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INTRODUCTION
In our first two behavioral health workforce series briefs, we outlined Oklahoma’s current behavioral
health workforce shortages and offered recommendations for improving recruitment and retention of
these providers. The behavioral health workforce shortage will likely be one of Oklahoma’s top health
care challenges once Medicaid expansion is implemented, increasing the urgency for the proactive
steps we explored in Oklahoma’s Behavioral Health Workforce: Action Areas, such as funding and
implementing Oklahoma’s Mental Health Loan
Repayment program created in 2019 by Senate Bill 773,
Leaders of health care
increasing psychiatry residencies in Oklahoma and
organizations from five Medicaid
expanding integrated care by taking to scale programs
expansion states across the U.S.
that train primary care providers to detect behavioral
reported that access to all types
of behavioral health service
health conditions. This document explores the impact
providers became the “single
of Medicaid expansion on the behavioral health
most
significant unmet need...” i
workforce and outlines considerations for mitigating
these challenges. i
Although most behavioral health providers we interviewed considered Medicaid expansion a good
thing, their optimism about expansion was tempered by several concerns, including the influx of
newly insured populations making the workforce shortages even more acute, increased workloads
and shifting expectations. In addition, providers worry that the anticipated increase in competition
within the Medicaid marketplace could lead to the workforce being siphoned by competitors,
including managed care organizations.

KEY FINDINGS
MEDICAID EXPANSION’S IMPACT ON THE BEHAVIORAL HEALTH WORKFORCE
We know from hundreds of Medicaid expansion studies that enrollment of adults in Medicaid
improves access to care and health outcomes, but these changes can add new strain on the
behavioral health workforce.
< An estimated 178,000ii to 278,000iii new enrollees will challenge the existing capacity of
behavioral health and primary care providers to meet the demand for behavioral health
services.
< The comparatively small number of behavioral health providers participating in insurance
networks—typically because of low reimbursement and high administrative burden—will
likely be insufficient to meet the increased demand for services.
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< Medicaid expansion will change the settings in which many people receive behavioral health
services. The integration of behavioral health into primary care settings will need to expand
to increase capacity for screening new beneficiaries to determine their need for behavioral
health treatment and providing care for mild to moderate behavioral health conditions while
retaining capacity in specialty care settings to treat people with serious mental illnesses.
< Competition to recruit providers will increase as behavioral health providers, integrated
primary care providers, and managed care organizations all recruit from the same limited
pool of behavioral health professionals. We summarize Oklahoma’s shortage of behavioral
health professionals in our brief, Oklahoma’s Behavioral Health Workforce: Greatest Needs.
< The Medicaid population, which will now increase, is more racially and ethnically diverse
than the overall state population. Providers will need to understand the diversity of the
expanded Medicaid population to provide equitable and culturally responsive services.
< The behavioral health workforce will need increased capacity to provide evidence-based
practices, which will replace approaches that do not achieve strong outcomes. Behavioral
health provider organizations are challenged by the “research-to-practice gap,”iv which is due
in part to the teaching of evidence-based practices lagging far behind the development of
empirically supported treatments. This gap leaves emerging professionals underprepared to
deliver evidence-based treatments and makes essential the need for established clinicians to
receive ongoing training in integrating the latest research into real-world clinical practice.

MANAGED CARE’S IMPACT ON THE BEHAVIORAL HEALTH WORKFORCE
In addition to Medicaid expansion, the Oklahoma Health Care Authority is moving toward
implementing statewide SoonerSelect managed care through contracts with four Managed Care
Organizations (MCOs). If managed care is implemented in Oklahoma, behavioral health provider
organizations may experience some of the challenges observed in other states.
< Provider organizations often experience increased administrative burdens when they have
to manage the requirements of multiple managed care organizations. Behavioral health
providers will have to adapt to the different administrative and clinical management
requirements of four health plans while also serving a greater number of people.
< Providers across multiple states frequently report that their payments for services are cut
when managed care is implemented, which would be particularly challenging for Oklahoma
since behavioral health rates in the state have not substantially increased over the past
several years and do not always cover the full costs of delivering evidence-based practices.
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BACKGROUND
Oklahoma’s Medicaid program, SoonerCare, covers children, pregnant women, elderly adults,
disabled individuals and some parents and caretaker relatives. The Children’s Health Insurance
Program (CHIP) provides low-cost health coverage for children under age 19 whose families earn too
much money to qualify for Medicaid. Other Medicaid programs cover family planning and other
specific diseases such as tuberculosis, yet most low-income adults who lack private insurance are
not currently covered by Medicaid.
On June 30, 2020, Oklahoma voters passed the Medicaid Expansion Initiative to expand Medicaid
insurance to these adults. This law allows adults ages 19 to 64, whose income is 133% of the federal
poverty level ($16,970 for an individual) or lower, to enroll in Medicaid. Newly-eligible adults will be
able to enroll in Medicaid on July 1, 2021.
The Oklahoma Health Care Authority is working toward implementing Medicaid expansion through
commercial managed care organizations (MCOs)—private insurance companies that would manage
Oklahoma’s Medicaid population. MCOs select the providers, determine providers’ payments for
services, and define criteria that individuals must meet to receive services. As of the publication of
this brief, four MCOs have been selected by the Oklahoma Health Care Authority to implement
Medicaid expansion, pending legislative approval of funding; however, considerable opposition to
managed care exists in the Oklahoma Legislature. Implementing expansion via commercial managed
care brings about its own set of challenges and considerations for Oklahoma’s behavioral health
workforce.

BEHAVIORAL HEALTH WORKFORCE CHALLENGES
The demand for behavioral health services will increase.
We know from hundreds of Medicaid expansion studies that enrollment of adults in Medicaid
improves access to care and health outcomes,v but the number of new beneficiaries will challenge
the capacity of existing behavioral health providers, community health centers and primary care
physicians to meet the demand for services. Estimates of Oklahoma’s expansion population range
from 178,000vi to 278,000vii new enrollees, depending on the methodology and source. However,
Oklahoma, like other states, has seen an increase in the pre-expansion Medicaid-eligible population
because of unemployment and loss of employer-sponsored health insurance resulting from the
COVID-19 pandemic and associated economic pressures.
Projections on the size of the Medicaid expansion population are based in part on the number of
people enrolled in Medicaid before expansion. With the spike in unemployment that was caused by
the reaction to the COVID-19 pandemic—Oklahoma experienced 14.7% unemployment in April 2020—
the number of Medicaid/CHIP enrollees in Oklahoma increased by more than 85,000 between April
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and October 2020.viii This increase may represent earlier enrollment by people who would eventually
be covered under expansion, or an additional number of enrollees beyond the predicted increase
post expansion. Unemployment in Oklahoma declined to 5.3% in December 2020. Future trends in
unemployment have become less predictable.
Although Oklahoma’s network of community mental health centers (CMHCs) and Certified
Community Behavioral Health Clinics (CCBHCs) offers a good array of services, additional demand
will require primary care and other health settings to increase staffing to provide behavioral health
services and meet new administrative burdens, thus creating a situation in which all of these
settings will be competing for the same behavioral health workers.
A 2017 Urban Institute report examined the impact of expanded insurance coverage that resulted
from the Affordable Care Act, including Medicaid coverage for many newly eligible enrollees. The
study summarized findings from interviews with leaders of health care organizations in five
communities from various locations across the United States (all in Medicaid expansion states),
including Detroit, Michigan; Lexington, Kentucky; Sacramento, California; Spokane, Washington and
the northeastern counties of West Virginia. The Affordable Care Act’s new rules made access to
mental health and substance use disorder benefits a requirement. The interviewed health care
leaders reported that pre-existing shortages of psychiatrists were made worse by the increased
demand and that access to all types of behavioral health care providers became the “single most
significant unmet need reported in all five communities.”ix
The Urban Institute report further indicated that the significant increase in demand for mental
health and substance use disorder treatment also included a particular need for opioid use disorder
treatment, which resulted from expanded coverage for treatment as well as an increase in the
number of people misusing opioids, according to health care leaders’ reports.x In Oklahoma, there
will be an especially critical need for expanding the availability of medication-assisted treatment
for substance use disorders as well as a corresponding demand for providers with appropriate
training and licensure to deliver this treatment.

The number of behavioral health providers participating in insurance
networks is unlikely to be sufficient to meet the increased demand for
services.
Even apart from Medicaid expansion, behavioral health provider participation in provider networks
tends to be lacking mainly because of low reimbursement rates and heavy administrative burden.
One 2016 study that explored low participation by psychiatrists in managed care networks examined
531 provider networks offered by 281 insurance companies in the Affordable Care Act Marketplaces.
Although the study did not specifically focus on Medicaid expansion, it highlighted the limited
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number of available behavioral health providers. The study found that the participation rate of
primary care physicians was 58.4% compared to the 42.7 % rate for psychiatrists.
This lower participation rate among psychiatrists was also true for other behavioral health providers.
The average-size networks included only 11% of all types of mental health providers (social workers
were not included—a limitation noted by the authors), compared to 24% percent of all non-physician
primary care providers.xi A 2019 Milliman report showed that Oklahomans were nearly seven times
more likely to use out-of-network services for behavioral health inpatient treatment and almost
nine times more likely to use out-of-network services for behavioral health outpatient care than
they were to use corresponding out-of-network services for medical and surgical care.xii
Studies specific to Medicaid managed care networks demonstrate similar challenges. A Kaiser Family
Foundation 2017 survey of Medicaid managed care plans found that providers were less likely to
accept new Medicaid patients than to accept patients covered by other types of insurance. Also, low
participation rates among specialists was of particular concern, though respondents reported that
recruiting non-physician behavioral health professionals was less difficult. However, respondents
identified provider supply shortages as a much greater challenge than low participation in Medicaid
networks.xiii

Medicaid expansion will change the settings in which many people receive
behavioral health services.
Based on experiences from other states, we anticipate that Medicaid expansion will not simply
increase the number of people seeking services, it will also change the settings in which they
receive behavioral health services. A shift in settings will likely happen for three reasons: (1)
increased coverage of specialty care services under Medicaid, (2) more coverage for preventative
primary care that may lead to increased primary care screening and detection of mental health or
substance abuse concerns, along with more referrals to behavioral health care providers, and (3)
people seeking and accessing care before the severity of their behavioral health conditions reaches
crisis levels.
Medicaid expansion will contribute to nearly 135,000 additional people who will need behavioral
health care through Medicaid-funded services.1 Some people in the adult expansion population (the
exact number is unknown) will have a serious mental illness and people with serious mental
illnesses typically need specialty care. Likewise, specialty care is usually needed for people with

1

Estimates assume that the proportion of individuals with mental illnesses and substance use disorders living in poverty in
Oklahoma is comparable to the national rates of mental illness for those living in poverty. Rates and calculations of mental
illnesses and substance use disorders for those living in poverty originated in the 2019 National Survey on Drug Use and
Health (NSDUH).
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more severe substance use disorders and most people with co-occurring mental illnesses and
substance use disorders, depending on the severity of either disorder.
The state should ensure that resources are adequate for community mental health centers that
serve people with the most complex mental health issues, who often have co-occurring chronic
physical health conditions. If people with an SMI have received behavioral health services in the
past, it is likely these services were provided though ODMHSAS-funded CMHCs, CCBHCs and inpatient
facilities subsidized through state general revenue or federal block grants. Although some people
with milder forms of co-occurring mental illnesses and substance use disorders could be treated
successfully in integrated primary care settings, we anticipate most will seek treatment in specialty
care settings. Based on these assumptions, behavioral health specialty care settings should see an
estimated 54,398 additional consumers following Medicaid expansion.
However, most new Medicaid enrollees who need behavioral health care—an estimated 60% (or
80,271)—should receive services through integrated primary care, which can best serve people with
mild to moderate mental health needs. Also, integrated primary care will provide the most
appropriate services for nearly three quarters of people who only have substance use disorders.2
The figure below provides estimates of mental health disorders, substance use disorders and cooccurring disorders in the Medicaid expansion population, along with an illustration of where these
individuals may be served.

Where Should the Medicaid Expansion Population Receive Behavioral Health Care?

2

Madras, B. K., Compton, W. M., Avula, D., Stegbauer, T., Stein, J. B., & Clark, H. W. (2009, January 1). Screening, brief
interventions, referral to treatment (SBIRT) for illicit drug and alcohol use at multiple healthcare sites: Comparison at
intake and 6 months later. Drug and Alcohol Dependence, 99(1–3), 280–295.
https://doi.org/10.1016/j.drugalcdep.2008.08.003
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It will be essential to expand the capabilities of primary care practices and health centers to serve
people with mild to moderate behavioral health conditions through co-located behavioral health
providers and also to maintain a highly skilled workforce in specialty behavioral health settings to
meet the needs of consumers with more complex mental health conditions and substance use
disorders. Many people with mild and moderate behavioral health conditions receive medication
management through a primary care physician. Yet, studies have found that only half of the
diagnoseable mental health and substance abuse conditions are detected in primary care, and only
half of the people whose condition is detected receive any form of treatment.xiv, xv The Screening,
Brief Intervention and Referral to Treatment (SBIRT) model is used in primary care settings to
identify substance use, depression, anxiety and other behavioral health conditions.
By implementing the SBIRT model, primary care providers can be trained to better detect and treat
behavioral health conditions. If OHCA implements managed care, MCOs will be required to utilize
validated screening tools such as those typically used within the SBIRT model. Oklahoma has made
good strides in the use of SBIRT in primary care through the SBIRT-OK Project that was developed by
ODMHSAS and the University of Oklahoma Health Science Center’s Oklahoma Primary Healthcare
Improvement Cooperative (OPHIC).xvi OPHIC is actively working with providers in the state to help
them implement the SBIRT approach as an integrated behavioral health care solution. OPHIC has
provided primary care providers with practice facilitation, technical assistance, information on best
practices and feedback on performance to help them implement universal behavioral health
screening, just-in-time interventions and referrals for behavioral health treatment.
Another way to improve the behavioral health care infrastructure in the state is through psychiatry
access networks, which provide primary care providers with virtual “curbside consultations” to help
them identify and treat behavioral health conditions more effectively and navigate questions about
prescribing and managing psychotropic medications. Other types of consultation models already
exist in the state such as Oklahoma State University’s Project ECHO (Extension for Community
Healthcare Outcomes), a hub-and-spoke knowledge-sharing network that connects interdisciplinary
teams with community primary care providers to discuss treatments for chronic and complex
medical conditions, including psychiatric conditions.
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The Medicaid population, which will now increase, is more racially and
ethnically diverse than the overall state population.
Oklahoma and Medicaid Populations Demographics3
Oklahoma and Medicaid Populations Demographics
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Medicaid expansion may also increase the number of people from traditionally underserved
communities who seek behavioral health care. Previously uninsured or significantly under-insured
populations tend to include individuals from communities of color and people living in poverty.
Current Medicaid enrollees in Oklahoma are more ethnically and racially diverse than the state’s
general population. This information is important for informing efforts to appropriately tailor
resources and services to the cultural and linguistic needs of the communities being served. It is
imperative for providers, particularly those new to Medicaid’s network, to develop the
understanding and competencies needed to provide culturally responsive services to the racially
and ethnically diverse Medicaid expansion population. Providers also need to understand how
social determinants of health affect health literacy, health care choices and access to care in the
communities they serve.
The National Culturally and Linguistically Appropriate Services (CLAS) Standardsxvii outline a
framework that provider organizations can use to create environments and services that are
appropriate for and respectful of diverse cultures. Before proceeding with staff “diversity training,”
agencies should review the CLAS Standards and develop a plan for implementing policies and

3

Totals will not sum to 100% as respondents may self-identify as more than one race or decline to respond at all.
Oklahoma Health Care Authority. (2021, January 12). SoonerCare fast facts, December 2020 total enrollment.
https://oklahoma.gov/ohca/research/data-and-reports.html
U.S. Census Bureau. American Community Survey, 2019 American Community Survey 5-Year Estimates, Table DP05.
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procedures that would create an organizational culture and establish practices that follow these
standards. For example, agencies could adopt practices of honoring diverse cultural health beliefs
and practices, supporting equitable care, responding to preferred languages within the communities
they serve and being aware of the health literacy and other communication needs of their clients.
Within this framework, both current and new providers should receive training to effectively
address the complexity of serving a newly eligible and racially diverse Medicaid population that is
coping with poverty. Trainings should focus on health disparities, health equity and the social
determinants of health, among other areas. It is complicated to fully implement and maintain
fidelity to the CLAS Standards, especially for organizations that are trying to meet frontline health
needs. These organizations would benefit from technical assistance that would help them achieve
sustainable practices that adhere to the CLAS Standards framework.

Behavioral health providers will need to be trained in evidence-based
practices, which will replace approaches that do not achieve strong outcomes.
In order to sufficiently reduce symptoms and improve functioning while also ensuring the most
efficient use of behavioral health resources, the provider workforce needs to increase its capacity to
offer evidence-based practices such medication-assisted treatment for substance use conditions,
cognitive-behavioral therapies for all types of mental health and substance abuse conditions and
trauma-informed care for treating anxiety and depression resulting from various traumatic
experiences, including the COVID-19 pandemic.xviii
Several provider organization stakeholders who were interviewed for this brief expressed concern
that new behavioral health professionals are not graduating with the knowledge and skills needed
to provide evidence-based care. These stakeholders observed that master’s programs often lag
behind the latest industry standards and knowledge base. Provider organizations are then left with
having to provide “on the job training,” at their own expense, for new hires. This “research-topractice” gap has been widely examined, demonstrating how strategies to teach evidenced-based
practices often lag years behind the development of the practices themselves.xix Many scholars have
worked to apply implementation science to this problem in the hopes of reducing this lag.xx
This phenomena does not apply solely to clinicians in training—it also applies to established
behavioral health professionals. One study found that therapists reported that current research had
little impact on their clinical decision-making. Instead, factors such as clinical experience and
supervision were more likely to influence the techniques they used with clients.xxi Another set of
researchers who examined challenges in the uptake of emerging technologies to diagnose and treat
mental illnesses noted that “innovation and efficacy alone do not result in adoption in real-world
clinical settings.” They stressed that outside of research settings, continued attention to maintaining
fidelity to evidence-based models is key to ensuring the correct application of effective
techniques.xxii It is critical that service provider organizations have the capacity in both their
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emerging and established professionals to deliver evidence-based practices, which, as the most
effective and successful treatments for behavioral health conditions, could reduce future demand
for services.
One stakeholder commented that workforce development efforts should help prepare the workforce
to deliver care that is both evidenced-based and measurement-based. “Emphasis should not be
placed on quantity, but instead we should start shifting our focus to outcomes…Does our workforce
(no matter how big or small) get the outcomes that we expect? It seems we measure numbers of
patients and providers, but, really, we should be measuring length of sobriety, remission of
depression, hospitalization days of schizophrenia, etc.”xxiii Along with evidence-based care, using
measurement-based care to examine outcomes and continuously improve services will be crucial to
maintaining a healthy populationxxiv while also maximizing the efficient use of resources.
The Medicaid expansion literature indicates there is a high need for medication-assisted treatment
for treating alcohol and other substance use conditions such as opioid use disorders, substance
abuse treatment for methamphetamine addiction (which has become an increasingly prevalent
problem in Oklahoma), interventions for anxiety and depression and more integrated treatment
approaches such as collaborative care. To meet this increased need for services, it will be critical for
provider organizations to recruit clinicians with expertise in evidence-based services and also
support training for less experienced clinicians. It will also be important for OHCA and ODMHSAS to
monitor the expansion of evidence-based interventions for these conditions. If managed care is
implemented, the MCOs should collaborate with ODMHSAS to support the recruitment of providers
who have expertise in evidence-based services, expand training and certification for lessexperienced clinicians and directly provide or fund expanded training. Some states have developed
centers of excellence, with some centers funded by the Substance Abuse and Mental Health Services
Administration. These centers focus on specific topics such as addressing health disparities by
ensuring the ongoing availability of training and technical assistance for providers and supporting
their efforts to adopt and properly implement evidence-based practices.

MANAGED CARE’S IMPACT ON BEHAVIORAL HEALTH PROVIDERS
In addition to Medicaid expansion, the Oklahoma Health Care Authority (OHCA) is moving toward
implementing statewide SoonerSelect managed care through contracts with MCOs. MCOs will cover
SoonerCare children, pregnant women and their newborns, parent and caretaker relatives and adults
who are eligible for Medicaid expansion. A separate MCO may also be selected to provide managed
care for children and youth who are involved with the juvenile justice and foster care systems (or
who receive adoption assistance), and former foster children (“SoonerSelect Specialty Children’s
Plan”).xxv
If OHCA implements managed care, MCOs will select the providers, determine provider payments for
services, and develop criteria that individuals must meet to receive services. MCOs are required to
10
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enroll essential behavioral health providers such as CMHCs and CCBHCs in their provider networks.
This would require MCOs to become knowledgeable about the services offered by these specialty
behavioral health providers; negotiate contracts and payment rates; and train providers on
utilization management, quality management, reporting requirements and claims payment
procedures. The implementation of managed care may lead Oklahoma’s behavioral health provider
organizations to experience several of the same challenges experienced by other states using MCOs
to coordinate their expanded Medicaid coverage.

Provider organizations often experience increased administrative burdens
when they have to manage the requirements of multiple MCOs.
Other states have experienced various challenges during their initial implementation of Medicaid
managed care. These challenges have included providers having to address the requirements of
multiple MCOs, especially utilization review criteria; claims processing demands; quality
management requirements and network contracting requirements. Typically, providers need to
invest in additional administrative resources to comply with managed care operations and add
more clinical staff to manage utilization review and quality management requirements. Clinical and
support staff also need to handle a variety of medical and operational issues and facilitate
communication with multiple MCOs, which increases the need to bolster administrative capacity
within the overall behavioral health workforce. When already-strained providers have to stretch
their resources even further to address managed care requirements, the delivery of care to enrollees
can suffer.
Another challenge that other Medicaid expansion states have faced is that MCOs may have differing
interpretations of utilization criteria, which place restrictions on the type and length of services. For
example, following Nebraska’s procurement of multiple MCOs, providers from that state revealed
that MCOs were requiring weekly or monthly reauthorizations for continued stays despite available
research evidence demonstrating that best outcomes occur after a six-month length of stay. The
required weekly or monthly reauthorizations were unnecessary and created an administrative
burden.xxvi Finally, concurrent implementation of Medicaid expansion and managed care could
further divert the state’s pool of behavioral health professionals and support staff to MCOs to cover
functions such as case management, utilization review, quality management and provider network
management.
Strategies to reduce the administrative burden on providers include offering initial and periodic
training and developing clearly written materials and guidelines for the utilization review processes
and criteria, claims submissions, credentialing and network requirements and reporting. To the
extent possible, OHCA should standardize reports for consistency across MCOs to minimize the
burden on providers of having to submit different reports to multiple MCOs. One example of an
effective approach to minimizing this burden is OHCA’s effort to standardize credentialing forms, as
described in its October 15, 2020, RFP.
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Providers across multiple states frequently report that their payments for
services are cut when managed care is implemented.
A reduction in provider payments would be particularly challenging for Oklahoma because
behavioral health rates in the state have not substantially increased over the past several years and
do not always cover the full costs of delivering evidence-based practices. ODMHSAS is utilizing
value-based methods by financing CCBHCs through a prospective payment system (PPS). PPS rates
are based initially on total annual allowable costs and then adjusted annually. PPS rates are widely
used by federally qualified health centers, but few states have implemented these strategies for
Medicaid behavioral health services. The PPS has allowed CCBHCs to increase and retain staff and
deliver more evidence-based interventions, including more integrated behavioral and physical
health care.xxvii
A shift from fee-for-service payments to value-based purchasing methods that cover the full cost of
services would allow provider organizations to better compensate their behavioral health workers.
Through value-based purchasing initiatives, financial incentives are also created for providers to
deliver evidenced-based practices that have better outcomes and reduce the costs of unnecessary
hospitalizations and emergency room visits. If managed care is implemented, Oklahoma can ensure
its current value-based payment system is maintained and ideally expanded by studying other
states and how they have leveraged managed care contracts to advance the adoption of valuebased payments by provider organizations. The strategies employed by these states have included
requiring all of the MCOs to use a standardized value-based payment model to launch pilot projects,
approved by the state, to examine the effectiveness and scalability of models, and to develop and
implement more refined value-based payment strategies over the term of the contract.xxviii
Senate Bill 1718, signed into law in May 2020, requires health plans in Oklahoma that are regulated
by the Oklahoma Insurance Department to adhere to federal parity laws that require behavioral
health benefits to be equal to the benefits for treatments of all physical diseases and disorders,
including the same preauthorization and utilization review mechanisms and other terms and
conditions that are used for other physical diseases and disorders. However, both federal and state
laws do little to ensure parity if compliance reviews are not in place. A 2019 report that examined
parity issues found that the disparity in average in-network reimbursement rates for behavioral
health office visits versus those paid for medical/surgical office visits increased between 2015 and
2017, with primary care reimbursement rates being 23.8% higher than behavioral health care
reimbursements.xxix Approaches to assessing and documenting compliance were outlined in a 2019
Milliman report.xxx A compliance review should examine whether processes, “as written and in
operation,” for limiting the scope or duration of behavioral health care benefits or services are
“comparable to” and actually applied in the same way as those applied to medical/surgical benefits
and services. Analyzing quantitative outcome data such as average denial and appeal overturn rates
would help ensure that processes and practices are not producing disparities.xxxi By ensuring parity,
12
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the State would provide behavioral health care provider organizations with the funding they need
to pay adequate wages, thus improving recruitment and retention.

Use of the “in lieu of” authority maximizes the number of behavioral health
professionals who would be available to serve adults in the Medicaid
expansion population.
Another factor affecting provider capacity is the Oklahoma Medicaid State Plan’s limitation on using
independent licensed clinicians (those not associated with an ODMHSAS-certified provider
organization) to serve adults.xxxii However, if managed care is implemented, MCOs can choose to use
the Centers for Medicare and Medicaid Services’ “in lieu of” authority for using independent
providers, when approved by the Oklahoma Health Care Authority (OHCA). “In lieu of” means
substituting medically appropriate, cost-effective alternative services that are not covered by the
State Plan.xxxiii Oklahoma’s State Plan allows independent licensed clinicians to provide services for
children; independent licensed clinician services could be allowed for adults under “in lieu of” rules.
OHCA has indicated it plans to allow the use of “in lieu of” services. This approach, which is
voluntary for MCOs, would maximize the number of state-licensed independent behavioral health
professionals who are available to serve the adult Medicaid expansion population.
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