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The Affordable Care Act (ACA) includes certain requirements relating to the adequacy of provider networks developed by health insurers to deliver covered services to their enrollees. The requirements provide broad parameters within which insurance regulators and other state officials responsible for network adequacy must evaluate the networks of Qualified Health Plans (QHPs) operating in their markets. A U.S. Department of Health and Human Services (HHS) regulation on minimum network adequacy standards requires QHPs to establish networks that:

· Include essential community providers (340B providers and other providers serving medically underserved populations); 

· [image: image3.jpg]Are sufficient in numbers and types of providers, including providers that specialize in mental health and substance abuse services, to assure that all services will be accessible without unreasonable delay; and

· Are consistent with the network adequacy provisions of section 2702(c) of the Public Health Service Act (PHS), a provision that allows network plans to limit coverage to its eligible enrollees and to limit enrollment to the network’s maximum capacity.
 

Despite these parameters, once the federal and state marketplaces became operational, complaints started to surface about narrow networks that offered consumers little choice among providers. In some states, a limited number of plan offerings, combined with the narrow networks offered by the plans, leave entire delivery systems (hospitals and related primary and specialty care providers) out of the marketplace offerings, a frustrating development for those consumers who prefer receiving care from the eliminated providers. In response to these and other network-related complaints, HHS has proposed a new rule
 that imposes a more rigorous review of network adequacy in the Federally Facilitated Marketplace, an approach that was outlined in the 2015 Letter to Issuers in the Federally Facilitated Marketplaces.

Another response to the ACA requirements and the marketplace developments is the heightened attention state regulators are paying to their current network adequacy standards and their plans to revise them to address the new requirements and related problems. To assist with that effort, the State Health Reform Assistance Network team at Georgetown has developed a planning tool for states to use when analyzing and updating their network adequacy standards. 

The Network Adequacy Planning Tool below is divided into 10 sections; each section represents a category of considerations to be addressed when developing network adequacy standards. The categories are: 
· Reasonable access;

· Choice; 

· Availability; 

· Continuity of care; 

· Essential Community Providers (ECPs);

· Multi-tiered plans; 

· Narrow network plans; 

· Nondiscrimination; 

· Transparency; and 

· Filing requirements.
An eleventh section is reserved for any formulae that states may want to include in their network adequacy standards, and includes a link to the Medicare Advantage network adequacy formula.   

Within each category, three columns provide a planning structure. In the first column are lists of considerations for each category. For example, considerations in the “Transparency” category are provider directory standards, disclosure standards, and balance billing standards (to address issues related to billing by out-of-network providers). The “Narrow Networks” category prompts regulators to consider how they will identify narrow networks and whether they will regulate them differently.

In the next column is a menu of regulatory options for states to consider when formulating standards within a particular category. The list is not intended to be exhaustive and the planning tool will be updated periodically as new ideas and information become available. State officials may also want to add regulatory options that might meet their state’s specific needs. 

As regulatory options are considered and selected for each category, they can be listed in the last column, titled “Selections.” States can then convert their regulatory option selections to a network adequacy checklist for use when reviewing insurer network submissions. 

As noted, the Network Adequacy Planning Tool is not intended to be all-inclusive or to present every regulatory option available to regulators who are revisiting their network adequacy standards. It is, however, designed to present an overview of the task and frame the critical thinking and discussion that will result in comprehensive standards that meet the needs of today’s health insurance issuers and consumers. The tool is in Word format, and is designed to be used as a template to assist states in planning their approaches to new, updated, or enhanced network adequacy standards.

	Network Adequacy Planning Tool for States


	
	Considerations
	Regulatory Options
	Selections

	Reasonable Access
	Standard for assuring that the following are available within issuer’s service area:

· Sufficient in total number of practitioners and facilities

· Sufficient in types of practitioners and facilities


	1) Minimum # of providers 

a) Based on population density

b) Based on a formula (See “Formula”)

2) Maximum mileage standard for each provider type

a) ___% of network must meet standard

b) Entire network must meet standard or rural and urban standards

3) Required minimum number or percentage of hospitals

4) Define and require inclusion of Centers of Excellence for certain conditions (e.g., transplants) 

5) Define and require inclusion of certain specialty facilities (e.g., advanced trauma units)

6) Require issuers to demonstrate that all network providers are actively accepting new patients at the time of open enrollment

a) Require issuers to include a provision in provider contracts requiring providers to give issuer ____ weeks’ notice before discontinuing accepting new patients
	[EXAMPLE: 1)a), 3), 4)]


	
	MONITORING OPTIONS: Self report, GeoAccess or alternative software, test formula
	

	Choice
	Standard for assuring that the following are available within issuer’s service area: 

· A comprehensive range of primary, specialty, institutional, and ancillary services  are readily available at reasonable times to all enrollees

· Each enrollee has adequate choice among  each type of health care provider
	1) Minimum numbers of providers by type

a) Based on population density

b) Based on a formula (See “Formula”)

2) Minimum ratio of providers to insured - by specialty

3) Minimum percentage of each specialty available in service area

4) Minimum number or percentage of hospitals
	

	
	MONITORING OPTIONS: Self-report, review of provider lists against enrollee numbers by specialty and service area
	

	Availability
	Standard for assuring:
· Services are accessible in a timely manner appropriate for enrollee’s condition

· Services are accessible with no unreasonable delay 


	1) Require 24/7 call availability

2) Prescribe maximum mileage standards (See “Reasonable Access”)

3) For routine and urgent care

a) Require  minimum number of hours open for appointments

b) Require maximum timeframe until next available appointment, specific to provider type

c) Require maximum waiting room times, specific to provider type
4) Provide a special enrollment for enrollees who

a) Choose a plan based on a provider who is  listed as accepting new patients

b) Later learns chosen provider is not accepting new patients
	

	
	Standard to assure availability of emergency care 
	1) Require emergency services to be accessible 24/7 without unreasonable delay

2) Prescribe maximum mileage standards (See “Reasonable Access”)

3) Require 24/7 call availability

4) Require a minimum number of emergency facilities

a) By mileage standards

b) By % of available facilities

5) Prescribe maximum wait times

6) Require a process for transitioning from out-of-network emergency care to in-network emergency care
	

	
	MONITORING OPTIONS: Self-report, secret shopper, consumer complaints
	

	Continuity  of Care
	Standards for assuring: 

· Accommodation of individuals who are in an active course of treatment for a serious disease by a non-network provider 
· Accommodation of individuals who are in an active course of treatment for a serious disease by a network provider who has been terminated
· Accommodation of individuals with specific complex chronic conditions needing secondary or tertiary specialty care not included in the network


	1) Define diseases or conditions to which strategy applies

2) Define length of time for which standard applies, e.g., 30, 60, 90 days 

3) Require in-network (or lowest cost tier) coverage level while the individual is in the course of treatment

4) Require issuer to enter into limited benefit agreements at in-network coverage levels for those with specific complex chronic diseases
	

	
	MONITORING OPTIONS: Self-report (filing of continuity of care policies and processes), consumer complaints, market conduct examinations
	

	Essential Community Providers (ECPs)
	Standard to assure sufficient number and geographic distribution of ECPs
	1) Identify all ECPs and  340B  providers in state

2) Prescribe % of ECPs required to be contracted with:

a) 30% per CMS guidance

3) Prescribed minimum % of ECPs in the service area

4) Prescribe minimum % of ECPs in each ECP category and at least one ECP for each disease state for which ECPs are available.

5) Based on number of available ECP providers:

a) Minimum ratio of  ECP PCPs/SCPs/Facilities to 

i) Anticipated/actual low-income and/or medically underserved individuals; or 

ii) Minimum % of Medicaid/CHIP, uninsured, and/or low-income (below 250% FPL) individuals in patient mix
	

	
	MONITORING OPTIONS: Self-reports that compare ECPs in area with provider list, consumer complaints, market conduct examinations
	

	Multi-Tiered Plans
	Standard specific to multi-tiered plans
	1) Require the lowest price tier to meet standards

2) Require the combined tiers to meet standards

3) Require each tier to meet standards
	

	
	MONITORING OPTIONS: Self-report, consumer complaints, market conduct examinations, filing of network criteria for various tiers (see “Transparency – narrow networks”)
	

	Narrow Network Plans
	Standard for identifying and regulating narrow networks


	1) Determine a definition for “narrow networks”

2) For networks that meet definition require full disclosure prominently displayed on all online and print materials:

a) That the network being selected is narrow in scope

b) All criteria used to select network providers. 

c) Network selection process.

3) Require issuer to establish and disclose an appeals procedure for providers who were not selected for the network

4) Require issuers offering narrow networks to offer alternative plans

a) Offer a broad network program at each metal level

b) Offer a plan with less out-of-network cost-sharing at each metal level

5) Require the issuer to disclose whether the narrow network is tied to quality improvement and care management; and to submit an annual certification that the two types of activities were completed
6) Require issuers offering a plan that meets the definition of a narrow network to also offer a plan that either: 1) has a broader network (to be defined by state); or 2) has less out-of-network cost-sharing at each metal level at which a narrow network plan is offered


	

	
	MONITORING OPTIONS: Require the filing and review of disclosures in #2 and #5 with forms for review. As part of form review, comparison of criteria with provider network, consumer complaints.
	

	Nondiscrimination
	Standards to assure that networks do not discriminate in design: 

· Based on gender, gender preference, national origin, sex, family structure, ethnicity, race, employment status, or socioeconomic status

· Based on health or disability status
	1) Review specialist lists for inclusion (or absence) of appropriate number of specialists and facilities treating expensive conditions (e.g., oncologists, hematologists, federally designated hemophilia treatment centers)
2) Require issuers to include all federally designated treatment centers dedicated to one specific disease state in their networks (e.g., federally –designated Hemophilia Treatment Centers.)

3) Explore utilization of software to test for discrimination


	

	
	MONITORING OPTIONS: Conduct review in #1 as part form review, market conduct examinations
	

	Transparency
	Standard for assuring provider directory  transparency
	1) Require provider directory to be available electronically on website and in hard copy, by request

a) Primary and specialty care physicians

i) Location and contact information

ii) Education/board certification

iii) Languages spoken

iv) New patient acceptance status

b) Hospitals and other facilities 

c) Interactive map on website with provider locations by type

2) Service area map on website showing network

a) Click on provider location to see:

i) Location and contact information

ii) Education/board Certification

iii) Languages spoken

iv) New patient acceptance status

3) Require updates monthly, weekly…

4) Require updates in real time

5) Provide a special enrollment period for enrollees who choose a provider listed as accepting new patients and later learn he/she is not accepting (See “Availability”)

	

	
	Standard for disclosures 
	1) Clear, concise and prominent disclosures stating the limits of the network, e.g., # or name of hospitals and out-of-network cost-sharing and balance billing possibilities

a) Prominently displayed on web page where provider list appears, or at top of each page of hard copy

2) Narrow network disclosures (See “Narrow Networks”)

3) Require providers to notify members and the insurer of any change in ownership, affiliation, or contractual arrangement that may result in increased financial liability to members of the insurer as a result of such change
a) Require providers to use disclosure template provided by issuers when issuing the notification to members


	

	
	Standards for balance billing
	1) Prohibit balance billing from institutional providers (anesthesia, lab, ER physicians, etc.) not listed in the provider directory

2) Require insurers to hold consumers harmless for all services provided in in-network hospitals

3) If not prohibited, require clear, concise disclosures of the possibility of balance billing by institutional providers with the provider directory hospital listing
4) In any case where an insurer has no in-network provider with appropriate training and experience to meet the particular health care needs of an enrollee, require the insurer to arrange for a referral to an appropriate out-of-network provider for the services; and to insure covered services at no additional cost to the consumer beyond what she would otherwise pay if those services were obtained from within the network.

	

	
	MONITORING OPTIONS: Self-report, secret shopper, consumer complaints, form review filing of disclosures 
	

	Filing Requirements
	Documentation issuers are required to file to ensure their networks meet the network adequacy standards
	1) Access plan 

2) Alternative plan with justification, if standards are not met

3) Quarterly reports

4) Complete provider lists, including

a) Location and contact information

b) Education/board certification

c) Languages spoken

d) New patient acceptance status

e) Provider quality metrics

5) Provider maps (See “Transparency”)

6) Narrow network disclosures (See “Narrow Networks”)

7) Items listed in “Monitoring Options” sections


	

	Formula
	EXAMPLE: Medicare Advantage Formula - Used to establish criteria for: 

· Minimum number of providers 

· Maximum travel distance to providers 

· Maximum travel time to providers 


	Require issuers to apply the Medicare Advantage Network Adequacy Formula and to meet the resulting standards.
	





ABOUT STATE NETWORK





State Health Reform Assistance Network, a program of the Robert Wood Johnson Foundation, provides in-depth technical support to states to maximize coverage gains as they implement key provisions of the Affordable Care Act. The program is managed by the Woodrow Wilson School of Public and International Affairs at Princeton University. For more information, visit


� HYPERLINK "http://www.statenetwork.org" �www.statenetwork.org�.





ABOUT GEORGETOWN UNIVERSITY HEALTH POLICY INSTITUTE





The Health Policy Institute is a multidisciplinary group of faculty and staff dedicated to conducting research on key issues in health policy and health services research. A team of research professors at the institute (supported by the RWJF State Network) are working with states, providing technical assistance focused on implementation of the private market reforms and exchanges under the Affordable Care Act. For more information on the Health Policy Institute, visit � HYPERLINK "http://ihcrp.georgetown.edu/" �http://ihcrp.georgetown.edu/�.





ABOUT THE ROBERT WOOD JOHNSON


FOUNDATION





For more than 40 years the Robert Wood Johnson Foundation has worked to improve the health and health care of all Americans. We are striving to build a national culture of health that will enable all Americans to live longer, healthier lives now and for generations to come. For more information, visit � HYPERLINK "http://www.rwjf.org/" �www.rwjf.org�. Follow the Foundation on Twitter at � HYPERLINK "https://twitter.com/rwjf" �www.rwjf.org/twitter� or on Facebook at � HYPERLINK "https://www.facebook.com/RobertWoodJohnsonFoundation" �www.rwjf.org/facebook�.















































For more information, please contact David Cusano at � HYPERLINK "mailto:dc1025@georgetown.edu" �dc1025@georgetown.edu� or 202.687.4940.








� 45 CFR 156.230(a)


� CMS-9949-P Patient Protection and Affordable Care Act, Exchange and Insurance Market Standards for 2015 and Beyond, � HYPERLINK "http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/CMS-9949-P.pdf" �http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/CMS-9949-P.pdf� 


� Center for Consumer Information and Insurance Oversight, Centers for Medicare & Medicaid Services, 2015 Letter to Issuers in the Federally Facilitated Marketplaces,  � HYPERLINK "http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-issuer-letter-3-14-2014.pdf" �http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-issuer-letter-3-14-2014.pdf�  
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