
 

 

 

 

 

Writen Tes�mony 

Submited by: 

Mary Giliber�, JD 

Chief Public Policy Officer 

Mental Health America 

Mgiliber�@mhana�onal.org 

 

Before The United States Senate Finance Commitee 

Hearing: “Barriers to Mental Health Care:  Improving Provider Directory 
Accuracy to Reduce the Prevalence of Ghost Networks” 

 

May 3, 2023 
 

 

 

 

 

 

 

 

 

mailto:Mgiliberti@mhanational.org


Chair Wyden, Ranking Member Crapo, and Members of the Senate Finance Commitee,  

Thank you for the opportunity to tes�fy today regarding ghost networks -- an issue that my organiza�on 
and our affiliates have been working on for decades.  We are so grateful for your leadership in 
recognizing that this is a problem that causes much suffering and can be addressed through legisla�ve 
solu�ons. 

My name is Mary Giliber�, and I lead the public policy efforts at Mental Health America (MHA), a 
na�onal non-profit with approximately 150 affiliates in 38 states.  We were founded over 100 years ago 
by Clifford Beers, who had a mental health condi�on and suffered abuse in mental health facili�es.  He 
spoke out about this injus�ce and over a hundred years later, MHA con�nues to address issues that 
harm people with mental health condi�ons and limit access to mental healthcare, such as ghost 
networks.  

The Effect of Ghost Networks on Mental and Economic Health  

Due to my work at MHA and, previously, at the Na�onal Alliance on Mental Illness, I am asked by friends, 
family, and people in my community for help finding mental health providers.  Unfortunately, one of the 
first ques�ons I ask is, “Do you need these services to be covered by insurance?” This is because I know 
that the �me and effort it takes to receive the services they need will be reduced substan�ally if they are 
able to pay out-of-pocket. My colleagues who work in physical health care do not have to ask this 
ques�on, and un�l those of us working in mental health care no longer have to ask it either, we will not 
know true parity between physical and mental health. 

The na�on’s mental health needs and the con�nued effects of the COVID-19 pandemic make the issue of 
ghost networks par�cularly important to address.  According to the Substance Abuse and Mental Health 
Administra�on, nearly 1 in 4 adults aged 18 and older and 1 in 3 adults aged 18 to 25 had a mental 
health condi�on in the previous year.i  The pandemic has exacerbated mental health condi�ons in youth, 
with 2021 CDC data showing 40% of high school youth feeling persistently sad and 22% seriously 
considering atemp�ng suicide. ii    

I recently helped a young woman navigate the process of finding a psychiatrist a�er her symptoms 
deteriorated during the pandemic and her therapist recommended she consider medica�on.  She called 
psychiatrists in her plan directory.  Some did not call her back.  Some turned out not to be in her network 
a�er all.  What I remember most about that experience was how her symptoms got worse as she got 
more and more worried about finding help. The same symptoms that she, and many others with mental 
health condi�ons, needed help with– lack of mo�va�on, anxiety, psychosis – make it very difficult, if not 
impossible, to call providers repeatedly to get a �mely and affordable appointment.  Fortunately for the 
young woman I was helping, someone at work men�oned an online telehealth solu�on available under 
her plan and she was eventually able to access the services she needed, but not before going through 
this very difficult and stressful period of delayed care. 

Ghost networks can exacerbate mental health condi�ons, crea�ng addi�onal anxiety and feelings of 
hopelessness.  They delay care and can even lead to individuals deciding to forego care altogether, due 
either to the difficulty of accessing services, the cost, or both.  SAMHSA’s data show that nearly half of 
adults with mental health needs do not receive treatment and the percentage of youth who received 



treatment for major depression has remained at roughly 40% for the past six years, indica�ng that over 
half of youth with mental health needs are also not ge�ng the help that they need. iii 

Ghost networks also have a financial cost on individuals and distort the market for health insurance.   
Studies by Milliman,iv researchers from the Congressional Budget Office,v and NAMIvi indicate that 
people with mental health condi�ons are more likely to use out-of-network providers.  This places a 
discriminatory financial burden on these individuals because of the high costs of such providers.   

Ghost networks are par�cularly harmful to low-income people, those with disabili�es, and women.  As 
researchers have noted, people of color and individuals with disabili�es are dispropor�onately 
represented in the Medicaid program and among low-income beneficiaries who are least able to afford 
the cost of out-of-network care.vii  People with disabili�es o�en have complex health needs that require 
finding mul�ple providers to treat them.  Women are more likely to be responsible for family medical 
appointments and spend addi�onal �me, stress, and resources to secure �mely care.viii  This has become 
increasingly burdensome as children’s mental health has worsened and providers for children and 
adolescents are even more difficult to access. 

Inaccurate provider directories also distort the market for insurance plans and erode consumer choice.ix 
Individuals use provider directories to choose insurance plans, especially in Medicare, where individuals 
may be choosing among Medicare Advantage (MA) Plans or between MA and fee-for-service Medicare.  
Plans have an incen�ve to show broad provider directories, but when there are high percentages of 
inaccuracies, these directories misrepresent the value of a plan and undermine consumer choice. 

Research Studies Indicate that Ghost Networks Are Widespread and the Problem Persists Despite 
Requirements for Provider Directory Accuracy 

It is important to note that the individual stories of frustra�ng experiences with directories are not just 
anecdotes.  They are examples of a widespread problem that has been studied in programs under the 
jurisdic�on of this commitee.  One of the most telling is a recent study of the Oregon Medicaid program 
by Dr. Jane Zhu and colleagues.x  They found that 67.4% - more than 2/3 - of mental health prescribers 
and 59% of other mental health professionals listed in the directories of Medicaid managed care 
organiza�ons were phantoms. These providers had not submited claims and billed for more than five 
unique individuals over a one-year period.  I want to underscore that this study used claims data, which 
is informa�on that every insurance company has access to if they want to verify their provider 
directories. 

CMS has conducted audits of Medicare Advantage Organiza�on (MAO) provider directories.  They have 
looked at various providers, including cardiology, oncology, ophthalmology, and primary care providers 
and found high rates of inaccuracies with an average deficiency rate of over 40%.xi  They have not, to my 
knowledge, audited specifically for behavioral health, but they should.    

In addi�on to the high rate of deficiencies, there are three important conclusions from the CMS audits.  
First, it is possible to audit accuracies in directories and CMS has done this before and developed a 
composite measure of deficiencies based on how harmful the inaccuracies were to accessing care. 
Second, plans can improve the accuracy of their directories.  The CMS audits showed significant varia�on 
with CMS highligh�ng two MA plans with deficiencies of less than 10% and two MA plans with deficiency 
rates above 90%.  As CMS noted in its recommenda�ons, “MAOs that take a reac�onary approach by 
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relying solely on provider-based no�fica�on will not have valid provider directories. MAOs must 
proac�vely reach out to providers for updated informa�on on a rou�ne basis.  They should ac�vely use 
the data available to them, such as claims, to iden�fy any provider inac�vity that could prompt further 
inves�ga�on.”  

Finally, con�nuing to audit with no transparency or consequences was not very effec�ve, as the average 
inaccuracy rate in 2018 was worse than the rate in 2016 despite CMS emphasizing the importance of this 
issue in several call leters and memos to plans.  Despite its efforts to improve provider directory 
accuracy, CMS concluded that its 2018 review revealed significant errors that were likely to frustrate 
Medicare Advantage members. 

An analysis of state laws confirms that having a requirement for accurate directories does not lead to 
compliance.  Laws were passed in California, Louisiana and Maryland requiring accurate directories, but 
the problems con�nued despite the legisla�on.  The researcher studying these efforts concluded that 
the lack of progress was directly related to weak enforcement mechanisms, minimal penal�es, and the 
lack of cri�cal tools to improve compliance.xii    

MHA affiliates in Maryland and New Jersey conducted secret shopper surveys of psychiatrists in provider 
directories in 2014 and 2013.  The Maryland study assessed provider directories for qualified health 
plans and found that only 43 % of listed psychiatrists were reachable, with many out-of-date phone 
numbers or addresses.xiii More than 10 % of providers who could be reached indicated that they were 
not even psychiatrists. Many of the doctors contacted had extremely long wait �mes. The New Jersey 
study found that one-third of the network entries for psychiatrists in HMO plans had incorrect phone 
numbers.xiv These studies show that inaccurate directories have been problema�c for decades. 

Legisla�ve and Administra�ve Solu�ons: 

Despite the longstanding problem, there are poten�al solu�ons.  MHA recommends the following three 
policy changes: 

First, the data must be verified using reliable methods such as audits and claims data.  At all non-profit 
organiza�ons, including Mental Health America, we cannot just submit financial data.  We are required 
to have an independent audit.  The Medicare Advantage Plans and Medicaid plans should have verified 
directories.  This can be accomplished by a third-party independent audit or by CMS for MA plans.  Last 
week, CMS issued a proposed Medicaid access rule requiring states to use secret shopper surveys by an 
independent en�ty for managed care plan directories for accuracy and wait �me for appointments for 
outpa�ent mental health and substance use providers and several other categories of providers.  The 
surveys would verify ac�ve network status, street address, phone number, and whether the provider is 
taking new pa�ents.xv  This policy should be finalized, and a similar policy enacted for Medicare 
Advantage.   

Plans also should be required on an annual basis to reconcile their directories with claims data.  If a 
provider has not billed in the previous year, then the insurer should have to remove them from the 
directory and the network unless they can prove that they will begin taking pa�ents. Plans have full 
access to their claims data. 

Second, the informa�on should be transparent.  In its audits of MA plans, CMS did not name the plans, 
referring to them as A, B, and C.  In other areas of healthcare, CMS requires transparency – in Hospital 

https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3869806
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Compare and Star Ra�ngs.  This area also needs more sunlight.  CMS has shown that it can develop a 
scoring system to dis�nguish among plans.  This informa�on on provider directory accuracy rates should 
be available to anyone choosing a plan.  The proposed Medicaid rule requires the secret shopper 
informa�on to be posted on a state website.  This requirement should be finalized, and CMS should 
con�nue to work with states to ensure that the informa�on is displayed in a manner that is easily 
understood by individuals choosing plans and by state and federal regulators.   

CMS should ensure similar transparency for Medicare Advantage. A recent brief from the Kaiser Family 
Founda�on concluded, “There is not much informa�on on whether Medicare Advantage enrollees are 
experiencing barriers accessing mental health providers in their plan’s network and the extent to which 
enrollees use in-network and out-of-network providers for these services.”xvi 

Third, and most importantly, plans must be fiscally incen�vized to provide accurate directories.  This 
would include weighing the deficiency rate heavily in overall quality measures, such as how many stars 
an MA plan receives or a composite quality score for Medicaid plans.  This policy would affect the plan’s 
compe��veness in the market and poten�al bonus payments and would have the advantage of 
rewarding plans that do a good job.   

It is very important that plans that work hard to provide accurate directories and networks are rewarded 
for their efforts.  The plan’s reimbursement rates, and the ease and frequency of their prior 
authoriza�on process, can also influence whether providers are willing to par�cipate in-network and 
plans that improve these policies also should be rewarded for their efforts.  Plans with consistent error 
rates over a benchmark set by CMS a�er a correc�ve ac�on plan could be ineligible to par�cipate or lose 
bonus payments. 

For Medicaid plans, CMS could provide technical assistance and addi�onal matching funds to incen�vize 
states to pay for performance or withhold some percentage of Medicaid payment un�l plans meet 
repor�ng and accuracy requirements.  States have withheld payment to Medicaid managed care 
organiza�ons con�ngent on repor�ng accurate and �mely data. 

Congress could also look to effec�ve enforcement legisla�on, such as the Health Insurance Portability 
and Accountability Act (HIPAA), which includes compliance reviews and civil monetary penal�es for 
viola�ons.  Addi�onal policies could provide financial protec�on and reduce administra�ve burdens on 
individuals.  If a person relies upon an inaccurate directory, the individual should only be responsible for 
in-network cost sharing. Congress passed legisla�on applying this requirement to commercial plans and 
should extend it to all plans. California has passed a law requiring plans to “arrange coverage” of services 
when an individual cannot find a provider for mental health and substance use disorder services. The 
plan must find in-network providers who can provide �mely care or provide out-of-network care with no 
more cost sharing than an in-network provider.xvii  

Related Issues that Would Improve Directories, Networks, and Access to Care 

Although this hearing is focused on inaccurate provider directories, there are four related issues for the 
Commitee to consider for future legisla�on that would improve provider directory inaccuracies and, 
most importantly, access to behavioral healthcare: provider rates, telehealth, integrated care, and 
extension of parity requirements to Medicare Advantage Plans and Medicare and Medicaid fee-for-
service programs. 

https://www.kff.org/medicare/issue-brief/mental-health-and-substance-use-disorder-coverage-in-medicare-advantage-plans/?utm_medium=email&utm_source=MindSite+News&utm_campaign=5172a37e97-EMAIL_CAMPAIGN_2023_05_01_07_02&utm_medium=email&utm_term=0_-5172a37e97-%5BLIST_EMAIL_ID%5D
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200SB855


A recent Government Accountability Office (GAO) report revealed that mental health stakeholders cited 
inadequate reimbursement rates for services as one of the main reasons providers do not par�cipate in 
networks and individuals cannot access mental health care, even when they have insurance.xviii  A study 
by the Kaiser Family Founda�on found that only 1% of physicians have opted out of the Medicare 
program, but psychiatrists were dispropor�onally represented, making up 42% of those op�ng out, 
followed by physicians in family medicine (19%), internal medicine (12%), and obstetrics/gynecology 
(7%).xix  Medicare’s process for se�ng rates devalues cogni�ve work and fails to adjust for increased 
demand, relying only on supply factors.  In addi�on, researchers found that commercial and Medicare 
Advantage plans paid an average of 13-14% less than fee-for-service reimbursement rates for in-network 
mental health services while paying up to 12% more when care was provided by physicians in other 
areas of healthcare.xx 

Data clearly demonstrate that Medicaid programs in most states pay less than Medicare, with some 
states paying less than half of Medicare reimbursement rates for primary and maternity 
care.xxi  Although this study did not analyze mental health rates, we can infer from studies of commercial 
plans that these dispari�es are equal or worse in behavioral healthcare.xxii  The Senate Finance 
Commitee Task Force on Workforce proposed a Medicaid state demonstra�on program with increased 
federal matching resources to improve rates and training of the behavioral health workforce.  This policy 
change would significantly improve access if enacted and would complement recently proposed 
Medicaid access regula�ons which increase rate transparency for outpa�ent mental health and 
substance use services and compare these rates to Medicare fee-for-service reimbursement rates. 

When I was helping the young woman access psychiatric services, she was finally able to get assistance 
from a telehealth pla�orm and provider.  Unlike dialing endlessly for help, the pla�orm showed which 
providers were available and allowed her to make an appointment online.  Some individuals prefer or 
need in-person care, so it is cri�cal to maintain requirements for in-person networks.  At the same �me, 
allowing robust telehealth op�ons streamlines the process for ge�ng care quickly and efficiently.  
Congress extended the Medicare telehealth flexibili�es and waived in-person requirements un�l 2024. 
Such changes should be permanent to provide greater access and Congress should incen�vize states to 
make it easier for providers to prac�ce across state lines. 

Primary care providers are easily accessible, and many individuals already have an in-network primary 
care provider.  Although strong models have been developed to integrate behavioral health into primary 
care for children and adults, there has been slow adop�on due to low reimbursement rates, high startup 
costs, and cost-sharing barriers.  The Senate Finance Task Force recommenda�ons on integrated care 
and other legisla�ve proposals would address these impediments and should also be enacted to increase 
access to services.  

Finally, the exclusion of certain plans and programs from parity requirements is unfair to individuals with 
behavioral health condi�ons in those programs.  There is no explana�on for why Medicaid managed care 
plans are covered by parity requirements, but Medicare Advantage plans are not.  People who get their 
care through Medicare are no less deserving of equal coverage of mental health and substance use 
services.  In addi�on, both the Medicaid and Medicare fee-for-service programs are excluded.  The rights 
of people in Medicaid should not depend on whether their state has chosen to use managed care plans.  
Similarly, people in Medicare should not have to factor in parity requirements when making their 
choices. 

https://www.gao.gov/products/gao-22-104597
https://www.kff.org/medicare/issue-brief/how-many-physicians-have-opted-out-of-the-medicare-program/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05226
https://www.kff.org/medicaid/state-indicator/medicaid-to-medicare-fee-index/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D


Conclusion: 

There will always be some provider directory inaccuracies, but the high rates consistently revealed in 
recent studies and audits are not minimal errors.  They are consumer and government decep�on 
misrepresen�ng the value of the plan and the breadth of its offerings.  And this misrepresenta�on is 
par�cularly troubling because it causes great suffering for people who are already struggling.  With the 
right verifica�on of data, transparency requirements, and fiscal incen�ves, we can do beter. 

Thank you again for your aten�on to this issue.   
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