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MEMORANDUM 

To: Health Insurace Stakeholders 

From: John G. Franchini, Superintendent of Insurance 

Date: March 28, 2019 

Re: Mental Health Parity in New Mexico 

 

 Historically, health insurance carriers offering fully-insured individual, small group, and large 
group commercial plans had the option of including mental health and substance use disorder benefits. 
However, many did not, creating substantial gaps in coverage of these benefits in the commercial 
market. To address this gap the Affordable Care Act (2010) required coverage of these behavioral health 
services as an Essential Health Benefit in all individual and small group health plans and required all 
commercial health plans to comply with Mental Health Parity and Addictions Equity Act (MHPAEA). 
MHPAEA is a federal law that generally prevents health plans from imposing limitations on behavioral 
health benefits that are less favorable than those imposed on medical orsurgical benefits. For example, a 
health plan cannot apply a blanket duration limit on an in-network, inpatient hospitalization for 
behavioral health services that is not similarly applied to an in-network, inpatient hospitalization for 
medical or surgical care. The aim of MHPAEA is to address historical disparities between behavioral 
health care access and medical/surgical health care access among the insured. 

 Continuing consumer protection work funded by federal health care reform implementation 
grants, the New Mexico Office of Superintendent of Insurance (OSI) partnered with the University of 
New Mexico to survey health care providers on access to behavioral health care and mental health parity 
in commercial plans in New Mexico. Health care providers and their staff are front-line witnesses to 
insurance company compliance or noncompliance with many consumer protection laws. OSI sought to 
leverage providers’ experience obtaining care for patients with behavioral health needs in order to learn 
more about potential gaps in insurer compliance with MHPAEA and access-to-care requirements. 

http://www.osi.state.nm.us/
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 The University of New Mexico conducted small focus-group sessions and circulated an 
electronic survey to providers of various backgrounds and specialities and their front-line staff. The 
views expressed in these interviews and through this survey are the respondents’ own. OSI extends its 
deep appreciation to those surveyed for helping us to bettter understand access to behavioral health care 
in New Mexico. The agency will use the findings of this study to further investigate and improve 
behavioral health care access and compliance with MHPAEA. 

 OSI reminds coverered persons and providers that they may report access and MHPAEA 
compliance concerns to our office. Please contact our Managed Health Care Bureau at 1-855-4-ASK-
OSI or file a complaint online at https://www.osi.state.nm.us/consumer-assistance/forms/managed-
healthcare.html. Your reports are essential to OSI’s ability to enforce consumer protections for all 
commercially-insured persons in New Mexico. 

 

  

 

 

 

http://www.osi.state.nm.us/
https://www.osi.state.nm.us/consumer-assistance/forms/managed-healthcare.html
https://www.osi.state.nm.us/consumer-assistance/forms/managed-healthcare.html
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Introduction 
 

Historically, fully insured individual, small group, and large group plans had the option of 

including mental health and substance use benefits in their health insurance policies. 

However, many did not, thus creating substantial gaps in coverage of these benefits in the 

fully insured market. To address this gap, in 2010, the Affordable Care Act incorporated 

the Mental Health Parity and Addictions Equality Act (MHPAEA) in its essential health 

benefits structure to eliminate historical disparities between behavioral health and medical 

health insurance benefits among the commercially insured.  

 

While a growing body of research evaluates the implementation and impact of the 

MHPAEA on consumers, the behavioral health system, and carriers, no study has been 

conducted in New Mexico. The purpose of this study is to determine the health care 

provider community’s perceptions, experiences, and decisions regarding behavioral health 

billing, screening, intervention, treatment and referral in New Mexico under the 

MHPAEA.  The specific research questions driving our qualitative and survey analysis 

include: 

 

 Are providers aware of the specific provisions regarding the MHPAEA as they 

relate to their work in NM? 

 

  How do providers understand and make decisions related to insurance carriers’ 

implementation (or lack thereof) of MHPAEA? 

 

 What kind of barriers are providers experiencing from health insurance carriers in 

assisting their patients’ access care that may be in contradiction to MHPAEA? 

o Are they experiencing excessive timelines for authorizing care or 

processing claims?  

o Is getting a “clean claim” acceptance/processed more burdensome for 

behavioral health claims versus medical/surgical claims? 

o What are the common reasons for denial or delay of claim processing? 

o Are there unnecessary steps required for pre-authorization of behavioral 

health versus medical/surgical care? 

 

 Do providers restrict the number or percentage of patients they take on who require 

mental health or substance abuse treatment who have a particular insurance carrier 

due to obstacles they face being approved or reimbursed for those services? 

  

 

Our research team has completed a series of qualitative interviews with providers who have 

in-depth knowledge of the MHPAEA and have collected survey data from a wider number 

of providers to address these organizing questions. Findings from our research are 

summarized in the following report and help improve our collective understanding of how 

well the MHPAEA is being followed across the state of New Mexico. 
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Research Design  

 

The research team began the project by conducting a literature review to motivate the 

research design and methodology for the qualitative research and the survey utilized to 

evaluate the implementation of the MHPAEA. The literature review included searching for 

any similar surveys at the national or state levels for comparing the validity and rigor of 

the designs. This effort identified surveys from California and Oregon that were useful for 

the first draft of the New Mexico survey.1  

 

The next phase of the project involved the identification and recruitment of an advisory 

committee comprised of providers familiar with the MHPAEA to help guide the project 

and review the survey before it was fielded with a wider network of providers. The advisory 

committee included providers from across the state that treat patients for mental health 

conditions and accept private health insurance in their practice.   

 

Advisory Group Recruitment 

 

Over the summer of 2018, the research team assembled a convenience sample of potential 

advisory board members to develop a community-wide survey on mental health parity to 

be fielded in fall 2018. The sample included a mix of clinical providers, administrators, 

and mental health parity advocates throughout the state. The research team collaborated 

closely with OSI to recruit members and relied on those who signed on early to help 

identify other penitential advisory board members based on their networks. 

 

Using standard convenience sampling recruitment techniques, the research team sent 

potential members a letter via email to introduce the project and discuss the expectations 

of an advisory board member. A week later, the team sent a follow-up email and began 

fielding calls from interested participants. After a three-week recruitment period, 6 

participants agreed to participate.  

 

It is important to note that many potential subjects declined to participate in the study 

because they claimed that they lacked substantive knowledge to contribute meaningfully 

to the contract aims. For instance, one potential participant noted that while she understood 

the general premise of health parity, she lacked “on the ground” knowledge about how the 

law was implemented in New Mexico. Multiple providers we spoke to also noted that while 

they had views to share regarding the challenges they have faced prescribing treatment and 

prescription medications for mental health and substance abuse, they did not see many 

patients who have privately purchased health insurance.  

                                                 
1 Evidence from California suggested that perceived access to mental health care improved, 

as did receipt of guideline-concordant care. However, parity was not significantly 

associated with suicide rates in the only study of clinical outcomes associated with parity 

(Klick & Markowitz 2006). In Oregon, McConnell and colleagues found that MH/SA 

expenditures did not increase overall in response to Oregon’s law however they did 

marginally increase among individuals with serious mental illness (i.e., high utilizers) 

(McConnell 2013; McConnell et al. 2012). 
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Despite these limitations, the research team assembled an advisory group that included 

representation from some rural areas of the state to ensure we did not just hear from 

providers who operate in the Albuquerque metro area. Most importantly, the advisory 

group was representative of mental health services in the state as its members were 

composed of frontline providers, administrators, and billing experts. Table 1 describes the 

members of the advisory group.  

 

Table 1: Mental Health Advisory Group Participants 

 

 

Qualitative Data Collection 

 

The research team conducted a total of 16 interviews and consultations with the advisory 

group. After an initial one and a half to two-hour interview that allowed participants to 

share their open thoughts about the subject, participants suggested survey questions and 

provided feedback and edits throughout the study period through one-on-one follow up 

meetings. Interviews were analyzed with NVIVO, a qualitative relational database to assist 

in organizing, coding, searching and retrieving textual data. The team followed standard 

qualitative iterative data collection and analysis feedback loops to focus the data collection. 

After the transcripts were coded, the research team followed an editing approach to identify 

preliminary themes in the data.  

 

Advisory group members met in person or on the phone with the research team in the late 

summer and early fall. Given the logistical challenge of working to find time in hectic 

schedules, the research team agreed to meet with each advisory group member either in 

person or over the phone for in-depth interviews. The first round of discussions aimed to: 

Name Email Profession Location 
Referral 

Source 

Paul 

Hopkins 
drpaulhopkins@gmail.com  Marriage Counselor Albuquerque OSI 

Elisa 

Kawam 
ekawam.naswnm@gmail.com  

National Association 

of Social Workers 

(Director) 

Statewide OSI 

Cate 

Nickless 
cate.nickless@hotmail.com 

Southwest Behavioral 

Health Independent 

Provider Association 

(Broker with 

Insurance) 

Statewide OSI 

Valerie 

Shines 

Warmly 

Pacini  

portalesprofessionalsocialwork@earthlink.net  

Licensed 

Clinical/Independent 

Business Clinical 

Social Worker 

 Portales Elisa 

Sandra 

Herrera 

Spinelli  

sandra@wellnessfromwithinPC.com 

 

Licensed Clinical 

Social Worker 
Alb./Santa Fe Elisa 

Martha 

Faulkner 

 

mfaulkner@salud.unm.edu  

 

 

CFNP, LISW, Nurse 

Practitioner 

 

Statewide Elisa 

mailto:drpaulhopkins@gmail.com
mailto:ekawam.naswnm@gmail.com
mailto:cate.nickless@hotmail.com
mailto:portalesprofessionalsocialwork@earthlink.net
mailto:sandra@wellnessfromwithinPC.com
mailto:mfaulkner@salud.unm.edu
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 Understand their perspectives related to mental health parity in New Mexico 

 Identify the facilitators and barriers of mental health parity implementation and 

enforcement in New Mexico 

 Design survey questions and provide feedback on the survey instrument.  

These discussions were facilitated by Professor Sanchez-Youngman, a researcher with 

broad experience conducting qualitative research in New Mexico and included a note-taker 

who also recorded the conversation to transcribe following the interview. In conjunction 

with OSI, the research team developed a semi-structured focus group guide to facilitate the 

first round of deliberations. See the appendix for details. 

 

 

Summary of Major Findings from Qualitative Data 

 

 

Main Findings from Qualitative Interviews  

 

The first set of interviews yielded ample data related to provider perceptions of mental 

health parity in New Mexico. Advisory board members expressed deep frustration with 

attempting to provide quality mental health services in a state with low resources, lack of 

health care access, and high need. Indeed, every member of the group stated that most of 

their clientele, roughly eighty to ninety percent of their caseloads, were Medicaid 

recipients. While members understood the need to assess parity among those that are 

commercially insured given the nature of OSI’s mission as an organization, they clearly 

stated that this group represents a small portion of their work. As one leader said: 

 

It is impossible to discuss issues like parity without thinking about the 

demographics of New Mexico. Social workers and counselors cannot function 

without billing to Medicaid. Our workforce relies on public benefits to serve 

families in our state. Ethical practice binds us to see the whole individual and it is 

our responsibility to provide this care even when we can barely make it in public 

and private practice. In fact, one real issue of parity has to do with inequities in pay 

between MD’s and licensed providers. Therefore, while I see the importance of 

understanding parity within the commercial market, we must remember that this is 

a fraction of the mental health population in our state.  

 

Given these realities, members advised the research team to carefully state survey questions 

that prompted participants to answer based on their experiences with commercial care. 

Advisory board members also advised our team to ensure that recruitment approaches for 

the survey stress the need for participants to have experience working with patients who 

have privately purchased health insurance. These suggestions led to a screening question 

at the opening of our survey, a welcome email to potential participants that identified the 

need for direct experience with consumers of privately purchased health insurance, and 

language in the survey that asks participates to focus their thoughts on this issue on their 

experiences with clients who have privately purchased health insurance.  
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Despite the preponderance of Medicaid in the state, advisory group members were able to 

recount several unifying themes related to commercial insurance throughout their 

discussions. Below is a description of the key themes that were uncovered during the 

analysis.  

 

Theme 1: Participants describe potential Mental Health Parity violations through 

examples. 

 

Members universally stated that they would benefit from understanding their rights with 

insurers from a state agency like OSI. Only two members expressed that they had a good 

working knowledge of the Mental Health Parity Act. The remaining participants said that 

they were aware of the law, but were unsure of how it applied to their daily practice. When 

the research team probed them for potential violations through examples, they described 

two potential areas of violations.  

 

Reimbursements: When probed about their day-to-day interactions with insurers, advisory 

members stated that some common problems they encountered were inappropriate denials 

for care and slow approval times among some insurers.  For example, multiple participants 

described scenarios in which carriers denied additional sessions even though the law states 

that mental health providers should determine the treatment planning process as medical 

providers do.  

 

Authorizations: While only one participant could prescribe medications, they asserted that 

several companies continue to require step therapy or fail first policies for treatment. 

According to this participant, this is the practice of forcing providers to prescribe the least 

costly drug first, even if the prescriber wants to begin treatment with a different medication.  

From her perspective, which includes working in psychiatric clinical settings with children 

for over 25 years, insurance coverage for inpatient treatment is dwindling. She said that the 

most severe cases of mental illness are, on average, covered for a maximum of 3 days. 

“The bottom line is that even with parity, the standard of care has dramatically shifted. 

Patients that really require long-term hospitalization are hospitalized for a maximum of 

three days. I suppose this corresponds with broader trends within in-patient care, but this 

doesn’t mean this is the best care for the patient suffering from a serious mental health 

issue. Our standards of care are being dictated by insurers.” Finally, several participants 

noted that inpatient treatment and detox has increasingly declined over the last 15 years. 

According to one participant, “It is virtually impossible to find detox for rural residents.” 

Participants argue that this is a parity issue because detox is often essential to effectively 

treat substance abuse. 

 

For providers who offer outpatient treatment, several noted that insurers such as United 

Healthcare require them to monitor medication adherence for diagnoses such as depression. 

According to these providers, this is problematic because anti-depressants are not under 

the purview of their care and at times, this may contradict their treatment philosophy. 

Again, participants asserted that this is a parity issue because the medical model is 

dominating the mental health treatment.  
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Theme 2: There is variation in the quality and enforcement of parity between 

commercial providers. 

 

Participants uniformly stated that since the passage of the Mental Health Parity Act, Blue 

Cross Blue Shield and Presbyterian have improved in multiple ways. First, neither plan 

requires written treatment plans for care. According to one long-time licensed counselor, 

“I can see a client up to 25 times before Presbyterian bothers me for a treatment 

plan/diagnosis.” Members also unanimously agreed that both plans reimburse fairly and do 

not require lengthy pre-authorizations.  

 

Conversely, advisory group members unanimously complained that United Healthcare is 

notoriously difficult to work with for both public and private insurance. After parity, they 

still require written treatment plans, employ stepwise treatment, limit the number of visits, 

limit reimbursement, and employ difficult credentialing procedures. Some providers are 

dropping the commercial plan because “it is not worth the hassle.” According to one 

member: 

 

I simply refuse to take United anymore. They have created every roadblock possible 

to provide responsible and ethical care. They create impediments at every turn—

whether it is through credentialing, billing—you name it. I finally made the 

decision to drop them.  

 

Another member reinforced this point: 

 

It is extremely alarming to see United expanding into commercial coverage in New 

Mexico. They did real damage to families under Medicaid and I simply refuse to 

work them. Something needs to be done... 

 

Theme 3: There are multiple challenges in identifying violations of Mental Health Parity. 

 

While several members were able to describe perceived Mental Health Parity violations, 

most suggested that it was nearly impossible for them to adequately assess parity between 

mental health providers and medical doctors because of the structure of commercial health 

care. According to one rural provider:  

 

I know that I am a specialist, but it is nearly impossible for me to know how the 

insurer reimburses a comparable specialist because reimbursement rates are not 

publicly divulged. Given anti-trust laws, I cannot collectively bargain with other 

licensed clinical social workers to advocate for reimbursement rates. So in effect, I 

have to negotiate with each private insurer without vital information.  

 

Others said the challenge with enforcing the law is that they must bargain with insurers on 

an individual basis. From their perspective, while the law has good intentions, enforcement 

is challenging because the onus is on the provider or agency to monitor parity. According 
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to one member, “Because I deal with multiple insurers, it is extremely difficult to hold 

them accountable when they all contain different rules and procedures. Just managing the 

process for each carrier is enough…” 

 

Advisory members stated that when they experience problems with reimbursement or pre-

authorization they typically “eat the cost” because it is too arduous to fight insurance 

companies. From their perspective, insurers create procedural barriers that increase the 

time, number of phone calls, and paperwork requirements to challenge decisions related to 

pre-authorization, reimbursement and even credentialing. According to one independent 

provider, when they wish to challenge a decision, “it is too costly for me to do so because 

I cannot afford to spend administrative time with these tasks. Since I am an independent 

provider running a small practice, I just cannot afford to spend my time quibbling about a 

bill. I’m forced to eat the cost and hope for a better outcome next time.” 

 

Theme 4: Mental Health Parity should begin with credentialing. 

 

Participants unanimously argued that parity is a systemic issue that occurs across many 

layers of mental health care. Many participants stated that the bulk of the law appears to 

apply to those in treatment, but all of the participants explicitly indicated that parity 

problems go back to the credentialing process. For example, one experienced broker stated 

that one of the biggest challenges she faces is that if a plan includes 20 primary physicians, 

they cap the number of credentialed behavioral health providers at 20 and claim that this is 

parity. Moreover, a reimbursement rate for a 15-minute encounter with a primary care 

physician is rated the same as a 1-hour visit with a counselor. From her perspective, the 

inherent disparity with this logic is that it does not account for the fact that mental health 

services are more labor-intensive and require a more extensive network of providers. 

According to this participant, “This false sense of equivalence perpetuates mental health 

access issues; it inhibits multiple providers from being added to commercial plans, and it 

dissuades quality mental health care providers from entering into private practice. These 

disparities between medical and mental health providers are created at the outset.” 

 

Recommendations Based on Qualitative Interviews  

 

The advisory group was supportive of fielding a statewide survey to assess potential 

violations of parity throughout the state. After the first round of interviews, the research 

team devised a sample questionnaire based on these discussions and the literature. After 

they wrote a draft tool, the research team consulted with several advisory members for 

feedback. Participants were optimistic that the survey could shed light on mental health 

parity in New Mexico and supported the general content of the survey. In general, they 

hoped that the results would result in devising new strategies to enforce the law and 

increase mental health care access in New Mexico.  

 

The primary substantive suggestions raised during this process were a concern that having 

regional coverage in the survey would be challenging given the low numbers of providers 

who would be knowledgeable of both mental and physical billing practices due to the 

severe challenges with access to mental health providers in many sections of the state. The 
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advisory board also suggested that our initial draft survey instrument was too technical in 

its approach, noting that many providers understand the law regarding experiences they 

have had with challenges prescribing care. These suggestions led to a significantly 

improved final survey instrument. 

 

Findings from the Survey of Mental Health Providers  

 

The final step in the pre-survey process was to share the nearly final draft of the instrument 

with OSI leadership for their review before programming for data collection. This stage 

led to a reduction in the length of the survey to narrow our focus to only the items most 

relevant to the SOW. The final instrument is included in the appendix of the report.  

 

To field the survey our team utilized a database of mental health providers provided by 

OSI that we merged with emails provided to our team from the advisory committee for the 

project; this resulted in approximately 450 email addresses. We also shared the link to the 

survey across several list-serves of physicians and medical professionals across the state to 

help recruit survey participants that met our criterion for participation. 

 

We present the overall results for key items to provide a view of the experiences providers 

have had with the MHPAEA. The results below are based on the 111 completed interviews 

as of December 17, 2018. These interviews were restricted to licensed health care providers 

who provide mental health or substance use or abuse treatment services, and who accept 

patients with commercial insurance. All other respondents were excluded from the process. 

 

As reflected in the data below, 185 respondents started the survey during the data collection 

process, with 111 respondents completing the survey. The majority of respondents who 

terminated their interview did so as a result of indicating “No” to the following survey 

question: Do you treat patients that have commercial (NOT Medicaid, Medicare, or 

Tricare) health insurance coverage? The frequency of providers who were not able to 

participate in this study due to this screening question is due to the high percentage of New 

Mexicans who are insured through Medicaid and Medicare: 

  

 Total Completed Interviews      111 

 Partially Completed Interviews      185 

 Terminated - No Commercial Insurance Patients   39 

 Terminated – Non-Licensed Mental/Substance Treatment   13  
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Experiences with Gaining Approval for Treatment under the MHPAEA in New Mexico  

 

The survey asked respondents to provide information to our team regarding how 

frequently, if at all, they have difficulties acquiring approval for either behavioral health 

treatment services or mental health and substance abuse treatment services. As reflected in 

the results below, denial of coverage due to the service not being viewed as medically 

necessary is more likely to occur for behavioral health treatment services in New Mexico 

than substance abuse services.  

 

 The majority of the respondents report that over the past year they had been 

informed that behavioral health treatment services requested for coverage are not 

approved because they are not medically necessary, with roughly 17% reporting 

that this has “never” happened to them in the past year. Among those who report 

that this has happened to them in the past year, 28% report that this has been a rare 

occurrence in the last year, 40% that this has happened “sometimes,” 13% that this 

has happened “often” and 3% that it “always” happens.  

 

 

 
 

  

17%

28%

40%

13%

3%
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behavioral health treatment services requested for coverage are not 

approved because they are not medically necessary?
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 The survey also asked respondents how frequently they have been informed that 

in-patient mental health/substance use/abuse treatment services requested for 

coverage were not approved because they are not medically necessary. We find that 

nearly three-quarters respond that this has happened to them at a varying frequency 

over the past year. More specifically, 22% report that this has “rarely” happened in 

the past year, 28% that they are “sometimes” turned down due to the treatment not 

being medically necessary, and another 24% reporting this happens “often.”  
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INPATIENT mental health/substance use/abuse treatment services 

requested for coverage are not approved because they are not 
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Experiences with Gaining Prior Authorization Treatment 

 

The next section of the survey asks respondents to identify if they perceive that there are 

differences in obtaining prior authorization for mental health and substance abuse treatment 

as opposed to other medical or surgical forms of treatment. As reflected in the figure below, 

just under 60% report that they do experience differential treatment in obtaining prior 

authorization compared to only 9% who report no differences in prior approval 

authorization, the other 32% not being sure about differences. 

 

 
 

Among those who report that there are differences in prior authorization, most (70%) 

indicate that prior authorization is harder for mental health/substance use/abuse treatment 

as opposed to other medical or surgical forms of treatment. Roughly a quarter of the sample 

reports that obtaining prior authorization is “about the same” for both types of treatment, 

and only 4% report that prior authorization is easier to obtain for mental health and 

substance abuse treatment.  

 

 

60%

9%

32%
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30%

40%
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In your experience, is there a difference in obtaining prior 
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Provider Experiences with Prior Authorization for Prescription Drugs 

 

The survey also collected information from providers regarding their experiences 

attempting to receive advanced authorization for prescription drugs to treat mental health 

or substance abuse disorders relative to prescriptions for other medical conditions. While 

nearly 32% of respondents were not sure of whether there is a difference in their practice’s 

ability to obtain prior authorization across types of medical conditions, 49% did report that 

they had experienced differences in their requests to obtain authorization for prescription 

drugs compared to 19% who reported no differences. Among those who reported a 

difference, nearly all (96%) respondents reported that it was more difficult to obtain prior 

authorization for prescription drugs they intended to prescribe to treat mental health and 

substance abuse conditions relative to other types of medical conditions.  

 

 
 

 

Provider Experiences Obtaining Medical Necessity Criteria for Determining Utilization 

Review Standards  

 

The survey also queried providers who see both mental health and non-mental health 

patients about whether they have experienced any differences in obtaining a health 

insurance company’s medical necessity criteria for determining utilization review 

standards based on the type of treatment they were inquiring about with the insurance 

company.  

 

As reflected in the figure below, 43% of respondents indicate that they have experienced 

differences compared to 23% who have not experienced any differences between mental 

health or substance abuse treatments services compared to other medical conditions. 

Similar to what we found for prior authorization, most respondents (88%) who have 

experienced differences in obtaining medical necessity criteria report that this was more 

difficult for mental health or substance abuse treatment services.   
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Experiences Being Told that Mental Health/Substance Abuse Benefits are Not Covered 

by Commercial Health Insurance Policies 

 

The survey finds that 49% of respondents have been told by a commercial health insurance 

company that mental health benefits are generally not covered by a patient’s health 

insurance policy, and 53% who report being told that substance abuse treatment disorder 

benefits are generally not covered by a patient’s health insurance company.  
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Experiences with Reimbursement Based on Class/Category of Services 

 

Likely due to respondents’ business offices handling reimbursements for billing, the modal 

response on this item is “don’t know.” However, over one-third (39%) of the respondents 

report that they have noticed differences in reimbursement rates for a similar category of 

services if they are coded as mental health or substance abuse treatments.  

 

Among those who indicated that they had experienced different reimbursement rates, the 

vast majority (72%) report that the reimbursement rate was lower for mental health or 

substance abuse treatments when they were coded that way. 

 

 
 

 

There is a very similar set of results when respondents are asked about the speed in which 

they receive reimbursements for claims coded as mental health or substance abuse 

treatments relative to other medical claims.  

 

More specifically, nearly 51% of respondents report that they don’t know if the speed 

varies based on the type of treatment they coded, and 42% report that they did experience 

a different speed in reimbursement. Every respondent who experienced a different pace in 

reimbursement report that it was a slower process for mental health or substance abuse 

treatment services.  
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Experience Attempting to Join a Commercial Health Insurance Provider Network 

 

The survey also queried respondents about their experiences attempting to join a 

commercial health insurance provider network. Although a large percentage (49%) of 

respondents report that they don’t know if they have been told that the network was closed, 

6% report that this has happened often, another 33% that this happens sometimes or rarely.  

 

More directly tied to the NMPAEH, when asked if they had been told that the network was 

closed to behavioral health care providers specifically, roughly 65% of respondents report 

that this has happened to them and 39% that this happens sometimes. Conversely, 35% of 

respondents report that they have never been told that the network was closed to behavioral 

health care providers specifically.  

 

 
 

 
 

  

11% 10%

23%

6%
1%

49%

0%

10%

20%

30%

40%

50%

60%

Never Rarely Sometimes Often Always Don't know

On attempting to join a commercial health insurance provider 

network, how frequently did you find that your practice/organization 

was told that the network was closed?

35%

18%

39%

7%

1%

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

Never Rarely Sometimes Often Always

On attempting to join a commercial health insurance provider 

network, how frequently did you find that your practice/organization 

was told that the network was closed to behavioral health care 

providers specifically?



 18 

The Impact of Challenges with Pre-authorization on Self-imposed Restrictions 

 

The final segment of the analysis asked respondents to indicate if they have placed any 

restrictions on the percentage or number of patients in their practice who are insured by 

any particular health insurance company due to challenges with pre-authorization. 

Although the overwhelming majority of respondents report that they do not place 

restrictions on the patients they have who are insured by any particular insurance company, 

about 18% of respondents do impose restrictions due to challenges with pre-authorization. 

 

 
 

 

Demographic Profile of the Sample  

 

In addition to the core content within the survey, we also asked some background questions 

to get an idea of the underlying characteristics of medical providers who provide mental 

health or substance use/abuse services in New Mexico.  

 

 In regards to regional variation, completed interviews are disproportionate with 

providers who practice primarily in the Albuquerque metro area (Bernalillo and 

Sandoval Counties) who make up 84% of the sample. Another 11% of the 

completed interviews are with providers from the Santa Fe region of the state. This 

pattern is consistent with what extant research has found regarding access to mental 

and behavioral health services in New Mexico, as this research has found that there 

is a shortage of providers in the rural areas of the state.  

 There is a good variation on the survey item asking respondents whether mental 

health or substance use/abuse services in New Mexico is the sole focus (41%) of 

their practice or just one element of their overall workload (59%). 

 We have interviewed providers predominately, with 22% of respondents indicating 

that they are administrative staff who process mental health or substance use/abuse 
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services in New Mexico. When asked to identify their profession among a number 

of categories we see the following distribution: 

o 25% report that they are psychiatrists. 

o 21% report that they are primary care practitioners. 

o 18% report that they are clinical psychologists. 

o 9% report that they are emergency care practitioners. 

o 13% report that they are a professional counselor. 

  

 The survey also asked respondents to indicate the percentage of their patients they 

estimate having private or commercial health insurance: 54% report that under 25% 

of their patients have private or commercial health insurance, 37% between 25% to 

50%, and only 9% more than 50%. 

 Regarding the type of practice that they work in, 36% of respondents indicate that 

they work in a hospital, 32% in an out-patient clinic, and 14% in independent 

practice.  

 Finally, as reflected in the chart below, providers in our sample indicate that they 

belong to a wide range of health insurance networks.  

  

Blue Cross/Blue Shield 99 89.2 % 

Presbyterian 70 63.1 % 

Molina 82 73.9 % 

New Mexico Health Connections 60 54.1 % 

True Health New Mexico 27 24.3 % 

Christus 14 12.6 % 

United 56 50.5 % 

Cigna 43 38.7 % 

Aetna 49 44.1 % 

Kaiser 10 9.0 % 

Other (please specify) 10 9.0 % 

Total 111 100.0 % 

 

Overall Findings 

 

The qualitative and quantitative data give us critical information about provider perceptions 

of the implementation of MHPAEA at the clinical level. In our conclusion, we return to 

our original research questions. 

 

 Are providers aware of the specific provisions regarding the MHPAEA as they 

relate to their work in NM? 

 

While there is some knowledge of the specific provisions regarding the MHPAEA, 

in several contexts, providers do not know if or how these provisions are being 

implemented in their practice, particularly in situations where the billing is handled 

separately from clinical care. 
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 How do providers understand and make decisions related to insurance carriers’ 

implementation (or lack thereof) of MHPAEA? 

 

The most compelling answer to this research question comes from the qualitative 

data, which states that the reimbursement process for care is extremely complicated. 

Given that each insurance provider has a different billing process, this creates 

barriers for providers offer to quality care, to seek reimbursement, and to gather 

evidence about different insurers’ compliance with MHPAEA. 

 

 What kind of barriers are providers experiencing from health insurance carriers in 

assisting their patients with accessing care that may be in contradiction to 

MHPAEA? 

o Claims for mental health and substance abuse treatment are more likely to 

be denied than for other medical treatment. 

o Claims for mental health and substance abuse are reimbursed more slowly 

than for other medical treatment. 

o The process for getting claims accepted and processed is more burdensome 

for behavioral health versus other medical claims.  

o There are more required steps for pre-authorization for behavioral health 

claims. 

o Approximately half of the providers have been told by commercial 

insurance carriers that behavioral health and substance abuse treatment is 

generally not covered. 

o There are known barriers to joining insurance networks. 

 

 Do providers restrict the number or percentage of patients they take on who require 

mental health or substance abuse treatment who have a particular insurance carrier 

due to obstacles they face being approved or reimbursed for those services? 

 

There is qualitative and quantitative evidence that this does occur. The qualitative 

evidence suggests that this happens after repeated negative experiences with 

specific companies. The quantitative evidence reports that close to 1 in 5 providers 

(18%) have refused to take on patients who have particular health care companies. 

However, most providers (70%) do not limit patients based on the insurance 

provider indicating that addressing this behavior may be a lower priority than some 

of the other behaviors captured by this report. 

 

Ultimately, providers do need additional education and support in understanding the 

MHPAEA, their patients’ rights, and their rights as care providers. There is also a need for 

a larger body to be more proactive in holding private insurance companies accountable for 

MHPAEA compliance as anti-trust laws make it very difficult for any individual provider 

to have sufficient evidence to draw reliable conclusions. While many providers noted that 

the proportion of patients who are on Medicaid is much more significant than the 

percentage of private insurance patients, this report demonstrates that there are challenges 

with private insurance that must be addressed to meet MHPAEA compliance standards.  
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Appendix 

 

Qualitative Interview Guide  

 

 

Project:  Office of Superintendent Insurance’s Mental Health Parity & Addiction Equity 

Act Study 

 

Below is a general guide for leading the focus group/interviews.  

 

 

 

 

 

 

 

 

 

 

Introduction:  

We appreciate your participation in our advisory group. The University of New Mexico’s 

Robert Wood Johnson Foundation (RWJF) Center for Health Policy is partnering with the 

Office of Superintendent of Insurance (OSI) to conduct research to improve our 

understanding of the healthcare provider community’s perceptions, experiences, and 

decision-making regarding commercial insurance’s behavioral health billing, utilization 

review, , intervention, treatment and referral under the Mental Health Parity and Addiction 

Equity Act (MHPAEA). 

 

This is important research that we believe can improve the experiences with the consumers 

of commercial insurance for New Mexicans seeking mental and behavioral healthcare. At 

this time, we will not be focusing discussions on Medicaid or Medicare-covered 

populations. The purpose of these focus groups/interviews is to explore potential disparities 

in treatment of physical health and behavioral health conditions by health insurance 

carriers. 

 

We will meet three times over the next few months. Today’s session will explore general 

differences in insurance carrier healthcare management between physical health conditions 

and behavioral health conditions. We will use your feedback to design a statewide provider 

survey. In session two, we will present an initial survey for your feedback, and in session 

three, we will discuss the final survey and identify potential survey respondents.  

 

We know that you are very busy and we appreciate your willingness to share your 

experiences with us. Do you have any questions? 

 

Focus Group/ Interview Agenda 

1) Introduction to the meeting  

a. Facilitator and scribe introduce themselves 

b. Purpose of Focus Group/Interview 

2) Discussion  

3) Closing Remarks 
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Questions for Discussion: 

 

1. In your healthcare practice or administration of a healthcare practice, have you 

generally noticed any differences in how commercial health insurance carriers manage 

claims for behavioral health versus physical health care services? 

 

2. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in access to providers for commercially insured patients between 

behavioral health versus physical health care services? 

 a.  Differences in requirements for referrals? 

 

 b. Differences in requirements for prior authorizations? 

 

 c. Differences in wait times to get care? 

 

 d. Differences in visit limitations? 

 

 e. Differences in written treatment plan requirements? 

 

 f. Geographic limitations? 

 

3. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in access to prescription medications for commercially insured 

patients between behavioral health versus physical health care services? 

 a. Differences in prior authorization requirements? 

 

 b. Differences in step-therapy requirements or protocols for seeking 

exceptions for step-therapy? 

 

 c. Differences in drug formulary coverages? 

 

 d. Differences in clinical practice guidelines utilized to determine safety and 

appropriateness of drugs? 

  

 e. Differences in requirements for written treatment plans? 

 

4. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in access to in-patient care for commercially insured patients 

between behavioral health versus physical health care services? 

a.  Differences in requirements for referrals? 

 

 b. Differences in requirements for prior authorizations? 
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 c. Differences in wait times to get care? 

 

 d. Differences in limitations on stay? 

 

 e. Differences in requirements for written treatment plans? 

 f. Geographic limitations? 

 

5. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in explanations of claims denials by health insurance carriers 

between behavioral and physical health care services? 

 

6. In your healthcare practice or administration of a healthcare practice, have you 

noticed any major differences in the types of benefits and services that are excluded for 

behavioral health care but not for physical health care? 

 

6. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in commercial health insurance carriers’ requirements that a 

proposed treatment must result in improvement of patient function between behavioral 

health versus physical health services? 

 

6. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in health insurance carrier payment for services for commercially 

insured patients between behavioral health versus physical health care services? 

 

7. In your healthcare practice or administration of a healthcare practice, have you 

noticed any differences in patient cost-sharing responsibility for services for commercially 

insured patients between behavioral health versus physical health care services? 
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Appendix  

 

Figures for All Survey Questions Included in Study 
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