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Abstract

Objective—Previous research has shown relatively high use of out-of-network mental health 

providers, although direct comparisons with rates among general health providers are not 

available. We aimed to (1) estimate the proportion of privately insured adults using an out-of-

network mental health provider in the past 12 months; (2) compare rates of out-of-network mental 

health provider use with out-of-network general medical use; (3) determine reasons for out-of-

network mental health care use.

Methods—A nationally representative sample of privately insured US adults was surveyed using 

the internet in February 2011. Screener questions identified if the participant had used either a 

general medical physician or a mental health professional within the past 12 months. Respondents 

using either type of out-of-network provider completed a 10-minute survey on details of their out-

of-network care experiences.

Results—Eighteen percent of individuals who used a mental health provider reported at least 1 

contact with an out-of-network mental health provider, compared to 6.8% who used a general 

health provider (P < 0.01). The most common reasons for choosing an out-of-network mental 

health provider were the physician was recommended (26.1%), continuity with a previously 

known provider (23.7%), and the perceived skill of the provider (19.3%).

Conclusions—Out-of-network provider use is more likely in mental health care than general 

health care. Most respondents chose an out-of-network mental health provider based on perceived 

provider quality or continuing care with a previously known provider rather than issues related to 

the availability of an in-network provider, convenient location, or appointment wait time.
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Health insurance plans offering out-of-network mental health coverage contract with a group 

of “preferred” or “in-network” providers who agree to accept a negotiated fee schedule. 

Patients can use out-of-network mental health providers but at higher out-of-pocket cost 

sharing. Use of an out-of-network provider is intended to be a deliberate choice, yet several 

recent news reports cite anecdotal evidence that out-of-network mental health care use is 

often involuntary and thus identify high out-of-network mental health care use as 

problematic.1,2 However, there is little empirical data available on why individuals use out-

of-network mental health care.

Out-of-network mental health care was addressed in part with the passage of the Paul 

Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008. In 

addition to requiring equivalent out-of-network cost-sharing (including copayment, 

coinsurance, or deductibles) for behavioral health and for medical/surgical services, plans 

must also have parity with respect to nonquantitative treatment limitations, which include 

standards for provider admission to participate in a network and plan methods for 

determining usual, customary, and reasonable charges.

Understanding the reasons for out-of-network mental health care use is critical to determine 

whether additional policy intervention is necessary and, if so, to identify adequate policy 

solutions. Out-of-network use may be higher for mental health services compared to general 

health services for several reasons. From a provider’s perspective, provider shortages may 

give mental health providers the market power to opt not to participate in networks. In a 

survey of physicians, approximately 35% of psychiatrists did not contract with managed 

care organizations, compared to rates of 8%–12% for other specialties.3 Mental health 

providers cite low reimbursement levels and unacceptable limits on care receipt as reasons 

for lack of network participation.3-5 From a patient perspective, continuity of care may be 

more valued for mental health treatment compared to general medical treatments, 

particularly for patients being treated with psychotherapy. Patients may be willing to pay 

more out-of-pocket to complete treatment with a trusted provider who may no longer have 

in-network status. Finally, from an insurer’s perspective, mental health disorders are often 

chronic and individuals with these disorders tend to have particularly high health care costs, 

suggesting that insurers may benefit from not enrolling such individuals.6,7 Restrictive 

mental health provider networks may be one mechanism to dissuade these individuals from 

choosing a plan.

Previous research has shown high rates of out-of-network use of mental health providers, 

although to our knowledge no studies have made direct comparisons with rates among 

general health providers. For example, Stein et al8 found that 15.4% of individuals using 

outpatient mental health service care used some out-of-network care. Another study 

examined rates of out-of-network mental health care use in the Washington, DC, area after 

implementation of the Federal Employee Health Benefits (FEHB) parity initiative and found 

that only 43% of the FEHB-insured caseload was treated by an in-network provider during 

the sampled visit.5 Given the lack of recent information on national rates of out-of-network 

mental health care use, we sought to (1) estimate the proportion of privately insured adults 

using an out-of-network mental health provider in the past 12 months; (2) compare rates of 
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out-of-network mental health provider use with general medical out-of-network use; and (3) 

determine reasons for out-of-network mental health care use. We specifically examine 

whether individuals reported reasons related to network size and composition or provider 

quality.

DATA AND METHODS

A nationally representative sample of privately insured US adults was surveyed using the 

internet in February 2011 on details of their out-of-network care experiences. Survey 

methods have been described in depth elsewhere.9 Briefly, a novel survey (see Supplemental 

Appendix A, Supplemental Digital Content 1, http://links.lww.com/MLR/A501) was 

constructed, and cognitive interviews using established methods10 were performed to assess 

relevance of content, as well as language and structure of items. The survey was 

administered via the internet by Knowledge Networks, with an online research panel 

(KnowledgePanel) consisting of approximately 50,000 US households sampled by random-

digit-dialing and address-based sampling.11 The probability-based sampling used to 

construct the panel and its representativeness of the US population have been validated.12 

Poststratification weights were applied to match the sample to the US population based on 

Current Population Survey data on sex, age, race/ethnicity, education, metropolitan area, 

census region, and internet access, and to adjust for survey nonresponse and oversampling.

Screener questions were sent to 21,754 English-speaking panelists aged 18–64. These 

screener questions identified respondents enrolled in a private health insurance plan with a 

provider network who had seen a physician and/or mental health professional in the past 12 

months (Fig. 1). Panelists who had seen an out-of-network physician or mental health 

professional were asked to complete the survey. We defined a mental health professional as, 

“A person trained to diagnose and treat emotional or mental health problems: including, 

psychiatrists, psychologists, counselors, social workers.” Enrollment was closed when a 

predetermined number of panelists screened in and began the 10-minute survey, resulting in 

a completion rate of 64% (13,900 panelists).

Respondents were asked to identify the first out-of-network physician (or mental health 

professional) seen in the past 12 months, and their first contact with that physician, to create 

a representative sample of outpatient, and inpatient out-of-network contacts. A maximum of 

3 out-of-network contacts were assessed.

If the respondent reported using a general medical physician or mental health professional 

within the last 12 months (either in-network or out-of-network), they were included in the 

general medical or mental health sample, respectively. These samples are not mutually 

exclusive; 96.3% (821/849) of respondents that used a mental health provider also used a 

general health provider.

Respondents were asked a series of questions regarding each out-of-network contact, 

including the type of physician and when the respondent first learned the out-of-network 

status of the physician. If it was known that the physician was out-of-network at the time of 

the first contact, the respondent was asked to select from a list of reasons the primary reason 

why they decided to use the physician. Free text answers were also allowed. We grouped 
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reasons into 2 broad categories: issues related to provider quality and issues related to 

network size and composition. We considered the reason, “continuity with previously 

known provider” to relate to provider quality because the desire to continue with a provider 

suggests either the patient perceived the provider to be of high quality or believed that the 

patient-provider dyad would lead to improved health outcomes.

Apart from overall health status, patient demographic information was previously collected 

by Knowledge Networks and not reassessed, limiting the specific demographic information 

available for analysis. The number of psychiatrists and psychologists per county were 

obtained from the Health Resources and Services Administration Area Resource File. These 

were used to categorize respondents into quartiles based on the number of mental health 

providers per 100,000 persons for each participant’s county.13

All reported analyses were weighted. Reported sample sizes were unweighted. Simple 

frequencies and χ2 tests were used for categorical variables and logistic regression was used 

to calculate the odds of any mental health or general medical out-of-network use controlling 

for available demographic variables. We did not include the number of psychologists in the 

preferred model because of the high prevalence of missing data and colinearity (Spearman 

correlation coefficient = 0.51) with number of psychiatrists. All analyses were performed 

using SAS statistical software version 9.3 (SAS Institute Inc., Cary, NC). Survey design, 

cognitive interviewing, and pretesting were conducted by the authors. The contracted 

company, Knowledge Networks, provided the infrastructure for sampling and distribution of 

the survey to their online panelists. Completed survey data were weighted and deidentified 

by Knowledge Networks, then delivered to the authors. Data analysis and interpretation 

were completed by the authors. The Yale University Institutional Review Board approved 

this study.

RESULTS

The sample included 849 respondents aged 18–64 enrolled in private health plans with 

provider networks who had at least 1 mental health professional contact within the last 12 

months. Approximately 18% (n = 163) used an out-of-network mental health professional 

(Table 1). The rate of out-of-network use among individuals with at least 1 general medical 

contact was 6.8%, which was significantly different than the rate for the mental health 

population (P < 0.01).

In adjusted logistic regression (Table 2, Model 1), a significantly greater proportion of never 

married individuals than those married or living with a partner had contact with out-of-

network mental health professionals (odds ratio, 3.03; 95% confidence interval, 1.41–6.51). 

Individuals residing in a county with the highest quartile density of psychiatrists (19 or 

higher per 100,000 residents) were more likely than individuals residing in a county with the 

lowest quartile density of psychiatrists (< 7 per 100,000 residents) to use an out-of-network 

mental health provider (odds ratio, 2.33; 95% confidence interval, 1.10–4.93).

For both mental health and general health care, the most common reasons respondents 

reported for using out-of-network mental and general health care related to provider quality 
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or perceived provider quality (Table 3). The 3 most common reasons reported related to 

mental health care were, the physician was recommended (26.1%), continuity with previous 

known provider (23.7%), and skill of physician (19.3%). Fewer respondents noted reasons 

related to network size and composition, such as appointment wait time, convenient 

location, service or specialty not covered by insurance, needed care right away, or no in-

network availability. In aggregate, network size and composition reasons were much less 

commonly cited as reasons for going out-of-network for mental health care (7.5%) than for 

general health care (19.6%).

DISCUSSION

We found that 18.1% of individuals who used a mental health provider in the past year had 

at least 1 contact with an out-of-network mental health provider. This differs notably from 

general medical care, where the rate of out-of-network service use was 6.8%.

In adjusted analyses, residence in a county with a relatively high number of psychiatrists per 

capita was positively associated with out-of-network use. This was unexpected. We 

hypothesized that psychiatrists in areas with constrained provider supply would be less 

likely to participate in networks, resulting in more out-of-network use. We note that this 

finding is consistent with Cunningham (2009) who found that greater psychiatrist supply 

was associated with primary care providers’ report of health plan barriers to referring 

patients to outpatient mental health providers. He hypothesized that this was because 

residents of areas with greater provider supply used more mental health care, leading plans 

to restrict use with tighter management controls.14

Most respondents reported choosing an out-of-network mental health provider based on 

issues related to provider quality. Fewer than 10% of respondents who used out-of-network 

mental health services reported that they went to an out-of-network mental health provider 

due to problems with the size or general composition of the network (as opposed to 

inclusion of a specific provider). We were unable to obtain information on whether 

individuals stayed in-network or did not seek care due to network constraints. Consequently, 

it is not possible from our data to determine whether or not mental health networks are 

generally adequate. Yet, we found no evidence that mental health networks were 

substantially less adequate than general medical networks.

The desire to maintain continuity of care was one of the most commonly cited reasons for 

choosing to go out-of-network. This is worrisome; although use of an out-of-network 

provider to maintain continuity of care reflects patient perceptions of provider quality, it 

may also reflect issues related to network size and composition. A network with greater 

provider turnover will be less adequate for patients interested in continuity of care compared 

with a network with less turnover. To the extent that having a continuous relationship with a 

mental health provider leads to better health outcomes,15 networks may reduce quality of 

care along dimensions not captured by our survey.

Kyanko et al. Page 5

Med Care. Author manuscript; available in PMC 2016 January 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Limitations

There are several limitations to this cross-sectional study. First, the survey relied on self-

report. Several measures were taken to mitigate recall bias: the reference period was limited 

to the last 12 months, cognitive interviewing was used, and hyperlinks to definitions for 

potentially confusing terms were available in the online survey. Second, because we used an 

internet survey, our results may not be representative. Yet, the probability-based sampling 

used by Knowledge Networks includes noninternet households and poststratification 

weights adjusted for internet use, as well as nonresponse.

Third, our data only indicate if the patient used a mental health provider and do not specify 

the type of provider (eg, psychiatrist, social worker) or the type of service provided (eg, 

medication management, psychotherapy). Furthermore, some mental health services may 

have been included under general health care if delivered by primary care providers. Future 

studies should clarify the effects of these specifics as they may elucidate reasons for high 

rates of out-of-network care in mental health and have important implications for network 

adequacy requirements.

CONCLUSIONS

We found that almost 1 in 5 individuals using mental health care saw an out-of-network 

provider in the past year, more than double the rate found in the general medical population. 

This discrepancy may be due to a variety of factors, including patient preferences, issues 

related to the construction of mental health provider networks, or lack of transparency in the 

out-of-network status of mental health providers. However, although we are unable to fully 

describe network adequacy from our survey, we did not find evidence to suggest that 

provider network access for mental health care was more problematic than provider access 

in general health care.

Our findings suggest that mental health patients were willing to pay more for an out-of-

network provider who the patient perceived was high quality and with whom they already 

had an established relationship. This has important implications for the management of 

health plans. Continuity and the therapeutic relationship cultivated between provider and 

patient are valued by patients and the additional costs of seeing a previously in-network 

provider on an out-of-network basis perhaps could be mitigated with either more stable 

networks or more consistent plan options. Insurers and providers could limit frequent 

changes and discontinuation of contracts. Employers could minimize yearly changes in 

plans offered. These efforts may decrease out-of-network use and allow for continuity of 

care at lower out-of-pocket costs.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Selection of survey respondents.
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Table 2

Predictors of Out-of-Network Use among Mental Health and General Medical Populations

Characteristics

Out-of-Network Use† Odds Ratio (95% Confidence Interval)

Mental Health n = 849

General Medical n = 7786 Model 1 Model 2

Age

 18–29 1.12 (0.73–1.71) 0.48 (0.19–1.25) 0.59 (0.22–1.54)

 30–49 0.72* (0.55–0.94) 1.17 (0.70–1.97) 1.16 (0.67–1.99)

 50–64 1 (reference) 1 (reference) 1 (reference)

Sex

 Male 1 (reference) 1 (reference) 1 (reference)

 Female 1.50* (1.11–2.04) 1.66 (0.96–2.89) 1.51 (0.84–2.73)

Race

 White 1 (reference) 1 (reference) 1 (reference)

 Nonwhite 0.96 (0.67–1.38) 0.59 (0.28–1.27) 0.57 (0.26–1.28)

Marital status

 Married/living with partner 1 (reference) 1 (reference) 1 (reference)

 Divorced/separated/widowed 0.99 (0.65–1.52) 1.88 (0.95–3.71) 1.88 (0.91–3.89)

 Never married 1.42 (0.94–2.14) 3.03* (1.41–6.51) 2.87* (1.35–6.12)

Education

 High school or less 1 (reference) 1 (reference) 1 (reference)

 Some college 1.33 (0.86–2.07) 1.33 (0.50–3.52) 1.15 (0.42–3.16)

 Bachelor’s degree or higher 1.26 (0.81–1.97) 1.21 (0.47–3.11) 1.06 (0.40–2.80)

Income (per year)

 < $35,000 1.21 (0.76–1.95) 0.47 (0.20–1.08) 0.47 (0.20–1.12)

 $35,000–$59,000 0.48* (0.33–0.72) 0.22* (0.10–0.49) 0.22* (0.09–0.51)

 $60,000–$100,000 0.71* (0.52–0.97) 0.67 (0.36–1.25) 0.80 (0.41–1.55)

 > $100,000 1 (reference) 1 (reference) 1 (reference)

Residence in metropolitan area

 Yes 1.12 (0.72–1.74) 1.02 (0.43–2.42) 0.69 (0.22-2.17)

 No 1 (reference) 1 (reference) 1 (reference)

Region of country

 Northeast 1.19 (0.80–1.77) 1.01 (0.50–2.04) 0.90 (0.44–1.87)

 Midwest 0.96 (0.66–1.39) 0.42* (0.20–0.89) 0.34* (0.15–0.81)

 South 1.18 (0.81–1.71) 1.19 (0.60–2.35) 1.29 (0.67–2.51)

 West 1 (reference) 1 (reference) 1 (reference)

Health status (self-reported)

 Excellent, very good or good 1 (reference) 1 (reference) 1 (reference)

 Fair or poor 1.74* (1.11–2.73) 1.27 (0.56–2.86) 1.39 (0.59–3.31)

No. psychiatrists per 100,000

 < 7 — — 1 (reference)

Med Care. Author manuscript; available in PMC 2016 January 11.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Kyanko et al. Page 12

Characteristics

Out-of-Network Use† Odds Ratio (95% Confidence Interval)

Mental Health n = 849

General Medical n = 7786 Model 1 Model 2

 7–12 — — 1.66 (0.77–3.56)

 13–18 — — 1.46 (0.65–3.27)

 ≥ 19 — — 2.33* (1.10–4.93)

Model 2 includes number of psychiatrists per 100,000.

*
P < 0.05.

†
Models predict any out-of-network use and include either inpatient or outpatient contacts.
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Table 3

Reasons for Voluntary Outpatient Out-of-Network Use

Primary Reason*§
General Medical Contacts 

Unweighted n (Weighted%)
Mental Health Contacts Unweighted n 

(Weighted %)

Total 494 (100%) 161 (100.0%)

Issues related to provider quality

 Recommendation of another doctor, family, or friends 72 (12.9%) 39 (26.1%)

 Continuity with previously known provider 140 (21.9%) 35 (23.7%)

 Physician skill 85 (13.7%) 38 (19.3%)

 Second opinion 6 (0.8%) 1 (0.2%)

Issues related to provider network size and composition

 Could schedule appointment sooner 5 (1.0%) 3 (2.4%)

 Convenient location 13 (3.7%) 3 (1.9%)

 Service or specialty not covered by insurance 11 (1.4%) 2 (1.9%)

 Illness that needed care right away 27 (9.0%) 3 (0.7%)

 No in-network physician available in area 14 (4.5%) 2 (0.6%)

 Other 39 (12.0%) 20 (11.4%)

 Refused 1 (0.3%) —

 Missing 81 (18.9%) 15 (11.8%)

Unit of analysis is contacts between the respondents and out-of-network providers. A respondent could report contacts with up to 2 different 
outpatient out-of-network providers.

Percentages may not total 100 because of rounding.

*
Participants were asked to indicate 1 main reason among all reasons selected for why they used an out-of-network physician.

§
P < 0.05.
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