Minds chose four provider directories from health insurance plans serving Oklahoma to 
explore the geographic distribution of behavioral health service locations: 1.) Blue Cross Blue 
Shield of Oklahoma,38 2.) UnitedHealthcare,39 3.) CommunityCare,40 and 4.) HealthChoice.41 
 
For this assessment, a “behavioral health service location” was defined as a service address at 
which one or more behavioral health providers practiced, and a “provider” was defined as an 
individual providing behavioral health care services. 
 
All four directories were prepared by identifying unique providers, cleaning and standardizing 
fields, and geocoding service addresses. Providers without address information or with non-
behavioral health specialties were excluded. Each provider directory was used to map drive time 
to one or more behavioral health service location(s). 
 
All maps show behavioral health service locations, drive times within 30 minutes of the nearest 
behavioral health service location(s), and the percentage of the population that falls within 30 
minutes of the nearest behavioral health service location(s). TravelTime, a paid application, was 
used to generate drive times using street network data (traffic and road conditions, routes, 
speed limits, and road infrastructure). All maps were created in QGIS (Quantum Geographic 
Information System software) and were calculated using “car” travel at noon Central Standard 
Time (CST) on weekdays. 
 
For each health plan’s map, the population within a 30-minute drive time was calculated as the 
number of individuals within a census block group42 multiplied by the proportion of the block 
group within 30 minutes of one or more behavioral health service locations. All census block 
group totals were then summed to get the estimated total population within a 30-minute drive 
time of at least one behavioral health service location in Oklahoma. This total was divided by 
the total population in Oklahoma to get the percentage of the population within a 30-minute 
drive of at least one behavioral health service location. The diagram below illustrates a 
simplified version of these calculations using a single behavioral health service location (all 
block groups and block group populations in the diagram are hypothetical). 
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Lastly, the spatial overlap between county mental health provider shortage areas (mental health 
HPSAs),43 30-minute drive times to one or more behavioral health service locations, and county 
social vulnerability44 was examined for the state of Oklahoma.  
 
Limitations 

n The maps likely overestimate provider availability. 

§ A single provider may have more than one specialty and/or address and be 
represented across maps geographically or by specialty multiple times as a unique 
behavioral health service location. However, a single provider can still only serve a 
limited number of patients and only has a limited number of patient hours.  

§ A provider’s or behavioral health service location’s geographic presence is not 
equivalent to network access or provider availability. For example, a provider or 
behavioral health service location may not accept new patients, be in-network, treat 
certain conditions, or meet other criteria patients seek in care (e.g., language, gender, 
or specialty needs). 

§ A behavioral health service location’s hours of operation and capacity were not 
accounted for or represented in the maps. 

n Telehealth and other virtual health services are becoming more widely available, and 
providers and service locations (both captured and not captured here) can provide 
services to patients across any geographic distance. This relies on access to telehealth 
infrastructure and resources (cellular and internet service) not available to all people. 
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n Drive time analyses are based on travel by car and do not necessarily represent drive 
time access using other modes of transportation (e.g., public transit, walking). 

n Although maps display the percentage of the population within a 30-minute drive of a 
behavioral health service location, they do not account for provider-to-patient ratios 
(supply-to-demand), an important element of network access. Urban centers, which may 
appear to have an abundance of behavioral service locations, may in fact be under-
supplied relative to their population. 

n For the drive time analyses, noon CST on weekdays was selected for computing travel 
times. However, drive times vary according to the time of day and day of the week. 

n Population density is not evenly distributed across geographic regions (block groups); 
therefore, the calculated drive times may underestimate or overestimate the population 
within a 30-minute drive to a behavioral service location.  

n The total population was used in estimating the percentage of the population 
with/without access to a provider within a 30-minute drive. The number of members by 
health plan was not available by geographic region used in the analysis (block groups). 
Therefore, our approach presumes that a health plan’s members are geographically 
distributed in the same way as the total population, which may not be the case, especially 
since a portion of health plan members typically receive their insurance through their 
employer and, in turn, are more likely to live near their employer, as opposed to their 
behavioral health provider. 

n This analysis only accounts for in-network providers with at least one of the four 
commercial health plans examined. This does not account for providers who are in-
network with other commercial health plans or public insurance health plans 
(Medicare/Medicaid) and are out-of-network for all four commercial health plans 
examined. The extent of this and its impact are unknown in this analysis.  

 
Provider Directory Accuracy and Provider Accessibility  
A phone-based questionnaire was used to assess the accuracy of commercial health plan 
provider directories and determine the accessibility of their listed providers. Providers were 
assessed from five health plan provider directories (i.e., Blue Cross Blue Shield of Oklahoma,45 
UnitedHealthcare,46 CommunityCare,47 Cigna,48 and Humana49). Approximately 36 behavioral 
health providers per directory were sampled across nine Oklahoman ZIP codes (roughly four per 
ZIP code) of varying population density (rural, suburban, and urban). Of the target sample of 185 
behavioral health providers, 159 were viable, unique contacts. The remaining 26 returned no 
results within the search radius or results that had already been captured in another plan.  
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Attempts were made to diversify results across behavioral health specialties and prevent 
duplication of individual providers and healthcare facilities/groups. Veteran’s Affairs (VA) clinics 
and Community Mental Health Clinics (CMHCs) were excluded from the sample because the 
exploratory study was focused on settings that most likely serve those with commercial 
insurance. Results were not restricted to providers with addresses in Oklahoma. Some 
directories (Humana, CommunityCare) only allowed searches within a specific health plan. In 
these instances, attempts were made to sample across all available plans; however, when this 
was not feasible, preference was given to similar plan types. CommunityCare’s directory did not 
allow the user to expand the geographic radius of the search if no results were returned; this 
led to several searches with “no results within the ZIP code.”  
 
All calls were made during normal working hours (9:00 am to 5:00 pm CST) and excluded 
holidays. A maximum of two contact attempts were made per behavioral health provider before 
the contact was considered complete. Callers did not leave voicemail messages. Surveys could 
be completed by the provider or other clinic staff (assistants, administrators) with direct 
knowledge about the provider and their services. 
 
The survey sought to assess aspects of accessibility, including the ease of reaching a behavioral 
health provider by phone, wait times for non-emergent/urgent outpatient appointments, and 
availability to take new clients. See Appendix B: Phone-Based Questionnaire for the full 
questionnaire. In addition to the questionnaire responses, information was collected about the 
resolution of the calls (e.g., refusals, number of call attempts) and instances of incorrect contact 
information (e.g., out-of-service, no longer practicing at the listed number). 
 
All phone responses were collected in Qualtrics, an online survey tool, and cleaned, aggregated, 
and analyzed in Microsoft Excel. Additionally, anecdotal findings were gathered about ease of 
use, navigability, and other characteristics associated with barriers to care when using the 
electronic provider directories and online portals, with attention given to features that would 
accommodate members’ special needs and preferences.  
 
Limitations 

n Technical feasibility prohibited a random sample from being used to select providers. 
Further, duplicate results across and within health plans were skipped to obtain a unique 
list of providers' contact information. This means that, for example, results for one 
provider, ZIP code, or specialty are not independent of results for another. 

n One health plan’s online provider directory limited results to the ZIP code used in the 
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search (one of the nine selected by Healthy Minds). This resulted in several ZIP codes 
with no results to sample. Other directories did not have the same limitation, as they 
allowed the search radius to be expanded up to 100 miles from the search ZIP code.  

n In some instances, when a behavioral health filter was used in an online provider 
directory, results would return providers whose listed specialty did not appear to be 
related to behavioral health (the “behavioral health counselor” filter would return 
“genetic counselor”) even when selecting from specialty categories native to the website. 

n Two health plans only covered select counties in Oklahoma; therefore, ZIP codes outside 
of or far from one of these covered counties required a wider search radius to return 
results, and in some instances, no results were returned. 

n It is possible that responses to certain questions (scheduling, insurance) were affected 
by the respondent’s role/familiarity with the practice (providers vs other clinic 
staff/administrators) or the clinic/practice size according to the respondent’s knowledge 
and involvement in specific tasks (administrative, billing, patient care). 

n Sample results were affected by the order in which the directories were sampled and by 
the order of the search criteria (e.g., ZIP codes, and specialties). In all cases, the first 
providers returned from any directory were used for the sample unless 1.) the provider 
(by name), their phone number, or their affiliated organization (hospital, clinic, medical 
group where discernible) was already sampled from a prior search; 2.) the provider’s 
specialty was not behavioral health; or 3.) some other determination was made that the 
provider was unsuitable for the sample (e.g., no phone number). Furthermore, many 
health plan provider directories had an inherent order (by ascending distance from the 
search ZIP code, alphabetically by provider name) that affected sample results as the first 
non-duplicate providers were selected as described above. 

 
Health Plan Directory Name Matching With State-Licensing Data Sets 
Approach 
The number and percentage of state-licensed providers represented within health plan 
directories were determined by matching providers’ full names between the provider health 
plan directories and the state licensure lists. All licensed provider data from state licensing 
boards were imported as data sets into the statistical software package R then standardized, 
cleaned, and deduplicated using a provider’s full name. Inactive providers were excluded to the 
extent this could be determined. Standardization and cleaning of names varied somewhat by 
data set (by health plan directory and state licensing list) but, in general, entailed removing 
special characters, numbers, credentials, suffixes, gender notations, or other ancillary 
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information contained in the text string for a first or last name; converting to upper case, and 
combining last name and first name into a “full name.” 
  
Once a deduplicated set of providers was created for each health plan directory, the full name 
was used to determine the proportion of providers who also appeared in any of the licensure 
data sets. Using a full standardized name for deduplication across and within directories is 
reliable but arguably less precise than NPI (unique provider identification) numbers because of 
potential variations in the spelling, commonality, nicknames (Rob vs Robert), or other 
idiosyncrasies. Percentages for each provider type were calculated as: (the number of unique 
providers across health plans / the number of unique providers in the licensure data) x 100. 
Overall, counts and percentages were estimates based on our best efforts to identify unique 
providers across directories and within licensure datasets. 
 
Limitations 
Other than the provider name, there was no direct identifying information common between the 
directories and licensure lists that would have helped ensure more accurate identification of 
pairs between the provider directories and the state-licensure datasets (e.g., service location 
address, provider identification numbers, or licensure numbers). 
 
Full name matching is a routine industry practice when searching for/counting identity pairs 
between large administrative data sets. Although name matching alone is an imperfect 
approach to confirming identities (e.g., erroneously counted pairs because of common names 
or erroneously missed counted pairs because of spelling variations, nicknames, and deliberate 
name changes), full name matching provides a reasonably reliable snapshot of the number and 
percentage of licensed providers represented within a given state-licensing dataset.  
  



 
 Accessing Behavioral Health Providers 

Through Private Insurance in Oklahoma  
 

 31 

Appendix B: Phone-Based Questionnaire 
n Are you taking new mental health clients?  

Yes, no, or don’t offer those services 

n Are you taking new substance use clients? 

Yes, no, or don’t offer those services 

n As of today, when could you schedule a new client for an appointment? 

Within 7 days, within 14 days, within 30 days, or more than 30 days  

n After the initial appointment, what is the current wait time for a follow-up appointment? 

Within 7 days, within 14 days, within 30 days, or more than 30 days  

n To your knowledge, are you still in network with [health plan provider]? 

Yes, no, or don’t know 

n About what percentage of your clients are commercial insurance members (not Medicaid 
or self-pay)? 

0-100%, unknown, cannot disclose 

n Are there any challenges with insurer(s) that make it difficult for you to serve their 
members? 

n Are there ways the insurer(s) can make it easier for you to serve their members? 
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Appendix C: Commercial Health Plan and Behavioral Health Provider 
Phone Survey Results 
The table below shows sample results from our telephone survey of behavioral health providers 
listed in five commercial health plan directories serving Oklahoma.  
 

Commercial Health Plan Behavioral Health Provider Phone Survey7  

Behavioral Health Providers  Number of 
Providers 

Percentage of 
Providers 

Called 159 100% 
Reached 56 35% 

Agreed to survey 40 26% 

Refused survey 16 10% 

Unreached 103 65% 

No answer8 55 35% 

Out of service or wrong number 22 14% 

No longer there 26 16% 
 
Healthy Minds attempted to contact 159 behavioral health providers listed in the network 
directories of Blue Cross Blue Shield of Oklahoma, UnitedHealthcare, Humana, Cigna, and 
CommunityCare. Fifty-six (n = 56, 35%) providers, or their staff, answered within two call 
attempts. Of those, 40 (71%) agreed to participate in the telephone survey.  
 
The following table presents responses from our telephone survey of behavioral health 
providers listed in five commercial health plan directories serving Oklahoma.  

 
7 Total may sum to more than 100% because of rounding. 
8 After two attempts. 
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Commercial Health Plan Behavioral Health Provider Phone Survey9  

Behavioral Health Provider Respondents (n = 40) Number of 
Responses 

Percentage of 
Responses 

Are you taking new mental health clients? 

Yes 23 58% 

No 16 40% 

Do not offer mental health services 1 3% 

Are you taking new substance use clients? 

Yes 9 23% 

No 11 28% 

Do not offer substance use treatment services 20 50% 

As of today, when could you schedule a new client for an appointment? 

Within 7 days 7 18% 

Within 14 days 1 3% 

Within 30 days 5 13% 

More than 30 days 11 28% 

Do not know or could not answer 16 40% 

After the initial appointment, what’s the current wait time for a follow-up appointment? 

Within 7 days 6 15% 

Within 14 days 7 18% 

Within 30 days 5 13% 

More than 30 days 4 10% 

Do not know or could not answer 18 45% 

To your knowledge, are you still in network with [health plan]? 

Yes 33 83% 

No 1 3% 

Do not know  6 15% 

 
9 Totals may sum to more than 100% because of rounding. 
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Commercial Health Plan Behavioral Health Provider Phone Survey9  

Behavioral Health Provider Respondents (n = 40) Number of 
Responses 

Percentage of 
Responses 

About what percentage of your clients are commercial insurance members (not Medicaid or 
self-pay)? 

None 2 5% 

1 % to 20% 8 20% 

21% to 40% 6 15% 

41% to 60% 6 15% 

61% to 80% 4 10% 

81% to 100% 6 15% 

Do not know 8 20% 

 

Summary of Additional Free-Response Questions 
The following lists free-response questions from the provider survey along with the summarized 
responses. 
 
Are there any challenges with insurer(s) that make it difficult for you to serve their members? 

n Sixteen (40%) reported no challenges or listed something positive. These respondents 
characterized working with insurers as relatively smooth/easy. 

n Seventeen (43%) listed a challenge, typically related to getting the costs of treatment 
covered, getting prior authorization, or receiving timely reimbursement. 

n Seven (18%) responded, “unknown/do not know.” 

 
Are there any ways the insurer(s) can make it easier for you to serve their members? 

n Ten (25%) reported no improvements or listed something positive.  

n Twenty-two (55%) listed a recommended improvement, typically related to covering the 
costs of treatment, getting prior authorization, having easier access to client insurance 
information, wanting faster and clearer communication, or establishing better 
reimbursement rates with more coverage. 

n Eight (20%) responded, “unknown/do not know.” 
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Appendix D: Provider Network Maps 
 
Health Plan A Provider Network Maps 

 
Map 1: Health Plan A Statewide Population Access to Any Behavioral Health Service Location 

 
 
 
Map 2: Health Plan A Statewide Population Access to Mental Health Service Locations 
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Map 3: Health Plan A Statewide Population Access to Psychiatrist Service Locations 

 
 
 
Map 4: Health Plan A Statewide Population Access to Substance Use Service Locations  
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Map 5: Health Plan A Statewide Population Access to Behavioral Health Providers and Counties 
with Low Mental Health Provider Availability Relative to County Populations 

 
 
 
Map 6: Health Plan A Statewide Population Access to Mental Health Providers, Counties with 
Low Mental Health Provider Availability Relative to County Population and Service Locations 
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Health Plan B Provider Network 

 
Map 7: Health Plan B Population Access to Any Behavioral Health Service Locations 

 
 
 
 
Map 8: Health Plan B Population Access to Mental Health Service Locations 
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Map 9: Health Plan B Population Access to Psychiatrist Service Locations 

 
 
 
Map 10: Health Plan B Population Access to Substance Use Service Locations 
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HealthChoice Provider Network 

 
Map 11: HealthChoice Statewide Population Access to Any Behavioral Health Service Locations 

 
 
 
Map 12: HealthChoice Statewide Population Access to Mental Health Service Locations 
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Map 13: HealthChoice Statewide Population Access to Psychiatrist Service Locations 

 
 
 
Map 14: HealthChoice Statewide Population Access to Substance Use Service Locations 
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