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Inaccuracies in health 
plan provider directories 
hinder consumers’ ability  
to obtain affordable care 
that meets their needs.
Inaccuracies also make 
it hard for regulators and 
others to assess whether 
provider networks 
are adequate to serve 
enrollees. Health plans 
and policymakers can 
take steps to reduce 
the prevalence of 
inaccuracies in provider 
directories. Certain 
states have already 
implemented policies to 
address this problem.

Since the Affordable Care Act’s passage in 
2010, there have been vast improvements 
in health coverage. 

These include a monumental decrease in the share 
of people who lack insurance, improved benefits in 
many health insurance plans, more accountability for 
how insurers spend consumers’ money, and other 
accomplishments that have improved access to 
affordable care in the United States. However, one 
health insurance problem that existed long before the 
enactment of the Affordable Care Act (ACA) and still 
persists today is the inaccuracy of information from 
insurance plans about the health care providers and 
facilities that participate in their networks.

Why Accurate Provider  
Directories Are Necessary
Health plans should provide accurate information about 
the health care providers and facilities that participate in 
their networks for many reasons. These include:

Consumers need accurate information about the 
providers and facilities that are in health plan 
provider networks when shopping for coverage. 
To find the plan that best meets their needs and will 
protect them from unnecessarily high health care 
costs, consumers must be able to compare accurate 
information about the providers and facilities that are 
in-network for each health plan option.  

Health plan enrollees need accurate information 
about which providers and facilities they can visit 
in-network. Once enrolled in coverage, consumers 
seeking care must have accurate information about 
in-network providers so that they can find providers 
and facilities that take their insurance and match 
their health, language, and other needs. Without 
this information, for example, they may end up 
inadvertently receiving care from providers or facilities 
that are out of network. This would likely expose the 
consumers to significantly higher charges for that care 
than the amount of the deductible, copayment, or 
other cost-sharing they would face if they received care 
in the network.

Accurate information is necessary for consumers, 
regulators, and lawmakers to assess the adequacy 
of an insurer’s network. To create an accurate picture 
of a plan’s network and how robust that network is, 
its provider directory must be accurate. If a plan’s 
provider directory includes many providers that are not 
actually in its network, or lists multiple addresses for 
a provider that sees patients at only one location, the 
plan’s network will appear much more expansive than 
it truly is. This could lead consumers, particularly those 
with specific or more advanced health care needs, to 
feel comfortable enrolling in a plan that, in the end, 
will not meet their needs. It could also lead the federal 
and state officials responsible for assessing whether 
a plan’s network is adequate, such as state insurance 
commissioners, to mistakenly believe a plan is meeting 
network adequacy standards when it is not.
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Inaccuracies in Provider 
Directories Are Prevalent
Consumers often find that reliable information about 
health insurance provider networks is not available. 
Common inaccuracies contained in the provider 
directories maintained by health plans include:

 » Providers who are not actually in the plan’s 
network

 » Inaccurate provider contact information, such as 
incorrect phone numbers

 » Inaccurate information about which languages 
providers speak or the type of health care 
services they deliver

Research Documenting the Prevalence 
of Inaccurate Provider Directories

One study of Maryland’s qualified health plans 
(QHPs, plans certified for sale on a health insurance 
marketplace under the ACA) found that less than half 
(only 43 percent) of psychiatrists listed in their provider 
directories could be reached at the numbers listed 
for them. Of those providers listed as psychiatrists 
that could be reached, 19 percent were not actually 
psychiatrists (some were other types of mental health 
providers, and others were different types of physicians, 
such as family doctors). Considering these and other 
accuracy problems, the study concluded that only 14 
percent of the 1,154 individuals listed in the directories 
as psychiatrists were available to see new patients who 
needed to see a psychiatrist within 45 days.1  

As mentioned earlier, provider directory accuracy 
problems existed before the implementation of the 
ACA. A study of PPO plans in New Jersey in 2013 
(one year prior to the law’s implementation) found 
that contact information was incorrect for one-third 
(33 percent) of 525 of the psychiatrists listed in their 
directories.2  

This problem is not unique to psychiatrists. 

California regulators conducted studies of provider 
directories for two of the state marketplace’s major 
insurers in 2014 and found inaccuracies were 
prevalent across all types of providers. In one plan, 
18.2 percent of providers were not practicing at 
their listed locations and 8.8 percent did not accept 
the plan’s marketplace insurance.3 In the other 
plan, 12.5 percent of providers had inaccurate 
location information and 12.8 percent did not 
actually accept the plan’s marketplace insurance, 
despite being listed in the plan’s online directory 
as doing so.4

Provider Directory Requirements  
in the Affordable Care Act
The ACA and corresponding regulations put in place 
certain requirements for QHPs to make provider 
network information transparent. In addition to 
general network adequacy standards,5  the law 
requires that plans “provide information to enrollees 
and prospective enrollees on the availability of in-
network and out-of-network providers.”6 

43%
Less than half of 
psychiatrists in 
Maryland QHPs could 
be reached at the 
numbers listed for 
them in the provider 
directories.1
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Regulations to implement that section of the law are 
more specific, requiring QHPs to make their provider 
directories available both online and also in hard copy 
upon request. The directories must identify providers 
that are not accepting new patients. The rules also 
specify that, for 2016 plans, QHPs must publish 
provider directories that are “up-to-date, accurate, and 
complete.” Under the preamble to the rule, insurers 
are required to update their directories at least once 
a month. The rules also require that, for 2016 plans, 
directories must include:

 » The provider’s location

 » The provider’s contact information

 » The provider’s specialty

 » The provider’s medical group

 » Any of the provider’s institutional affiliations

Also for 2016 plans, directories must be “easily 
accessible.” Specifically, this means:

“….the general public is able to view all of the current 
providers for a plan in the provider directory on the 
issuer’s public website through a clearly identifiable link 
or tab and without creating or accessing an account or 
entering a policy number; and if a health plan issuer 
maintains multiple provider networks, the general public 
is able to easily discern which providers participate in 
which plans and which provider networks.”7

Many of these requirements were already in place 
in previous years for plans in the federally facilitated 
marketplaces.8 

Also for the 2016 plan year, the U.S. Department of 
Health and Human Services (HHS) is requiring plans 
in the federally facilitated marketplaces to make 
their provider directory information available on their 
websites and to HHS in a “machine-readable” format.9 
This will allow third parties, including HHS, to create 
new digital provider directory tools.

Additional Steps Are Necessary to 
Improve Provider Directory Accuracy
The requirements described above are a good first step 
to ensuring that consumers have access to necessary 
information in provider directories. However, given the 
prevalence of provider directory inaccuracies and the 
consequences these inaccuracies have for consumer 
plan usability and network adequacy, additional steps 
must be taken to more directly target and correct 
directory errors. 

For example, although a standard requiring plans to 
update their directories each month is helpful, it is not 
sufficient to ensure accurate directories. In practice, 
if the standard is not clearly defined, a monthly 
update standard can amount to nothing more than a 
requirement that plans update their directories with 
any new information they have received from providers 
within one month of receiving that information. This 
requirement, although useful, will not catch any changes 
to information in the provider directory that are not 
reported by providers. This could include inaccurate 
information that has remained in a directory through 
many update cycles, possibly even for years. 

1/3
of psychiatrists listed 
in New Jersey PPOs 
had incorrect contact 
information.2
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To more comprehensively address the need for 
accurate information in provider directories, state and 
federal policymakers and health plans should require 
or adopt the following practices:

Establish a process for the public to report 
inaccuracies: This may take the form of a web-based 
“pop-up” box, email address, or phone number 
displayed prominently on all provider directories for 
enrollees, potential enrollees, or any member of the 
public to use to directly notify a plan when they identify 
provider directory information that is inaccurate, and a 
guarantee that the plan will investigate these reports 
and modify directories accordingly in a timely manner. 
Plans should investigate reports of inaccuracies and 
modify directories (such as by removing providers no 
longer in the network) in accordance with their findings 
within no more than 30 days. Plans should report 
annually to regulators (such as the state insurance 
department or HHS) on the number of reports 
received, the timeliness of the plans’ response, and 
the corrective actions taken. These data should be 
available to the public. 

Conduct regular audits of provider directories, 
with directory edits based on findings: Plans should 
contact a significant sample or all of the providers and 
facilities in each specialty in their directory twice a 
year to assess the accuracy of information, such as: 1) 
whether their contact information is correct, 2) whether 
they are really in the plan’s network, 3) whether they 

are taking new patients. If the directory lists which 
languages other than English providers speak (see text 
box on page 6), plans should also assess the accuracy 
of that information. If any of the information listed in 
the directory is found to be inaccurate based on the 
findings of the audit, the directory should be updated 
within no longer than one month of the date in which 
the inaccuracy is noted.

Contact inactive providers: Plans should contact 
providers listed as in-network who have not submitted 
claims within the past six months to determine whether 
the providers still intend to participate in the network. 
Based on the providers’ responses, plans should update 
their directories accordingly. If providers do not respond 
within 30 days, plans should attempt contact again, 
and if providers do not respond within another 30 days, 
plans should remove the providers from the directory. 

Guarantee to honor provider directory information: 
Plans should give consumers the guarantee that, if 
consumers rely on materially inaccurate information 
from a directory indicating that a provider is in-network 
and receive care from that provider, consumers will be 
held harmless. Plans should charge consumers only the 
in-network amount of cost-sharing and allow consumers’ 
costs to count toward the in-network deductible and 
out-of-pocket maximum. Consumers must not be 
responsible for any costs beyond these charges from 
either the provider (a “balance bill”) or the plan. 

18.2%
of providers in 
one plan were not 
practicing at their 
listed locations.3 
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Plans and policymakers should also explore more 
efficient ways of populating provider directories with 
accurate information so that health plans do not 
have to rely solely on gathering individual pieces of 
information from separate providers and facilities to 
compile a directory. For example, policymakers and 

plans should explore whether the databases that 
plans use to determine whether to pay a provider an 
in-network or out-of-network rate at the time a provider 
delivers a service could also be used for populating 
provider directories with information about which 
providers are in a plan’s network.

Provider Directories and Language Accessibility
Ensuring that provider directories have information necessary for people with limited-English proficiency is important 
to help ensure that all communities are able to access care that effectively meets their needs. However, under federal 
requirements, health plans do not have to list which languages, other than English, providers speak. Fortunately, 
some health plans voluntarily list this information. To broadly ensure that provider directories include this information, 
federal policymakers should require plans to list information about which languages, other than English, providers 
speak, when applicable. Policymakers at the state level can also act to implement this requirement.

It is not only critical that health plans include information about what languages other than English providers 
speak, but also that this information is accurate. When this information is included in directories, audits to assess 
provider directory accuracy should evaluate whether information about the languages providers speak is accurate, 
and plans should correct any inaccurate directory information about languages providers speak in a timely manner. 
In addition, directories should only list health care professionals as having the ability to provide care in languages 
other than English if a health care provider who speaks that language or a trained medical interpreter is available. 
A directory should not list non-English language abilities if only administrative office staff who are not trained in 
medical interpretation speak the non-English languages. Health plans should also be able to accept reports of provider 
directory inaccuracies from the public in languages other than English so that they can remove inaccurate information 
that consumers with limited-English proficiency identify. 

In order to make provider directories useful for all communities, they should be available in non-English languages. 
The District of Columbia, for example, is launching a Spanish language provider directory for its health insurance 
marketplace for the 2016 plan year, which will be available on www.DChealthlink.com.

Health plans, the federal government, and states should also take similar steps to provide and maintain accurate and 
specific information to ensure that provider directories can meet the needs of individuals with disabilities.
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Provider Directory Standards  
from the States 
Some states have already enacted the types of 
policies described previously that can directly address 
and help eliminate provider directory inaccuracies. 
Health plans, federal officials, and policymakers in 
other states can look to these states as models when 
working to implement policies to tackle provider 
directory inaccuracies.

California

In 2015, the California legislature passed a bill that 
would take significant steps to identify and ameliorate 
provider directory inaccuracies and protect consumers 
from their negative impacts. 

Notable requirements in CA SB 13710

Regular directory audits and outreach to providers: 
At least annually, health plans shall review and 
update their entire provider directories. They shall 
notify providers of the information they have in their 
directories, including a list of networks and plan 
products that include the providers. For most providers, 
this notification should be issued every six months11 and 
include instructions on how the providers can access 
and update the information using an online interface12 

and a statement that failure to respond may result in 
delayed payment or reimbursement of a claim.

 » Providers shall confirm that the information in the 
directory is accurate or update it, including whether 
they are accepting new patients for each plan product. 
If the plan does not receive confirmation that the 
information is accurate or an update within 30 business 
days, the plan shall take no more than 15 business 
days to verify whether the provider’s information is 
correct or requires updates. The plan shall document 
the receipt and outcome of each attempt to verify the 
information.

 » If the plan is unable to verify the information, the plan 
shall notify the provider 10 business days in advance 
of removal that the provider will be removed from 
the directories. The provider shall be removed at the 
next required update after the 10-day notice period. 
Providers shall not be removed if they respond before 
the end of the notice period.

Regular updating of directories: Insurers must update 
their online directories at least weekly, or more frequently 
if required by federal law. The triggers for updates include 
confirmed enrollee complaints that a provider is not 
accepting new patients, has incorrect contact information 
in the directory, or is otherwise not available.

Process for the public to report inaccuracies: The plan 
shall maintain a process for enrollees, potential enrollees, 
providers, and the public to report possible inaccurate, 
incomplete, confusing, or misleading information listed 
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in the provider directories. This process shall, at a 
minimum, include a telephone number and dedicated 
email address at which the plan will accept these 
reports, as well as a link on the plan’s provider directory 
webpage to a form where the information can be 
reported directly to the plan.

 » Whenever a plan receives such a report, the plan 
shall promptly investigate it, and, no later than 
30 business days following receipt of the report, 
either verify the accuracy of the information or 
update the information, as applicable.

 » When investigating a report regarding its 
provider directories, the plan shall, at a 
minimum: 1) contact the affected provider no 
later than five business days following receipt 
of the report; and 2) document the receipt and 
outcome of each report, including: the provider’s 
name, location, and a description of the plan’s 
investigation, the outcome of the investigation, 
and any changes or updates made to its provider 
directory.

 » If changes to a provider directory are required as 
a result of the plan’s investigation, changes to 
the online directory shall be made no later than 
the next scheduled weekly update, or the update 
immediately thereafter, or sooner if required by 
federal law or regulations. For printed provider 
directories, the change shall be made no later than 
the next required update, or sooner if required by 
federal law or regulations.

Enforcement and oversight: A plan may delay 
payment or reimbursement to a provider who fails 
to respond to attempts to verify the provider’s 
information in writing, electronically, and by 
telephone. A plan shall notify the provider 10 
business days before it seeks to delay payment 
or reimbursement. A plan that delays payment or 
reimbursement shall document each instance and 
report this information to regulators. A plan may 
terminate a contract with a provider for a pattern 
or repeated failure to alert the plan to a change in 
the information required to be in the directories.13

If plans determine that, as a result of removing 
directory information for non-responsive providers, 
there has been a 10 percent change in the network 
for a product in a region, the plan shall file an 
amendment to the plan’s application (which 
provides detailed information about the plan for 
oversight purposes) with state regulators.

A guarantee to honor provider directory 
information: If regulators find that a consumer 
reasonably relied upon materially inaccurate, 
incomplete, or misleading information in a 
provider directory, the regulator may require 
the insurer to provide coverage for all covered 
services provided to the consumer and to 
reimburse the consumer for any amount beyond 
what the consumer would have paid had the 
services been delivered by an in-network 
provider. 
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District of Columbia

The Executive Board of the District of Columbia’s 
state-based marketplace implemented a resolution14  
establishing requirements applicable to all QHPs (which 
include most individual market and small group plans 
in D.C.15) to take the following steps to ensure provider 
directory accuracy:

Process for the public to report inaccuracies: In time 
for the third open enrollment (for the 2016 plan year), 
prominently post a phone number or email address 
in online and print provider directories (although 
not necessarily a dedicated phone number or email 
address) for consumers to report inaccurate provider 
directory information. 

Insurers will be required, within 30 days, to validate 
reports that directories are inaccurate or incomplete and, 
when appropriate, to correct the information. Insurers 
will be required to maintain a log of consumer-reported 
directory complaints that will be accessible to the insurance 
department or the marketplace authority upon request.

Regular audits or outreach to providers: Beginning 
in 2015, insurers are required to take at least one of the 
following steps annually and report such steps to the 
insurance department:

1. Perform regular audits reviewing provider directory 
information.

2. Validate provider information when a provider has 
not filed a claim with an insurer in 2 years (or a 
shorter period of time). 

3. Take other innovative and effective actions 
approved by the insurance department to maintain 
accurate provider directories. An example could be 
validating provider information based on provider 
demographic factors such as an age where 
retirement is likely.

New Jersey 

New Jersey regulations require a measure to help ensure 
that provider directory information stays current, as 
follows:

Outreach to inactive providers: Insurers shall confirm the 
participation of any provider who has not submitted a claim 
for 12 months or otherwise communicated with the insurer 
in a manner that demonstrates the provider’s intention to 
continue to participate in the network and for whom no 
change in provider status has been reported. The process 
for confirming participation shall be as follows:

1. The insurer shall contact the provider and request 
that the provider confirm his or her intention to 
continue to participate in the network. Based on 
the provider’s response, the insurer shall update its 
directories as necessary.

2. If the provider fails to respond to an insurer’s 
communication, the insurer shall mail a follow-up 
request to the provider by certified mail, return 
receipt requested. If the provider fails to respond 
within 30 days, the insurer shall remove the 
provider from its network and update its directories 
as necessary.16 
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Texas 
Texas regulations protect consumers from the adverse 
consequences of inaccurate provider directories as 
follows:

A guarantee to honor provider directory 
information: Texas regulations provide protection 
for consumers in most managed care plans when 
consumers receive inaccurate information about 
in-network providers from a provider listing or other 
information online from their insurer or an entity 
designated by the insurer to provide information to 
enrollees. If such information incorrectly states that 
a given provider is in-network, the consumer will be 
protected from some or all (depending on the type of 
plan) of the additional costs for care from that provider 
if that provider is actually out-of-network and the 
consumer receives care from the provider believing the 
provider is in-network. To qualify for this protection, 
the consumer must have obtained the information no 
more than 30 days before receiving services from the 
provider. An insured consumer who qualifies will be 
protected as follows:17  

 » For exclusive provider organizations (EPOs) (also 
proposed for HMOs):18 The consumer will be held 
harmless for paying any amounts beyond the 
copayment, deductible, and co-insurance rate 
that the insured would have paid for the same 
services from an in-network provider. The insurer 
must pay the out-of-network provider at the 
usual and customary rate or at a rate agreed to 
by the insurer and the provider.19  

 » For PPOs: The insurer must pay the out-of-network 
provider at the usual and customary charge, 
using a reimbursement methodology based 
on providers’ billed amounts. If consumers are 
charged co-insurance, the in-network 
co-insurance rate must apply. In addition, the 
consumer’s out-of-pocket costs, including any 
balance bills paid, will count toward the in-
network deductible and out-of-pocket maximum.

Process for the public to report inaccuracies: 
Effective for the 2016 plan year, insurance plans that 
use provider networks must conspicuously display in 
their provider directories an email address and toll-free 
phone number to which any individual may report any 
inaccuracy in the directory. When the plan receives a 
report that specifically identifies potentially inaccurate 
information, the plan must investigate the report and 
correct the information, as necessary, no later than the 
seventh day after the report is received.20

Other Standards for Provider 
Directory Accuracy
In addition to examples of legislation and regulation 
from the states, policymakers and regulators may 
want to consider additional sources of standards for 
provider directory accuracy when weighing options for 
addressing this issue. 

Medicare Advantage: In its 2016 call letter for 
Medicare Advantage plans (released April 6, 2015), 
the Centers for Medicare and Medicaid Services (CMS) 
outlined provider directory accuracy standards for those 
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plans that are more robust than CMS currently requires 
for QHPs or Medicaid plans. These Medicare Advantage 
standards include direct auditing of provider directories 
for accuracy and compliance and enforcement actions 
for plans that fail to maintain complete and accurate 
directories.21 

Health Plan Accreditors: Health plan accreditors 
are independent entities that review plans for quality 
against the accreditor’s benchmark standards. QHPs 
must meet certain requirements for accreditation by 
federally recognized entities.22 The National Committee 
for Quality Assurance (NCQA), one such entity, recently 
released its 2016 accreditation standards, which 
include updates to its provider directory standards.23 
URAC, another federally recognized accreditor, also 
assesses health plans on provider directory accuracy.24

NAIC (National Association of Insurance 
Commissioners): The NAIC is currently updating its 
model law on network adequacy. This model act will 
contain requirements related to provider directory 
accuracy and is slated to be complete before the end 
of 2015.25

Conclusion
Although provider directory inaccuracies have 
caused problems for consumers and other 
stakeholders for many years, there are many steps 
policymakers, regulators, and health plans can take 
to help ameliorate this issue. Policymakers and 
regulators at the state and federal levels should 
prioritize this issue both for private insurance and 
for public programs like Medicaid, as accurate 
provider directories are critical to ensuring that 
coverage works for consumers. Accurate directories 
protect consumers from inadvertently visiting out-of-
network providers who could leave them with high 
bills and they allow consumers to correctly identify 
providers who meet their language, location, and 
other needs.  What’s more, they create a true picture 
of which providers are actually in a plan’s network, 
making it easier to assess whether or not a network 
is adequate. By committing to take steps to address 
provider directory accuracy, federal and state 
policymakers, as well as health plans directly, can 
make a meaningful impact on consumers’ health 
insurance experience and access to providers.

Health plans and policymakers can employ these approaches to ensure 
provider directory accuracy—and meaningfully improve consumers’ health 
insurance experience and access to providers.
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