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A B S T R A C T

Objective: To identify potential barriers to care, this study examined the general psychiatry outpatient new ap-
pointment availability in the US, including in-person and telepsychiatry appointments, comparing results be-
tween insurance types (Medicaid vs. private insurance), states, and urbanization levels.
Method: This mystery shopper study investigated 5 US states selected according to Mental Health America Adult
Ranking and geography to represent the US mental health care system. Clinics across five selected states were
stratified sampled by county urbanization levels. Calls were made during 05/2022–07/2022. Collected data in-
cluded contact information accuracy, appointment availability, wait time (days), and related information.
Results: Altogether, 948 psychiatrists were sampled in New York, California, North Dakota, Virginia, and
Wyoming. Overall contact information accuracy averaged 85.3%. Altogether, 18.5% of psychiatrists were avail-
able to see new patients with a significantly longer wait time for in-person than telepsychiatry appointments
(median = 67.0 days vs median = 43.0 days, p < 0.01). The most frequent reason for unavailability was
provider not taking new patients (54.0%). Mental health resources were unevenly distributed, favoring urban
areas.
Conclusion: Psychiatric care has been severely restricted in the US with low accessibility and long wait times.
Transitioning to telepsychiatry represents a potential solution for rural disparities in access.

1. Introduction

The availability and appointment wait times in the US health care
system have been challenged. Previous studies have shown that the av-

erage appointment availability for general adult psychiatry patients
with insurance ranges from 12 to 26%, with wait time ranging from
<1 week to 2.5 months. [1–4] In the US, 157 million people live in a
health professional shortage area (HPSA), lacking mental health profes-
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sionals. [5] According to the Health Resources & Services Administra-
tion of United States Department of Health and Human Services, 7902
mental health providers are still needed for the HPSAs. [5] The foreseen
severe shortage of mental health professionals is a real threat to the
mental health of the country, [6] which is aggravated by the coron-
avirus disease 2019 (COVID-19) pandemic. [7]

In response to the need of social distancing as a result of COVID-19,
federal and state governments loosened most restrictions on telepsychi-
atry, including prescribing controlled substances online, rules around
Medicare and Medicaid reimbursement, and the requirement of psychi-
atrist’ licenses in the state where patients are physically located. [8] De-
spite rapid expansion of telemedicine [9], the evolving availability of
psychiatric care remains unclear due to potential increased need in
mental health care service. [7,10,11]

Most updated studies regarding mental health accessibility come
from database analyses or survey studies. [5,12,13] Database analyses
provide a “big” picture of service availability but cannot investigate
first-hand patient experience. Survey studies are known to be prone to
confirmation bias, since the data are typically obtained from subjects'
self-report or investigator-moderated interviews. [14] Conversely, the
mystery shopper technique has advantages regarding accountability of
performance monitoring for public services. [15] Notably, the US De-
partment of Health and Human Services Office of Inspector General
also acknowledged the mystery shopper technique as a reliable infor-
mation resource to determine access to care. [16]

Current mystery shopper studies are limited to small sample sizes,
local or regional investigations or specific patient populations. [17–19]
The latest mystery shopper study that investigated general psychiatric
care with multiple sampling sites was published in 2015, which was be-
fore the COVID-19 pandemic onset. [3] Not every mystery shopper
study includes wait time and directory accuracy as outcomes, despite
being significant factors for successful appointments and continuity of
care. [20,21] Previous studies have shown that patients with private in-
surance had better access to health care in general, but only one study
in the last 5 years has focused on psychiatry. [22] Healthcare disparity
due to geographic factors is well-established, but the correlation be-
tween level of urbanization and mental health care access is rarely as-
sessed in mystery shopper studies. [23]

Due to the above, we conducted a cross-states, large sample-size
mystery shopper study to examine the accessibility of general mental
health care in 5 selected US states representative of different mental
health systems, focusing also on insurance type and urbanization level
aiming to identify potential gaps and guide public health services ad-
ministration and delivery.

2. Methods

2.1. Data source and sampling

We selected 5 states to represent the US mental health care system.
The chosen states span geographies evenly throughout the US, includ-
ing North-East, South-East, Northern, Central and Western states. We
also imbedded the 2021 Mental Health America (MHA) Adult Ranking
into our selection process to represent diverse health marketplaces.
[24] The report is generated yearly by MHA, a community-based non-
profit organization. MHA took data from The Substance Abuse and
Mental Health Services Administration (SAMHSA), The Centers for Dis-
ease Control and Prevention (CDC), and the Department of Education
(DoE) to calculate a standardized score for the ranking. [24] The geo-
graphic categories and 2021 MHA ranking of the 5 selected states are
shown in Table 1.

The estimated number of psychiatrists in practice were obtained
from Estimating the Distribution of the U.S. Psychiatric Subspecialist
Workforce published by the University of Michigan Behavioral Health
Workforce Research Center. [23] The numbers of psychiatrists per state

Table 1
Sampling by states, urbanization level, and insurance type.

New York
(Northeast)

California
(West)

North
Dakota
(North)

Virginia
(Southeast)

Wyoming
(Central)

a2021 MHA adult
ranking

4 16 26 42 28

Estimated total
number of
psychiatrists per
state

4979 5934 99 142 42

County number 62 58 53 133 23
Large central

metro
7 8 0 5 0

Large fringe metro 13 8 0 43 0
Medium metro 10 13 0 14 0
Small metro 8 8 6 18 2
Micropolitan 14 8 7 8 7
Noncore 10 13 40 45 14

Total sample size
(psychiatrists per
state)

357 364 79 110 38

bActual call
number
(psychiatrists per
state)

341 324 62 104 33

a 2021 Mental Health America (MHA) Adult Ranking was published by MHA,
a community-based nonprofit organization. MHA took data from The Substance
Abuse and Mental Health Services Administration (SAMHSA), The Centers for
Disease Control and Prevention (CDC), and the Department of Education (DoE)
to calculated standardized score for the ranking. Information was accessed at
https://mhanational.org/research-reports/2021-state-mental-health-america.
(Last access: May 9, 2023).

b Actual numbers are smaller than the total sample size due to list duplication.
The final sample size is divided into two parts for Medicaid and private health
insurance holders. For example, for large central metro in New York, we
sampled 40 clinics in total: 20 clinics as a Medicaid holder and 20 clinics as a
private health insurance holder.

was calculated based on the American Medical Association (AMA) Mas-
terfile data report which include provider information from state med-
ical licensing boards, Accreditation Council on Graduate Medical Edu-
cation (ACGME), and providers themselves. [23] We provided the num-
ber of psychiatrists per state in Table 1. The sample size of each state
was determined by using Cochran's Formula (Confidence Level: 95,
standard deviation: 0.5, margin of error: ±5%). [25] We stratified sam-
ple counties across each selected state by applying the National Center
for Health Statistics (NCHS) Urban-Rural Classification Scheme for
Counties, which classify the counties according to six urbanization lev-
els: large central metro (CM), large fringe metro (FM), medium metro
(MM), small metro (SM), micropolitan (MI), and non-core (NO) area
[26].

2.2. Study procedure

We applied mystery shopper methodology for data collection. We
randomly sorted the list of providers by applying the county name or
area code using the Medicaid directory or private insurer directory. Pri-
vate insurers were defined as commercial insurance including Blue-
Cross and Medica. (Supplement 1) When no psychiatrist contact infor-
mation was listed for the selected county, a neighboring county or
county with upper urbanization level was selected to sample the psychi-
atrist contact instead. Only board certificated psychiatrists were eligi-
ble to be in the study sample. We excluded psychiatrists without board-
certification and physicians in other specialties who may provide men-
tal health services because private insurance companies have different
reimbursement policies for them. We excluded providers other than
board-certified psychiatrists, like nurse practitioners and physician as-
sistants, because their practice policy varies by state.
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Calls were made by a single caller during regular business hours
(09:00–17:00) according to the time zone where the sampled provider
was located. The caller presented as an English-speaking 33-year-old fe-
male with a chief complaint of depression using a semi-structured en-
counter script for standardized data collection. To simulate a real-world
phone encounter, the caller provided their name and insurance type.
The caller would explain that a referral from their primary care physi-
cian would be available if being informed the clinic only accept patients
with a referral. Thereby, we obtained information regardless of referral
requirements. The caller consistently denied active suicidal ideation to
prevent being instructed to go to the emergency room. Once the wait
time had been confirmed, the caller then informed the person receiving
the call that she would call back if she decided the make the appoint-
ment. No appointment was made during the encounter to prevent occu-
pying actual appointment availability of the sampled clinics.

Clinics in counties with different urbanization levels were called al-
ternately. When no one answered the phone, the caller left a voicemail
message, asking for a call-back. If no call-back was received, the caller
attempted to contact the clinic again 2 weeks later. We performed re-
search debriefing at the end of the study by sending emails, letters or
calling the clinics that were successfully contacted initially. A success-
ful contact was one that had an available appointment with a precise
waiting time. No patient information was utilized in the study. The Car-
ilion Clinic Institutional Review Board exempted the requirement of
IRB approval (IRB-22-1518, Availability of Psychiatry Outpatient Care
in the US, APOCU).

2.3. Outcomes and statistical analysis

The primary outcomes included the contact information accuracy,
appointment availability, and service equality. If the contact number
was correct by confirming with the person receiving the call, the num-
ber was considered eligible. Appointment availability was defined as
giving a precise waiting time during the phone encounter. Service
equality was defined as a clinic that could be sampled in the selected
county without need for choosing from an alternate neighboring county
or a county with upper urbanization level due to lack of any listed
board-certified psychiatrist. In other words, if most patients could find
at least one provider in the counties they live, the equality for the state
would be high. Secondary outcomes included the wait time and reasons
for inability to make an appointment. We also collected descriptive
data.

We used Chi-square/Fisher's exact tests to examine group differ-
ences regarding contact number eligibility, appointment availability,
and service equality across different states, insurance types, and urban-
ization levels. For the analysis of wait times for in-person and telepsy-
chiatry appointments by state, insurance type, and urbanization level,
we used Kruskal-Wallis and Mann-Whitney tests because these data of
were not normally distributed. All statistical analyses were two-sided
with alpha = 0.05 and performed using STATA 17 (College Station,
TX).

3. Results

3.1. Contact information accuracy, appointment availability and service
equality

Despite the original sample size of 948 psychiatrists, only 864 psy-
chiatrists were actually in the directory and could be called because of
8.9% duplicated psychiatrists in the lists. This discrepancy was due to
84 providers being called once but counted as two different contacts.
For example, the first time a psychiatrist was called as the provider in a
given county, but may lead to a second time that psychiatrist would
have been called as a replacement for a provider in a neighboring
county where no one was accessible for sampling in the directory. This

lack of availability of a psychiatrist in one county led to the psychiatrist
being eligible by study design to be called a second time. We did not
carry out the calling protocol on the same clinic twice, however, be-
cause we attempted to minimize the effects on the clinic's administra-
tive work.

Altogether, 809 out of 948 contacts of sampled psychiatrists were
correctly listed on either Medicaid or private insurer websites, resulting
in 85.3% correct contacts. The contact information accuracy varied by
states (p < 0.01). Of the 5 investigated states, California had the high-
est accuracy (92.6% correct contacts, n = 337), while Wyoming had
the lowest (55.3% correct contact, n = 21). There were no differences
in accuracy by insurance type or urbanization level (Table 2). Common
causes of 139 false contact information included wrong number
(n = 134, 96.4%), including the number being connected to the main
hospital instead of specific provider (n = 49, 35.3%) and numbers be-
ing out of service (n = 47, 33.8%). There were also numbers directed
to the correct clinics, but no one answered the phone (n = 5, 3.6%).

Table 2
Contact information accuracy, appointment availability and availability
equality by states, insurance type and urbanization level.

Accuracy
(%)

P
value

Availability
(%)

P
value

Equalitya

(%)
P value

State (n) <0.01 0.60 <0.01
California (364) 337

(92.58)
74 (20.33) 291

(60.16)
North Dakota

(79)
68 (86.08) 14 (17.72) 19 (24.05)

New York (357) 299
(83.75)

66 (18.49) 296
(82.91)

Virginia (110) 84 (76.36) 15 (13.64) 86 (78.18)
Wyoming (38) 21 (55.26) 6 (15.79) 19 (50.00)

Insurance type
(n)

0.89 0.67 0.59

Medicaid (479) 408
(85.18)

91 (19.00) 160
(51.78)

Private (469) 401
(85.50)

84 (17.91) 149
(48.22)

Urbanization
level (n)

0.58 0.72 <0.01

Large central
metro (94)

79 (84.04) 18 (19.15) 92 (97.87)

Large fringe
metro (160)

136
(85.00)

24 (15.00) 128
(80.00)

Medium metro
(151)

124
(82.12)

29 (19.21) 125
(82.78)

Small metro
(124)

111
(89.52)

22 (17.74) 84 (67.74)

Micropolitan
(159)

139
(87.42)

27 (16.98) 102
(64.15)

Noncore (260) 220
(84.62)

55 (21.55) 108
(41.54)

Total (948) 809
(85.34)

175 (18.46) 309
(32.59)

The accuracy of contact information varied by states and was statistically signif-
icant, but not for insurance type and urbanization level. Altogether, 809 out of
948 contacts of sampled psychiatrists were correctly listed on either Medicaid
or private insurer websites, resulting in 85.3% correct contacts. The contact in-
formation accuracy varied by states (p < 0.01). Of the 5 investigated states,
California had the highest accuracy (92.6% correct contacts, n = 337), while
Wyoming had the lowest (55.3% correct contact, n = 21). Common causes of
139 false contact information included wrong number (n = 134, 96.4%), in-
cluding the number being connected to the main hospital instead of specific
provider (n = 49, 35.3%) and numbers being out of service (n = 47, 33.8%).
There were also numbers directed to the correct clinics, but no one answered
the phone (n = 5, 3.6%).

a Equality is assessed based on whether the sample could be obtained from
the original assigned county rather than neighboring county or county with an
upper urbanization level. In other words, we defined equality as how many
percent of the patients could find at least one provider available within the
county they live.
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Of the 948 sampled clinics, only 175 (18.5%) psychiatrists were
available to see new patients. The appointment availability did not sta-
tistically vary across states, insurance type or urbanization level. How-
ever, service equality significantly varied by states and urbanization
level (p < 0.01). Psychiatrists were most available in counties sampled
in New York (82.9%, n = 296) and Virginia (78.2%, n = 86), followed
by California (60.2%, n = 291), Wyoming (50.0%, n = 19), and the
least in North Dakota (24.1%, n = 19). Service equality was signifi-
cantly related to state and urbanization level. Local services were most
available in New York (82.9%, n = 296) and least in North Dakota
(24.1%, n = 19); most available in large central metro counties
(97.9%, n = 92) and least in non-core counties (32.6%, n = 309). De-
tailed results are displayed in Table 2.

3.2. Wait time and reasons for unavailability

In-person appointment wait time (median: 67.0 days; interquartile
range [IQR]: 37.0, 95.0 days) was significantly longer than the telepsy-
chiatry appointment wait time (median: 43.0 days; IQR: 25.0,
67.0 days) (p < 0.01). Note, telepsychiatry wait time was not available
in all states assessed in this study. Only one clinic in Wyoming sampled
said they provide telepsychiatry, but they did not provide a wait time
for the service. Wait time did not statistically differ across states, insur-
ance types and urbanization levels. Among all available clinics, the
shortest wait time was 10 days and the longest was 392 days. Detailed
results are displayed in Table 3.

Most common barriers for making an appointment were psychia-
trists not accepting new patients (54.0%, n = 417), followed by other
reasons (e.g. provider no longer works in the specific clinic, the
provider is in the process of leaving, not accepting patients outside their
system, et al) (18.2%, n = 141), inability to reach the office (17.1%,
n = 132), not accepting general adult outpatients (5.6%, n = 43),
provider being out of office (4.7%, n = 36) and not accepting the insur-
ance type despite being listed on the official website (0.5%, n = 4)
(Table 4).

4. Discussion

Our findings highlight poor US mental health care availability with
only 18.5% of psychiatrists being able to see new patients with non-
urgent psychiatric needs during the period of 05/2022–07/2022. Con-
tradictory to previous study results, private insurance holders did not
have better access to new mental health care compared to those with
Medicaid insurance (p = 0.85), suggesting mental health professional
shortage is so severe that insurance type does not matter. [14,27] Com-
mon reasons for unavailability of a new mental health appointment also
support this hypothesis, with the top reason being not accepting any
new patients (54.0%). Another possible explanation could be that psy-
chiatrists tended to accept self-pay patients only. A study performed in
2020 showed that >25% of psychiatrists accepted self-pay patients pre-
dominantly and the number is still increasing. [28] Additionally,
providers not accessible for the call in our study were likely self-pay ser-
vice psychiatrists. Hence the repeat call number suggests that 84 (8.9%)
of 948 psychiatrists did not accept patients on insurance as they were
not in the insurance-providing directory, further adding to the shortage
of psychiatrists being able to provide diagnosis and care for adults with
mental health needs in the sampled states. A recent survey study
showed only 54.1% providers accepted Medicaid, which corroborates
our hypothesis. [29]

On a positive note, the online directory accuracy of 85.3% was bet-
ter than previously reported. [21] Only 0.5% of the contacted psychia-
trists rejected the appointment request due to not accepting the insur-
ance type. The directory accuracy varied significantly by state, suggest-
ing that the leadership of Medicaid and private insurance systems at a
state level should put more effort in website maintenance to ensure

Table 3
Waiting times (days) for appointments by encounter type, insurance type,
state and urbanization level.

min Q1 med Q3 max P value

In-person
State (n) 0.22
California (74) 12 33 62 92 374
North Dakota (14) 14 32 67.5 93 271
New York (66) 13 45 67 92 390
Virginia (15) 17 39 70 153 392
Wyoming (6) 66 71 92 153 227

Insurance type (n) 0.39
Medicaid (91) 12 39 67 96 271
Private (84) 12 34 65.5 91.5 392

Urbanization level (n) 0.50
Large central metro (18) 24 45 67.5 84 174
Large fringe metro (24) 24 37 67 101.5 390
Medium metro (29) 14 27 59 82 369
Small metro (22) 12 28 62 91 154
Micropolitan (27) 12 34 65 103 374
Noncore (55) 14 46 73 101 392

Total (175) 12 37 67 95 392
Telepsychiatry
State (n) 0.75
California (58) 10 25 40 67 206
North Dakota (8) 14 23 35 48 87
New York (43) 13 27 45 62 187
Virginia (10) 14 17 63 83 153
Wyoming (NA) NA NA NA NA NA

Insurance type (n) 0.68
Medicaid (61) 13 27 46 67 206
Private (58) 10 24 38 65 154

Urbanization level (n) 0.25
Large central metro (10) 27 38 52.5 75 87
Large fringe metro (17) 15 32 37 68 147
Medium metro (26) 14 23 35 52 206
Small metro (17) 10 14 28 62 154
Micropolitan (15) 13 25 52 73 187
Noncore (34) 14 31 52 67 154

Total (119) 10 25 43 67 206

Wait time is statistically shorter for telepsychiatry than in-person appointments
(in-person median wait time: 67.0 days, interquartile range [IQR]: 37.0,
95.0 days; telepsychiatry median wait time: 43.0 days, IQR: 25.0, 67.0 days),
but not different between state, insurance type and urbanization level. Note,
telepsychiatry wait time was not available in all states assessed in this study.
Only one clinic in Wyoming sampled said they provide telepsychiatry, but they
did not provide a wait time for the service. Wait time did not statistically differ
across states, insurance types and urbanization levels. Among all available clin-
ics, the shortest wait time was 10 days and the longest was 392 days.

Table 4
Reasons of unavailability of mental healthcare provider.

Number Percentage

Not accepting new patients 417 53.9%
Not able to reach the office 132 17.1%
Other 141 18.2%
Does not accept general adult outpatients 43 5.6%
The provider is out of office 36 4.7%
Not accepting the insurance type listed 4 0.5%

Most common barriers for making an appointment were psychiatrists not ac-
cepting new patients (53.9%, n = 417), followed by not able to reach the office
and other reasons. “Other” reasons for inability to make an appointment include
provider no longer works in the specific clinic, the provider is in the process of
leaving, not accepting patients outside their system, and patients must be seen
by a primary care provider in their system first.

provider information is updated and correct. An additional quality im-
provement goal is the logistics of the search engines. Our call list was
built based on the search result for general adult patients. We found
that the directories led to psychiatrists who did not accept general adult
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patients despite searching for those who did. Altogether, 5.6% of con-
tacted psychiatrists declined the appointment request because they did
not accept general adult patients. They were either specialized in child
and adolescent psychiatry, addiction psychiatry, or only accepted vet-
erans.

Our study underscores that long wait time is an important issue of
the US mental health system in addition to poor availability of psychi-
atric specialty care. Extreme wait times >200 days could be considered
as unavailable. The median wait time of 67 days (IQR: 37.0, 95.0 days)
means patients have to wait >9 weeks for an in-person visit. The me-
dian wait time of 43 days (IQR: 25.0, 67.0 days) was significantly
shorter for telepsychiatry services, but still translates into having to
wait for almost 6 weeks. Long wait times are an issue in psychiatry. Pre-
vious studies have shown long wait time as a significant factor of non-
attendance of a first appointment. [20,30] Extensively prolonged wait
time is common for patients in non-acute or subacute mental health
care needs, compared to patients discharged from emergency room set-
tings who usually received a follow-up appointment within 2 weeks,
partially due to hospital/insurance policies. [1] Longer wait time also
predicts worse psychiatric outcomes, including more severe symptoms,
reduced treatment response, and lower remission in both patients with
mood and psychotic disorders. [31–34] Timely psychiatric interven-
tions are therefore key to recovery.

The local mental health resource distribution varied considerably by
states and urbanization levels. Psychiatric services were less available
in rural regions compared to urban regions. People in NO regions had
limited local psychiatrists (41.5%), while almost every CM region had
eligible psychiatrists (97.9%). States with high percentages of rural re-
gions had worse local resource equality: only 24.1% counties had eligi-
ble psychiatrists in North Dakota where 88.0% of the counties are MI or
NO areas. Conversely, psychiatrists were eligible in 82.9% of the sam-
pled counties in New York, but only 39.0% of the counties are MI or NO
areas. Thus, geography is another possible factor for unequally distrib-
uted mental health care resources, with more psychiatrists practicing in
the North-East. [6]

The significantly shorter, albeit still considerable, wait time for
telepsychiatry than in-person appointments in our study suggest
telepsychiatry as at least a partial solution for mental health care un-
availability. [9] Telepsychiatry may also reduce disparity due to geo-
graphic factors by eliminating the need to travel. Additionally, survey
studies show both patients and physicians have positive attitudes to-
ward telepsychiatry. [35,36] In the context of reducing barriers to and
increasing acceptance of mental health care, telepsychiatry should be
the new normal for mental health visits even after the COVID-19 pan-
demic, and restrictions should not be re-imposed.

It is difficult to tell if our results reflect the continued psychiatrist
shortage in general, or the market picture complexed by the COVID
pandemic. After the COVID-19 pandemic outbreak, >40% of adults in
the US reported anxiety or depressive symptoms. [37] Suicide, over-
dose, and violence also became more prevalent. [38] Additionally,
COVID-19 infection itself is related to increased risk of neuropsychiatric
disorders. [39] Theoretically, the demand for mental health care in-
creases during a pandemic but we do not have pre-pandemic data to
support this assumption. Also, we want to emphasize that this study
aims to investigate psychiatric care availability in a non-emergent set-
ting. The results could not be applied to patients with emergent psychi-
atric need that had to be seen by providers at the emergency room.

To summarize, contact number eligibility, appointment availability,
wait time and service equality were not consistent with 2021 MHA
ranking. The updated 2022 MHA ranking continues to show dispropor-
tional results of database analysis and real-world patient experience.
[12] This study provides additional information to fill the gap of public
understanding of mental health availability in the US updated in the
context of the COVID-19 pandemic.

4.1. Limitations

Despite careful design, there are still limitations of the study. First,
the states investigated were selected according to the 2021 MHA rank-
ing. [24] The ranking was based on database analysis with the survey
year 2017–2019, while mystery shopper's methodology was carried out
in 2022. Thus, the selected states might not accurately represent the dif-
ferent levels of mental health accessibility in the US during the time of
investigation. Second, the sampling protocol might have affected the
results. We assumed that if no psychiatrist could be found in a certain
county, patients would seek psychiatric care in a neighboring county or
county with an upper urbanization level. However, traveling in real-
world circumstance might be too challenging for patients who lack
transportation resources. Hence, our study might overestimate the ac-
cessibility in counties without local mental health resources. The avail-
ability difference by urbanization level might be affected by the same
reason. Third, we had a single caller as a simulated patient with a single
patient script as part of the mystery shopper procedure. Thus, we could
not assess if the caller's race, age, gender, language, or chief complaint
would make any difference regarding the accessibility results. Fourth,
we chose BlueCross and Medica to represent the private insurance sys-
tem with the hope to cover the largest number of in-network providers,
but results may not be applicable to patients with other types of private
insurance. Finally, we did not call psychiatrists who only see self-pay
patients because few patients with mental disorders have the financial
means to afford consistent self-pay psychiatric care. The exclusion of
uncertified psychiatrists and non-physician practitioners is another po-
tential limitation.

5. Conclusions

We observed a concerning shortage of psychiatric care with evi-
dence of low accessibility and long wait times. Mental health resources
were even more difficult to access in rural areas. Telepsychiatry was
more accessible compared to in-person appointments with shorter wait
time and more flexible settings, but wait times were still considerable.
Transitioning to telepsychiatry is a potential, at least partial solution for
mental health care disparity due to geographic reasons, but the effect
on overall availability and wait time was unclear. Further research is
warranted to identify potential strategies to encourage psychiatrists to
accept Medicaid and private insurance instead of restricting care to self-
pay patients.
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